this week

Science wakes up to coffee’s benefits
Drinking three to four cups of coffee a day
is associated with health benefits across a
range of diseases and conditions.
A review published in The BMJ (p 312)
this week identified 201 meta-analyses
of observational research and 17 metaanalyses of interventional research and
found that coffee consumption was more
often associated with benefit than harm
over various health outcomes.
The researchers found that drinking three
cups of coffee a day was associated with the
greatest benefit in terms of cardiovascular
disease, coronary heart disease, and stroke,
when compared with not drinking coffee.
A meta-analysis of 40 cohort studies
showed that high versus low consumption
of coffee was also associated with a lower
risk of prostate cancer, endometrial cancer,
melanoma, oral cancer, leukaemia, nonmelanoma skin cancer, and liver cancer.
Coffee consumption also seemed
to have a beneficial effect on liver and
gastrointestinal outcomes.
Robin Poole, specialty registrar in public
health at the University of Southampton
and the paper’s lead author, said that the
researchers could not explain their findings.
Roasted coffee is a complex mixture of more
than 1000 bioactive compounds, some

with potentially therapeutic antioxidant,
anti-inflammatory, antifibrotic, or
anticancer effects.
“Coffee has a lot of different compounds.
We don’t know entirely why it has these
benefits, but the evidence suggests there
is a synergy between caffeine and the
antioxidants in the coffee,” Poole said.
He said that people should not start
drinking coffee in a bid to prevent disease.
And the studies did not indicate what kind
of coffee was consumed, such as instant or
roasted, or what amount was meant by a
cup, making recommendations impossible.
In an editorial Eliseo Guallar, professor
of epidemiology and medicine at the Johns
Hopkins Bloomberg School of Public Health
in Baltimore, wrote that it was still difficult
to say whether coffee intake prevented
chronic disease and reduced mortality.
“Coffee is often consumed with products
rich in refined sugars and unhealthy fats,
and these may independently contribute to
adverse health outcomes. Even with these
caveats, moderate coffee consumption
seems remarkably safe, and it can be
incorporated as part of a healthy diet by
most of the adult population,” he wrote.
Anne Gulland, London
Cite this as: BMJ 2017;359:j5381
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“We don’t know
entirely why it has
these benefits, but
the evidence suggests
there is a synergy
between caffeine and
the antioxidants in
the coffee”
Robin Poole, lead
researcher

BUDGET Q&A VIDEO
•   In a Facebook

Live video with
The BMJ, experts
from the Nuffield
Trust and Health
Foundation look at
what the autumn
budget means for
the doctors and the
NHS. Watch it now
at facebook.com/
bmjdotcom
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SEVEN DAYS IN
Scotland will introduce minimum alcohol pricing
Scotland will become the first country in the world to set a minimum price for alcohol,
after the final rejection of legal attempts by the drinks industry to block the move.
Judges at the UK’s Supreme Court dismissed an appeal by the Scotch Whisky
Association, which argued that minimum pricing breaches European law. The decision
ends a five year fight, clears the way for Wales and Northern Ireland to implement
minimum pricing plans, and will increase pressure on England to act.
The Scottish parliament passed legislation in 2012 to introduce a 50 p a unit price.
Some high strength ciders and own brand spirits can sell in Scotland for as little as
18 p a unit, meaning that the maximum recommended weekly intake of 14 units can be
bought for as little as £2.52. This will rise to £7, and the Scottish government has cited
strong evidence that raising prices helps to reduce consumption and related harm.
The Supreme Court ruled that a minimum price was “appropriately targeted, lawful
and proportionate.”
Ian Gilmore, chair of Alcohol Health Alliance UK, said, “ We urge the Westminster
government to act now. A failure to do so will needlessly cost more lives.”
ЖЖEDITORIAL, p 305

Bryan Christie, Edinburgh Cite this as: BMJ 2017;359:j5302

Research

UK pledges to boost R&D
spending over next decade

The UK will see its biggest
ever increase in research and
development investment as
part of the next phase of the
government’s industrial strategy.
Ministers have pledged to work
with industries to boost spending
on R&D to 2.4% of GDP by 2027.
This could increase public and
private R&D investment by
£80bn over the next 10 years.
The investment will help fulfil
some of the strategy’s key aims
of improving productivity and
creating better, higher paying
jobs around the UK.

Funding

Public supports higher
taxes to fund NHS

UK residents would support
paying more tax to help fund the
NHS, research found. A YouGov
survey asked 20 000 participants
in England, Scotland, and Wales
whether they would support
raising the basic rate of national
insurance from 12% to 13% or the
basic rate of income tax from 20%
to 21%, to boost spending on
the NHS. Some 58% supported
higher national insurance, 27%
were opposed, and 15% were
undecided. Support for raising
the basic rate of income tax
296

was less strong, with 48% in
favour, 36% opposed, and 16%
undecided.

Delay to social care
reform is criticised

The UK government will publish its
long awaited green paper on social
care in summer 2018. Health
and social care organisations
welcomed the news, but Niall
Dickson, NHS Confederation
chief executive, criticised the
government for its lack of urgency
given that it had promised to
reform social care before last
June’s general election. He said,
“Given the fact that so many older
people are being denied the help
they need now and [that] the
knock-on effect on health services
is severe, the lack of urgency is
highly regrettable.”

MPs call for cross party
NHS talks
Ninety MPs urged Theresa
May to commit to cross
party talks on the future
of the NHS and social
care in England.
Their letter
to the prime
minister was
coordinated
by the chair
of the
health

select committee, Sarah
Wollaston, the Liberal Democrat
former care minister Norman
Lamb, and the former Labour
shadow care minister
Liz Kendall (below).
The signatories,
a third of whom
are Tories, said only a nonpartisan debate could deliver a
“sustainable settlement.”

Regulation

No link between hormone
test and birth defects

Campaigners called for a judicial
review after a UK government
report found that hormone based
pregnancy tests (HPTs) given to
women in the 1960s and 70s did
not cause birth defects. An expert
working group of the Commission
on Human Medicines found no
“causal association between the
use of HPTs . . . and birth
defects or miscarriage.”
But Marie Lyon, chair
of the Association for
Children Damaged by
Hormone Pregnancy
Tests, said that the group
would ask for a judicial
review.

Faulty hip implants
cost J&J $247m

The drug company
Johnson & Johnson and its

DePuy Orthopaedics unit were
ordered to pay $247m (£186m)
to six patients in New York who
said that they were injured
by defective Pinnacle hip
implants. The case is the
third in a row that the
company
has lost since
winning a first test case in 2014.
The defective implants were
withdrawn in 2013 when the
Food and Drug Administration
strengthened its regulations. This
followed a BMJ investigation in
2012 that questioned the safety
of metal-on-metal hips.

Vaccination

Pharmacists gave 60% more
flu vaccines last winter

Community pharmacists
administered almost a million
flu vaccinations to adults at risk
in England last winter through
the NHS’s national scheme,
a rise of 60% on the previous
year, figures from NHS Digital
showed. A total of 950 765
vaccines were provided by
8451 pharmacies in 2016-17,
compared with 595 467 delivered
by 7195 pharmacies in 2015-16.
Pharmacists were paid £8.6m for
delivering the service in 201617, up from £5.4m in 2015-16,
the first year they administered
vaccinations through the scheme.
25 November 2017 | the bmj

MEDICINE
Burnout

Doctors don’t want their
children to be medics

More than two thirds of medical
professionals (67%) would
not recommend medicine as a
career to their children, a poll
of almost 2000 senior hospital
doctors, GPs, and others found.
The Royal Medical Benevolent
Funds conducted the poll as
part of a campaign highlighting
the need to offer support to
medical professionals working
under increasing pressure.
While 62% of doctors said that
they would still study medicine
given their time again, 92% said
that working conditions in UK
hospitals had deteriorated in
the past decade.

Research news

Surgery fails to relieve
shoulder impingement

Decompression surgery
does not significantly reduce
symptoms in patients with
subacromial shoulder pain,
show the results
of a randomised trial. The
findings, reported in the Lancet,
“call into question the value
of shoulder decompression
surgery for this group of

Doctors are
encouraging their
offspring not to follow
in their footsteps

Winter pressures

Surgeons are asked to
staff hospital front doors

The Royal College of Surgeons
wrote to surgeons in England
to encourage them to provide
support at hospital front doors in
the coming months, using rapid
outpatient clinics and A&E to
help the NHS cope this winter.
The college cited strong evidence
that having more senior decision
makers at hospital front doors
reduces emergency admissions
and delayed discharges, freeing
up beds for emergencies and
planned operations.

Hospitals meet A&E targets,
but deficit grows

patients and should be
communicated to patients and
doctors considering this type
of surgery,” said David Beard,
co-chief investigator of
the trial, from the University
of Oxford. “In light of our
results, other ways to treat
shoulder impingement could be
considered, such as painkillers,
physiotherapy, and steroid
injections.”

NHS hospitals in England treated
more patients within four hours in
A&E and more patients within 18
weeks for planned care from July to
September despite an “extremely
challenging” environment, said
NHS Improvement, the sector
regulator. It praised providers for
sustaining efficiency levels. But
the total predicted full year deficit
of NHS trusts and foundation
trusts is around £623m, which
is £127m worse than planned.
“Pressure is high and likely to
increase,” the regulator warned.
Cite this as: BMJ 2017;359:j5382

GPs
There were
33 302 full time
equivalent GPs
in England in
September 2017,
a decrease of 259

(0.8%)
from 33 560 in
June 2017
[NHS Digital]

SIXTY
SECONDS
ON . . .
DIGITAL DRUGS
DIGITAL DRUGS? TELL ME MORE
The US Food and Drug Administration
has approved the first drug with a digital
ingestion tracking system.
WHAT ON EARTH IS THAT?
It’s a pill with a sensor embedded inside
which records that the medicine was taken.
The sensor generates an electrical signal
when it comes into contact with stomach
fluid. This signal is then transmitted to a
wearable patch on the patient’s body, which
then sends the information to the patient’s
smartphone. With the patient’s consent,
their doctor and up to four other people can
be alerted when the drug is ingested.
WHAT IS THE PILL USED FOR?
The pill, called Abilify MyCite (aripiprazole
tablets with a sensor), has been approved
for the treatment of schizophrenia,
manic and mixed episodes associated
with bipolar disorder, and as an add-on
treatment for depression.
IT SOUNDS A BIT CREEPY
Some commentators in the US have raised
concerns about the ethics of a doctor being
able to spy on their patients in this way.
Peter Kramer, clinical professor emeritus
of psychiatry at Brown Medical School,
described the drug as a “tattletale.” And
Paul Applebaum, director of law, ethics,
and psychiatry at Columbia University, said
that patients fail to take their pills for a
range of reasons, often because they don’t
like the side effects.
I SUPPOSE IT’S A WAY OF IMPROVING
DRUG ADHERENCE?
Yes, failure to take drugs is a big problem
and researchers have tested a range of
devices designed to ensure people adhere
to their drug regimens. But it’s a hard nut
to crack: a recent study comparing three
low cost reminder devices found that they
failed to improve adherence.
HAS IT WORKED?
Too early to say. But when I tell my children
not to waste things “because money
doesn’t grow on trees” or not to waste
electricity “because someone
has to pay for it” it has
very little effect. Will the
government’s initiative fall
on similarly deaf ears?
Anne Gulland, London
Cite this as: BMJ 2017;359:j5365
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CCGs consider bringing in minimum waiting times

T

he Royal College
of Surgeons has
urged clinical
commissioning
groups to drop
plans to introduce minimum
waiting times for non-urgent
procedures.
Several CCGs, including
Trafford and four in
Lincolnshire, have said
that such plans were being
considered alongside a range of
measures to cut costs. The CCGs
expect that a minimum waiting
time would mean some patients
not ending up needing or
wanting the procedure after all.
Sue Hill, vice president of
the surgeons’ college, said that
patients in Trafford currently
waited an average of 7.2 weeks
for any type of treatment. “If this
policy were to go ahead, average
patient waiting times in Trafford
would double, and it is difficult
to see how targets could be
achieved,” she said.
“Introducing an arbitrary
minimum waiting time for
surgery is unlikely to save
money in the long term and
is ethically wrong. Delaying
surgery can mean a patient’s
condition worsens and can make
surgery more difficult and less
successful,” she added.
Hill urged the government to
reinstate the ban on minimum

“An arbitrary minimum waiting time for surgery is unlikely
to save money in the long term and is ethically wrong”
Sue Hill, Royal College of Surgeons
waiting times introduced under
the coalition government.
This ban applied to the former
primary care trusts and was
lifted when the CCGs came into
being in April 2013.
A Department of Health
spokesman said, “Blanket
restrictions on treatment are
unacceptable. All decisions on
treatment should be made by

doctors based on a patient’s
individual clinical needs and
ensuring that patients’ rights to
choice are fully respected.”
Board papers seen by The
BMJ show that Trafford CCG is
forecasting a deficit of £8.3m
this financial year, with £11.2m
being the worst case scenario.
A CCG spokesperson said that
introducing minimum waiting

times was one of a range of
measures under consideration,
including a review of all
contracts and work schemes.
In a statement the CCG said,
“Trafford CCG is currently facing
a real financial challenge and is
constantly exploring all potential
opportunities to reduce cost,
improve effectiveness, and spend
money in the most efficient
way possible for the benefit of
Trafford residents.” It said that it
would consult Trafford residents
before making any decisions.
A spokesman representing the
four CCGs in Lincolnshire said
that, contrary to reports, they
had not introduced minimum
waiting times but added that
this was one of several measures
under consideration.
“The NHS has a responsibility
to ensure public money is spent
effectively and efficiently,” the
CCG said in a statement. “There
is evidence that some conditions
do get better over time and that,
in some cases, surgery may be
unnecessary.”
Clinical Commissioners,
which represents CCGs, said
that all CCGs were having to
make “increasingly difficult
decisions about the services they
commission to make their finite
resource stretch.”
Anne Gulland, London
Cite this as: BMJ 2017;359:j5359

Flu vaccine reduces paediatric admissions
Young children who are vaccinated
against influenza are less likely
to be admitted to hospital for
respiratory complications of flu
infection than children who are not
vaccinated, a large Canadian study
has reported.
“Influenza can cause serious
illness, especially in young
children, but there hasn’t been a
lot of research that has examined
the magnitude of the influenza
vaccine’s effectiveness at
preventing kids from getting really
298

sick and being hospitalised,”
said senior author Jeff Kwong,
from Public Health Ontario. “This
research paper helps fill that
gap by showing how effective
the influenza vaccine can be at
protecting young kids against
serious complications from
influenza infections.”
The study analysed medical
records of 9547 children aged
6 months to 5 years living in
Ontario who were admitted to
hospital during the 2010-11 to

2013-14 flu seasons and had a
respiratory specimen collected
and tested for influenza.
Results, reported in PLoS
One, showed that 12.8% of
the children’s specimens
tested positive for the virus.
Vaccination reduced the risk of
laboratory confirmed influenza
hospitalisations by 60% in
children who were fully vaccinated
and by 39% in those partly
vaccinated.
Full vaccination offered

statistically significant protection
in three of the four flu seasons,
whereas partial vaccination offered
protection in two seasons.
Susan Mayor, London
Cite this as: BMJ 2017;359:j5363
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Spending cuts are linked to
120 000 excess deaths in England
Cuts to public
spending on
healthcare
and social care
are linked to
around 120 000
excess deaths from 2010
to 2017, researchers have
found. In a paper published
in BMJ Open, they said that
spending constraints had
produced a substantial
mortality gap in England.
The study found that
deaths in England fell by an
average of 0.77% a year
from 2001 to 2010 but
then rose by an average of
0.87% a year from 2011
to 2014.
From 2010 to 2014 the NHS in
England had a real terms annual
increase in government funding of
1.3%, the researchers said. Over the
same period, real terms spending on
social care fell by 1.19% a year.

National data
The observational study analysed
national data on population deaths,
life expectancy, and potential years
of life lost, alongside data on health
and social care spending from 2001
to 2014.
The researchers compared actual
death rates from 2011 to 2014 with
those that would be expected, on the
basis of trends before spending cuts
were applied and other factors such
as unemployment rates and pensions.
They calculated that spending
restrictions were associated with
45 368 excess deaths from 2010 to
2014 when compared with equivalent
trends before 2010.
The authors categorised their
findings by age, place of death,
and the local government area in
which the death occurred, and
they estimated future death rates
up to 2020.

THE STUDY

Most of
the excess
deaths were
among over
60s and
care home
residents. To
curb the trend, care
delivered in care
homes needs to
improve and nurse numbers
need to increase, the study said.
If current trends continue, the
study estimated that around
150 000 additional deaths
could arise from 2015 to
2020. “Combining these
projected excess deaths and
the observed deaths prior to
2015 translates to around 120 000
excess deaths from 2010 to 2017,”
the researchers said.

Funding gaps
The study also looked at the funds
that would be required to close gaps
in death rates. After factoring in
planned government spending as of
2016 it estimated that “approximately
£25.3bn would be required to close
this gap [in excess deaths] across
health and social care by 2020-21,
equating to around £6.3bn annually.”
Commenting on the paper, Martin
Roland, emeritus professor at the
University of Cambridge, said, “This
study presents the classic problems
of interpreting observational data.
The data are highly complex, with
a number of possible explanations
(known and unknown) for the change
in mortality.
“Certainly, the recent change in
previous trends of reducing mortality
is of concern. However, the authors
overstate the certainty of this link to
funding and are highly speculative
about the money needed to ‘save lives’
in future.”
Abi Rimmer, The BMJ
Cite this as: BMJ 2017;359:j5332

estimated that around
additional deaths could arise from 2015 to 2020
the bmj | 25 November 2017
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FIVE MINUTES WITH . . .

Chris Carey
The Royal College of Anaesthetists’ lead
on undergraduate education discusses
its new guidance for medical schools

“T

he aim of the guidance is about
the profession of anaesthesia and
intensive care medicine helping
medical students to become better
foundation doctors. When we
looked at undergraduate medical training we found
that there wasn’t much coming out of the college to
support it—in stark contrast to many other colleges.
“Anaesthesia is the biggest single secondary care
specialty; about 60% of all hospital consultants are
anaesthetists, but historically it hasn’t featured highly
in medical schools’ educational programmes.
“This probably stems from the preparation of
students for medical and surgical house jobs, which
were phased out several years ago. Now the foundation
programme covers a much wider range of specialties,
including anaesthesia and intensive care medicine,
and students need to be prepared for a wider range of
specialty experience.
“There are some very
specific technical skills, such
as intravenous cannulation,
as well as the awareness of
deteriorating patients and the
management of acutely unwell
patients, that are common
themes across anaesthesia and
intensive care medicine.
WE CAN’T MAKE
“It’s hard to make junior
JUNIOR DOCTORS
CONFIDENT IN EVERY
doctors confident in every
AREA OF PRACTICE
area of practice. But to have
VALUED PERIOPERATIVE
greater familiarity with acute
medical emergency situations MEDICINE, AND PAIN
AND INTENSIVE CARE
and some of the practical
MEDICINE
procedures would, I think, be
highly valued by senior medical students.
“We were keen not to say, ‘You must send everybody
to do anaesthesia for six weeks,’—that’s not what
this is about. There is a lot of diversity in how medical
schools provide education, so the guidance is about
how we can tie things to outcomes for graduates and
offer an avenue for teaching anaesthesia, perioperative
medicine, and pain and intensive care medicine.
“We are also aware that undergraduate medical
education is now divided up in a way that is
less specialty specific and more patient centred.
Perioperative medicine is a really good example of
something that is patient centred and involves many
different specialties—from primary care to surgery,
intensive care, and anaesthesia.”
Abi Rimmer, The BMJ
Cite this as: BMJ 2017;359:j5341
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“Many junior
doctors say
that a lack
of support
structures
was one of the
main reasons
for their
unhappiness”
Ian Eardley, RCS

Return to firm structure could help
boost trainees’ morale, says royal college
A training scheme to create a
modern firm structure could
help to improve junior doctors’
morale, the Royal College of
Surgeons has said.
The college has begun
recruiting to the pilot Improving
Surgical Training (IST)
programme, which has been
designed to give surgical trainees
a better balance between training
and service and to make the
role of the surgical trainer more
professional. Trainees in the 81
posts across England, Scotland,
and Wales will receive support
from a wide surgical care team,
including physician associates
and surgical care practitioners.
Ian Eardley, senior vice
president of the college,

explained that the modern firm
would not be the same as the
old system, which was based on
doctors working long hours and
being on call the whole time.

Best aspects of old system
But he said that the scheme
would recreate the best aspects
of the old firm model. “The nice
things about the old firm were
that you had a support structure;
if you had a problem, whatever
hour of the day or night, you
always had a person who you
knew could help you,” he said.
“You had a consistent
relationship with the people who
were your seniors and who could
support you in terms of your
training and development.”

Eardley said he hoped that
the pilot would help to improve
trainees’ morale. “People say
that a lack of support structures
was one of the main reasons
for their unhappiness. If we
can improve that, I would hope
they will be happier, hopefully
because they have better training
as well.”
The pilot will also allow
trainees to spend around 60%
of their time in elective daytime
training roles. “One of the
problems for junior doctors is
that in many places their prime
role is to be the emergency
on-call system,” said Eardley.
“That means they don’t get into
theatre often enough to learn
basic surgical skills, they don’t

get into the outpatient clinic
enough, and they don’t spend
enough time doing elective
daytime training.”
To allow trainees to work more
during the day, the pilot sites
will need at least 10 people on
their on-call rota, using a mix of
doctors and other surgical care
team members in some cases.
The pilot is open to all trainees
applying for core level surgical
posts through the 2017-18
national selection process. It will
be piloted in geeral surgery and
from August 2019 will be opened
to urology and vascular surgery.
You can apply to the IST programme at
bit.ly/2z9Yeme.

Abi Rimmer, The BMJ
Cite this as: BMJ 2017;359:j5353

Breast cancer patient may undergo surgery without consent
A 66 year old woman with paranoid
schizophrenia may have surgery for
breast cancer without her consent, a
High Court judge has ruled.
Mr Justice Keehan declared that the
woman, referred to as JT, who denied
she had cancer, lacked the capacity to
make treatment decisions herself.
He granted University Hospitals of
North Midlands NHS Trust “an order
that it is lawful and in JT’s best interest
to undergo surgical removal of ductal
adenocarcinoma of her left breast under
general anaesthetic.”
300

The woman
believed the
consultants
and clinicians
were actors
and imposters

JT, who was diagnosed with paranoid
schizophrenia more than 25 years ago,
believed the lump in her breast was
a cyst and that “the consultants and
clinicians, with whom she has come
into contact, are actors or impostors,”
the judge said. He authorised any
restraint or deprivation of liberty that
was necessary.

Missed appointments
JT was referred to the trust’s breast
care services in February by her GP but
missed three appointments. Her GP

referred her urgently in June, when she
was seen by a locum consultant surgeon
who diagnosed a malignant lump in her
left breast, confirmed by ultrasound and
biopsy. Later in June she saw the locum
surgeon and was prescribed a course of
anastrozole to try to shrink the tumour.
Later her brother notified the breast
team she had refused to take the drug.
She had a repeat ultrasound scan in
August and was tentatively scheduled
for surgery in September but she
refused. After she told a nurse that the
brother had said that the lump in her
25 November 2017 | the bmj

GP is not charged
over baby’s
circumcision
A GP who was arrested after circumcising a
3 month old boy for religious reasons without
his mother’s permission will not be charged,
the Crown Prosecution Service has decided.
Balvinder Mehat, 61, of Bakersfield
Medical Centre in Nottingham, was arrested
in June on suspicion of causing grievous
bodily harm with intent. Two other people,
paternal relatives of the child, were arrested
on suspicion of conspiracy to cause grievous
bodily harm with intent.

Paternal grandparents
The boy was circumcised in July 2013 while
staying with his paternal grandparents, who
are Muslim. The mother originally contacted
social services and in November 2014
reported the incident to police.
The police released all three without charge
but reopened the investigation into Mehat
this summer after the case was taken up by
the anticircumcision group Men Do Complain
and Saimo Chahal of the law firm Bindmans.
In a letter to the mother, which has been
seen by the BBC, the CPS said the case against
Mehat has been reviewed by an experienced
prosecutor and it did not meet evidential
tests. It added, Mehat “may have failed in his
professional obligations to discuss the issue
of consent with you,” but “that in itself is not
sufficient for a criminal prosecution.”
Mehat, who has been referred to the GMC
by the CPS, has not commented on the case,
citing patient confidentiality.
Clare Dyer, The BMJ
Cite this as: BMJ 2017;359:j5297

Breast cancer cells were confirmed by biopsy

breast was a control box, the trust decided to
take the case to court.
The judge delivered his judgment on 12
October, with surgery scheduled for 17 October
to 2 November, but the judgment has only now
been published.
Clare Dyer, The BMJ Cite this as: BMJ 2017;359:j5358

NEWS ANALYSIS

Support mounts for paediatrician
whom GMC wants struck off

T

he General Medical Council
risks acting like an “erudite
and urbane kangaroo
court” if it proceeds with
its bid in the High Court
to erase a trainee paediatrician from
the UK medical register, Nick Ross, a
director of Imperial College Healthcare
NHS Trust and a champion of an
openness culture in the NHS, has told
The BMJ.
Ross is one of thousands of supporters
of a campaign backing Hadiza Bawa-Garba,
the doctor convicted of gross negligence
manslaughter in 2015 after the death of a
6 year old boy from sepsis.
Bawa-Garba was not struck off the
medical register by a medical practitioners
tribunal last June, despite calls from the
GMC to do so. The tribunal found that the
doctor’s failings were a causative factor in
the death of Jack Adcock but opted for a
year’s suspension, citing “multiple systemic
failures” and evidence from colleagues that
she was an excellent doctor.
A GMC appeal against the tribunal’s
ruling is set to be heard in the High Court on
7 December.
A change.org petition to Charlie Massey,
chief executive of the GMC, calling for the
council to stop its appeal has so far attracted
more than 10 000 signatures. It argues that
Bawa-Garba has accepted her errors and has
been “fully remediated.”
The GMC’s stance “is focused on
punishment and retribution” and is counter
to its “commitment to support trainees as
the consultant workforce of the future,” says
the petition.
As The BMJ went to press the latest
report of Bawa-Garba’s plight on bmj.com
had prompted 36 responses, including
from Ross, doctors, hospital board
members, and patient safety advocates.
They said that, while they understood the
family’s anger and grief, Bawa-Garba had
been made a “scapegoat” for “institutional
inadequacy” at the hospital involved,
Leicester Royal Infirmary.
David Nicholl, a consultant neurologist at
Sandwell and West Birmingham Hospitals
NHS Trust, told The BMJ, “As the GMC itself
said in 2001, ‘Honest failure should not
be responded to primarily by blame and

retribution but by learning and by a drive to
reduce risk for future patients.’ Sadly, the
GMCs actions in 2017 show that the blame
culture is alive and well in the GMC, and duty
of candour is dead.”
The responses reflect concern that the
GMC has wrongly described Bawa-Garba as
“the doctor in charge of the unit” and that
she had a responsibility to ensure that the
nurses were monitoring Jack Adcock.
A GMC spokesperson said that it had
acknowledged the strength of feeling
around Bawa-Garba’s case and that it
wanted to “reassure
doctors that we never
take the decision to
appeal lightly.”
The spokesperson
added, “But we do
have a duty to take
action where, after
careful consideration,
we conclude that a
HADIZA BAWAmedical practitioners
GARBA WAS
tribunal’s decision
GIVEN A YEAR’S
SUSPENSION
was insufficient to
BY A MEDICAL
protect the public or
PRACTITIONERS
maintain the public’s
TRIBUNAL
confidence in the

profession.
“Having considered evidence of
mitigating factors in this case, including
systemic issues, the Crown Court concluded,
and the Court of Appeal agreed, that
the threshold for the ‘truly exceptional
degree of negligence’ for gross negligence
manslaughter to be established had indeed
been met.”
The GMC’s statement defended its role
in supporting doctors to speak up and raise
concerns locally and ensuring that the
health service was “a place for learning and
not blaming.”
The spokesperson said, “We are clear
that doctors should never hesitate to act
openly and honestly if something has
gone wrong. Indeed, in cases where a
doctor has made a mistake, shown insight,
and has taken steps to apologise to their
patient or their family, this weighs in their
favour if concerns are raised about their
fitness to practise.”
Deborah Cohen, The BMJ
Cite this as: BMJ 2017;359:j5384
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THE BIG PICTURE

Amsterdam
to host EMA
The European Medicines Agency
will relocate from London to
Amsterdam after the Dutch capital
was chosen ahead of Milan in a
tense tiebreaker vote.
The relocation, a consequence of the
UK’s impending withdrawal from the
EU, was decided after a vote by the 27
member states on 20 November.
The EMA, which has been based
in London since it was established in
1995 and currently employs nearly 900
staff, now has just over 16 months to
establish its operations in Amsterdam
by 30 March 2019 at the latest.
Nineteen contenders vied to host
the agency. After the third round of
votes ended in a tie, the Dutch city
was drawn at random from a bowl.
Its new headquarters will eventually
be in the Vivaldi Building (artist’s
impression, right), which is to be
constructed specifically for the EMA
in the south of the city.
“I think this is like losing a World
Cup when you toss a coin,” said
Italy’s disappointed Europe minister,
Sandro Gozi.
The EMA’s executive director, Guido
Rasi, said, “We welcome today’s
decision. Now we finally know where
our journey is taking us, we can take
concrete actions for a successful move.
“Amsterdam ticks many of
our boxes. It offers excellent
connectivity and a building that
can be shaped according to our
needs. I am very grateful the
member states took into account
our requirements for continuity and
gave priority to the protection of
public and animal health.”
Commenting on the move the group
Scientists for EU tweeted: “What a loss
for the UK: 900 jobs, €322m budget
(89% from fees & charges, 5% from
EU), health industry setting up nearby
& 40 000 business visits a year. Gone
from London. Thanks to #Brexit.”
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2017;359:j5396
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EDITORIAL

Developing reliable dietary guidelines
Robust measures to reduce bias and improve methods are required

T

he National Academy of
Sciences (NAS) recently
published two reports
critiquing the process
used to develop the US
dietary guidelines.1 2 The reports
identify important deficiencies in
the process, including a lack of
transparency in forming guideline
committees, problems with the
methods of systematic reviews
underpinning guidelines, and a
lack of clarity about how evidence is
finally translated into public health
recommendations.
These deficiencies have received
considerable attention already. Our
recent analysis of the methods used
to synthesise evidence and grade
recommendations in 32 national
food based dietary guidelines found
similar problems, suggesting that
improvements are required globally.3
The NAS reports’ headline
recommendation is a complete
redesign of the guideline
development process into three
steps conducted by separate groups.
Federal staff and consultants would
start by gathering data—conducting
new systematic reviews and
identifying existing reviews, metaanalyses, and descriptive datasets. A
dietary guidelines scientific advisory
committee would then evaluate
and integrate all this evidence and
develop recommendations for a
scientific report. Finally, government
employees would use this report to
draft policy recommendations in the
Dietary Guidelines for Americans.
Although a redesign may help
resolve some of the problems,
it could introduce others.
Systematic reviews in nutrition
are complicated, and excluding
systematic reviewers from guideline
development groups could
hinder the group’s understanding
of the heterogeneity and other
key characteristics of the data.
Developers of dietary guidelines
would benefit from an expert’s deeper
304

understanding of systematic review
methods, including meta-analysis of
animal and mechanistic data, risk of
bias assessment, “living systematic
reviews,” and network meta-analysis.

Tackling bias
Furthermore, the proposed redesign
does not resolve well documented
biases in primary nutritional studies,
such as those related to funding and
author conflicts of interest.4 5 Dietary
guidelines are influenced by political,
economic, and social factors. But
if the primary evidence is biased,
the entire foundation for systematic
reviews, guidelines, regulation,
clinical advice, and consumer
information crumbles. Bias in dietary
guidelines cannot be eliminated
without tackling bias in the evidence
used to support them.
Bias in the research agenda,
possibly steered by the financial
interests of funders, can also
influence guidelines. An analysis of
470 Cochrane reviews found that
most evaluated supplements and
micronutrients, reflecting primary
trials that focus on specific nutrients,
such as a single vitamin or fat
subtype, rather than whole food
groups or diets.6 7
The NAS reports make no specific
recommendations

Public health
guidelines
differ from
clinical practice
guidelines
because they
include more
diverse types
of evidence

Lisa Bero, professor,
Charles Perkins
Centre, University of
Sydney, New South
Wales, Australia
lisa.bero@
sydney.edu.au

about the final critical step in
developing guidelines—translating
evidence into recommendations.
Guideline developers should
be aware of the many available
options, ranging from consensus
approaches, through structured
consensus methods such as GRADE,9
to quantitative (including bayesian)
methods for rating the certainty of a
recommendation.
Public health guidelines differ
from clinical practice guidelines as
they include more diverse types of
evidence. Most of the focus to date
has been on reducing bias in clinical
practice guidelines,10 although the
same standards should clearly apply
to both. In Australia, this gap is being
tackled by the National Health and
Medical Research Council through
an advisory group on the synthesis
and translation of research evidence
(STORE). The group was established
to improve the development and
implementation of guidelines
and systematic reviews as well as
decision making.11 STORE’s remit
includes improving guidelines in
environmental and public health.12

Higher costs
Nutrition researchers and guideline
developers should continue to
champion efforts to reduce bias
such as by using open data access,
study registries, better reporting,
and more transparency of funding
and conflicts of interest. It is unclear
how the NAS redesign will cut bias
but it will substantially increase the
cost. The 2015 US guidelines cost
about $905 000 (£690 000) plus an
estimated 22.2 fulltime equivalents
of staff over two years.2 These
resources would be better spent
on initiatives to reduce bias in
nutrition research and to develop
improved methods for evaluating
and synthesising diverse evidence.
Cite this as: BMJ 2017;359:j4845
Find the full version with references at
http://dx.doi.org/10.1136/bmj.j4845
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EDITORIAL

Minimum unit pricing for alcohol
clears final legal hurdle in Scotland
Health and social benefits are likely to follow implementation next year

S

Five year battle
Legislative success was followed by
a five year legal battle with industry
trade bodies. At the heart of the case
was the question of whether the policy
meets the stipulation in EU law that
public health policies restricting
the free movement of goods must
be appropriate to meet their stated
aims and that these aims cannot be
achieved through existing measures
that are less restrictive of free trade.4
The case went through the Scottish
Outer Court of Session (2012-13),
appeals to the Scottish Inner Court
of Session (2013-16), a referral
to the European Court of Justice
(2014-15), and, finally, an appeal to
the UK Supreme Court (2016-17),
which dismissed the industry’s case.
Scotland will now be the first nation to
introduce a minimum unit price, with
implementation expected in the first
half of 2018.

intention to pass legislation, and
there are live policy debates across
Europe as well as in Australia, New
Zealand, and Canada.

ALAMY

cotland’s journey to a
minimum unit price for
alcohol has taken 10 years.
It can be traced to a 2007
report by SHAAP, the
coalition of Scottish Medical Royal
Colleges and Faculties.1 The Scottish
minority government made it a central
aim in its 2009 alcohol strategy,2
but an attempt to pass legislation to
implement a 50 p minimum unit price
in 2010 failed. The multinational
beverage giant SABMiller gifted crates
of beer to opposition politicians in a
show of gratitude.3
The policy fared better two
years later when the new majority
government passed the Alcohol
(Minimum Pricing) (Scotland) Act
2012. Opposition was reduced by
including a review clause requiring
ministers to report to parliament on
the operation and effect of the policy
after five years and a sunset clause
terminating the policy after six years
unless renewed.

Shops will not be able to discount alcohol to less than 50p a unit

Health and social benefits are likely
to follow.5 6 We estimate that alcohol
consumption will fall by 3.5%, leading
to 120 fewer alcohol attributable
deaths, 1200 fewer hospital
admissions, and a saving of £12.1m to
the Scottish NHS each year.7
Many critics argue the policy is
unfair to responsible low income
drinkers. Our analyses show that the
71% of moderate drinkers would
spend on average only an extra £1.88
a year as a result of the policy.7 This
is because the minimum unit price
targets the low cost, high strength
products disproportionately purchased
by harmful drinkers, particularly those
with low incomes. Harmful drinkers
make up 5% of the Scottish population
but consume 29% of all alcohol sold.
On average, they spend £2300 a year
on alcohol. Our analyses also show
that the policy will substantially
reduce health inequalities.7‑9
The Scottish government has
commissioned a full evaluation of
the effect of minimum unit pricing.
Meanwhile, developments are
being watched closely by public
health stakeholders nationally
and internationally. Wales and the
Republic of Ireland have formulated
concrete legislative plans, Northern
Ireland has previously stated its

Harmful
drinkers make
up 5% of
the Scottish
population
but consume
29% of all
alcohol sold
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Colin Angus,
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Research Group,
School of Health and
Related Research
(ScHARR), University
of Sheffield

Prioritising health over markets
Legality is not guaranteed, even
within the EU, as the European court’s
judgment made clear that minimum
unit pricing could be legal in one state
and illegal in another depending on
the domestic court’s assessment of
the tests outlined above.11 However,
the UK Supreme Court’s interpretation
of EU law is striking and of potentially
great importance to public health
policy beyond alcohol. It states
that courts should give national
governments considerable discretion
in their valuation of health relative to
free trade:
It is not for any court to second-guess
the value which a domestic legislator
may decide to put on health . . . Would
or should a court intervene because
it formed the view that the number
of deaths or hospitalisations . . . was
not “proportionate to” the degree of
EU market interference? I very much
doubt it.4
As Scotland finally moves to
implement minimum unit pricing
after five years of delay, public health
advocates urge the rest of the UK
to follow suit as soon as possible,
highlighting the many lives lost
needlessly to alcohol in that time.
But the court process has not been
without value. It has shown the crucial
importance of including public health
over-ride functions in international
trade deals. Furthermore, the UK
Supreme Court has made clear that,
under the correct circumstances, EU
states can introduce policies that value
public health over protection of free
trade. The question for the future is
will they choose to do so?
Cite this as: BMJ 2017;359:j5372
Find the full version with references at
http://dx.doi.org/10.1136/bmj.j5372
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The Abortion Act at 50
Calls to decriminalise pregnancy termination and regulate
it as healthcare are growing. Sally Howard reports

L

ast month saw the 50 year
anniversary of the passing
of the 1967 Abortion
Act, which legalised
termination of pregnancy
by registered practitioners in the UK in
certain circumstances.
Since 1967 social attitudes towards
abortion have shifted significantly. In
2016 some 72% of Britons supported
a woman’s “right to choose” to have an
abortion, up from 37% in 1983.
Abortion procedure has also altered
with the use, into the ninth week
of pregnancy, of mifepristone and
misoprostol, whose effects do not need
to be monitored in a clinical setting.

“Social” abortions are illegal
Despite these shifts and many
countries having moved to liberal
models of social “abortion on
demand,” the 1967 act remains largely
unchanged. An increasingly vocal
lobby of medical practitioners and
campaigners, including the BMA, the
Royal College of Obstetricians and
Gynaecologists (RCOG), and the Royal
College of Midwives (RCM), say that
the act is outdated: it excludes social
abortions; it restricts abortions to
registered medical premises but not
primary care settings; and, perhaps
most controversially, it does not extend
to Northern Ireland.
Some campaigners also complain
that the act does not legalise abortion
but merely outlines exceptions
to the 1861 Offences Against the
Person Act, which makes abortion a
criminal offence, which is punishable
by life imprisonment.
Last month, at a conference to
mark the anniversary at the RCOG
in London, Katherine O’Brien, of
the reproductive health charity and
leading abortion provider the British
Pregnancy Advisory Service (BPAS),

called for reform of a law that makes
criminals of the women and doctors its
provisions exclude.
“In 2017 it’s ridiculous that a
young woman who takes abortion
pills bought online could be sent to
prison for 12 years . . . or that a doctor
who provides safe abortion care to
a woman who requests it without
the approval of his or her colleague
could be sent to prison for 12 years,”
said O’Brien. BPAS wants complete
decriminalisation with no time limit
in criminal law. Instead, professional
and regulatory standards would apply,
as would all other law pertaining to
healthcare.
Before the 1967 act an estimated
10 000 women a year sought illegal
(“informal”) abortions in the UK.
Rich women could visit surgeries in
secret, with sterile conditions and
anaesthesia. But most women were
forced to use backstreet methods,
from orally administered lead to
sharp implements inserted through
the cervix.
The act has ensured that backstreet
abortions are a thing of the past. The
NHS now funds 95% of abortions
in England and Wales (two thirds of
these are carried out by charities such
as BPAS and Marie Stopes) and funds
98% of those carried out in Scotland.
Healthcare professionals as well as
patients feel frustrated about the act’s
administrative burden. An obstetrician
requesting anonymity told The
BMJ, “For vulnerable patients, the
prospect of convincing two doctors
often seems immense,” adding that
she had heard of similarly frustrated
practitioners being summoned before
the GMC for having signed secondary
permissions “out of kindness,”
without seeing the patients.
Access to abortion has always been
uneven geographically. For much

1 in 6 pregnancies in Britain is unplanned
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Last century: House of
Commons, 1970

THE ABORTION ACT 1967
The 1967 act provides that abortion is lawful when
conducted by a registered medical practitioner and when
two medical practitioners are of the opinion, formed in good
faith, that the pregnancy would involve a risk to the physical
or mental health of the pregnant woman or any existing
children of her family; that the pregnancy involves risk to
the life of the pregnant woman; or that there is a substantial
risk that if the child were born it would have such physical or
mental abnormalities as to be seriously handicapped.
In 1990, the act was amended by the Human Fertilisation
and Embryology Act so that abortion was no longer legal
after 24 weeks except in cases where this is necessary to
save the woman’s life, where there is evidence of extreme
fetal abnormality, or where there is a grave risk of physical
or mental injury to the woman. The original act had provided
until the 28th week of gestation.

Before the act
an estimated
10 000
women a year
sought illegal
abortions in
the UK

of the 1970s Birmingham had no
abortion services, and many Scottish
women had to travel to Liverpool to
access its BPAS clinic. Scottish women
still must come to England for surgical
abortions in the second trimester.

Calls for decriminalisation
In 2016, the RCM called for “abortion
to be regulated in the same way as all
other procedures relating to women’s
healthcare.” Delegates at the BMA’s
2017 annual representative meeting
voted in favour of decriminalisation
of health professionals and of women
who procure or administer their own
abortion. This September, the RCOG’s
council voted for abortion on demand
with no criminal sanctions.
Clare Murphy of BPAS, which in
2016 launched the We Trust Women
campaign for decriminalisation
supported by the RCM, says the
current law is paternalistic, conflicts
with fundamental legal principles of
25 November 2017 | the bmj

bodily autonomy, and impedes best
clinical practice.
“The fact that, unlike any other
medical procedure and for no clinical
reason whatsoever, two doctors
must authorise every request for an
abortion inevitably causes needless
delays,” says Murphy. “Abortion
procedures today are safe and
straightforward and do not need to
be performed by doctors. However,
the law currently denies nurses
and midwives a larger role in the
provision of care.”
Murphy adds that, while one of
the original aims of the 1967 Act was
to protect doctors from prosecution
when performing legal operations, its
restrictions leave doctors exposed to
smear campaigns and challenges by
opponents of abortion.

Conscientious objections
The Abortion Act has withstood 55
parliamentary attempts to make
legal abortion harder to access—most
recently, Nadine Dorries’s 2007 private
member’s bill attempting to bring in
mandatory counselling and cooling-off
periods for women seeking abortions.
Many doctors, even those in
gynaecology and obstetrics or sexual
and reproductive health, have
conscientious objections to abortion.
The BMA, RCOG, and RCM, in their
support for decriminalisation, have
met with petitions from their members.
The Christian Medical Fellowship has
accused the RCOG of having a vested
interest in decriminalisation.
Critics argue that decriminalisation
will increase the total abortion rate

and encourage sex selective abortion,
as well as the home use of abortion
pills in late stages of pregnancy. At
the RCOG conference the “pro-life”
campaigner Keith Hindle asked
David Baird, a professor at the
University of Edinburgh, whether
decriminalisation would lead to
abortifacient drugs “being taken
like sweets, as late as 28 weeks.”
Baird countered that aspirin had
worse potential side effects than
misoprostol if misused, yet few
people call for its control.
The Daily Mail has warned of
“women having terminations up until
the birth, for their own convenience.”

The future
In March, a former shadow health
minister, Diana Johnson, introduced
a bill calling for abortion to be
decriminalised up to 24 weeks’
gestation. The bill won MPs’ support
at its first reading and was scheduled
for a second reading in May but fell
when parliament was dissolved.
Katherine O’Brien of BPAS is
optimistic that the bill would
have passed, arguing that

CASE STUDIES
ASMA
Asma had an abortion
at age 23 after her
contraceptive failed. After
“scaring [herself] half to
death” researching the
permitted conditions for
abortion under the act,
she spent several days
rehearsing a story for
her GP. “I thought the GP
might turn me away if my
circumstances were not
dire enough.”

180
000
abortions a year
take place in England and Wales

This century: calls for safe and legal abortion continue

TARA
Tara, aged 30 and from
Glasgow, was struggling to
escape an abusive relationship
when she discovered that
she was 19 weeks pregnant.
“Having to travel to England
from Glasgow made a difficult
situation simply awful. I was
on Jobseeker’s Allowance, so
the costs of getting around in
London and paying for a private
prescription [were] a real
burden.”

decriminalisation has bipartisan
parliamentary support. “A BPAS poll
of MPs found that Conservatives tend
to be more anti-choice and Labour
more pro-[choice], but that the
majority of MPs support women’s right
to choose,” she says.
Countries such as Australia
and Canada have successfully
removed abortion from the criminal
statutes and regulate it with laws
more appropriate to a mainstream
healthcare procedure, said Ann
Furedi, also of BPAS. Australia has
seen no increase in the number
of abortions carried out since
decriminalisation in Victoria in
2008, she said. And many European
countries allow abortion on request,
including France, Germany, Greece,
Italy, and Scandinavian countries.
John Parsons, former director of
King’s College Hospital’s termination
of pregnancy service, wants a future,
after decriminalisation, of slimmeddown services: at-home medical
abortions; nurses providing vacuum
aspiration abortion procedures up
to 14 weeks’ gestation; and fewer
doctors performing the later cases by
dilatation and evacuation.
He wants an end to “meaningless,
moralising” legislation. He concludes,
“The law as it stands formally—and
unfairly—delegates the ambiguity
and moral ambivalences of abortion
onto the doctors who provide it.”

In September
2017 the
RCOG’s council
voted in favour
of abortion on
demand with
no criminal
sanctions
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1 in 3 women in the UK has an abortion in her lifetime

Sally Howard, freelance journalist, London
sal@sallyhoward.net
Cite this as: BMJ 2017;359:j5278
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ESSAY
Allowing the space for
conscientious reflection
is essential if harm is
to be minimised—for
professionals as well as
for women, writes
Sandy Goldbeck-Wood

W

here I conduct
abortions, all
procedures are
preceded by
an exploratory
conversation with women to establish
that they are necessary. As well
as ensuring compliance with the
Abortion Act, we aim to allow space
for ambivalence, invite reflection,
and rule out coercion; a process that
from the outset acknowledges the
woman as the final arbiter of the
likely balance of risks and benefits
but that does not simply rubber
stamp a request without a genuine
effort to understand her situation.
I see this as protecting women
from potential future harm caused
by unexplored ambivalence—harm
which occasionally reappears
in psychosexual counselling as
unresolvable guilt, impairing
health and relationships. My
hope is that without necessarily
changing the decision, deeper
reflection may result in greater
resolution and integration, a better
chance that a woman, whatever her
decision, will be able to “move on.”
The discussion also protects me,
the surgeon. Despite my belief in
properly delivered abortion as an
ethical and evidence based part
of women’s healthcare, there are
moments when it is distasteful to
carry out. I understand why, in
addition to colleagues who have
religious objections to abortion,
some doctors experience a deep
emotional unease or aesthetic
aversion to the process. But meaning
can protect against harm, and when
performing an otherwise violent
act, it really matters for your own
sense of integrity that you genuinely
believe that it is, on balance,
necessary.
308

Reflection is protection
in abortion care
Haunted by a difficult case
I am still haunted by an abortion
I performed recently and want to
explore why it was so difficult. I have
little doubt that the woman richly
fulfilled the legal requirements
for abortion. She was homeless, a
substance misuser, a recent arrival
from abroad, and lacking social
benefits. Distraught about the need
to terminate her pregnancy, she was
BIOGRAPHY
Sandy Goldbeck-Wood is a trainer for the Institute of
Psychosexual Medicine, which, in common with several
other disciplines, sees practitioner self reflection as an
essential source of information about the clinical encounter.
As editor in chief of BMJ Sexual and Reproductive
Health (formerly the Journal of Family Planning
and Reproductive Health Care), she has argued
that both practitioner and patient subjective
accounts have a place in the health debate.
This article was adapted from a piece of writing
used to reflect on practice while clinical lead for
an NHS abortion service.

clear, for reasons easy to follow, that
she was not in a position to bring a
baby into the world.
In her second trimester of
pregnancy, having struggled to make
her decision, she chose surgical rather
than medical abortion in order not
to have to live consciously through
something potentially traumatic. I
felt for her, shared her dismay that
things should have to be this way.
Still, empathy for painful dilemmas
is commonplace in the pregnancy
advisory clinic and does not normally
interfere with doing the procedure.
In this case, though, the procedure
was also a physical struggle. I
wrestled even with the “easy bit” of
this routine procedure, accessing
her cervix with the suction curette.
I watched heterogeneous pregnancy
tissue whoosh into the vacuum
container, well differentiated and
multicoloured, unlike the whitish
placental tissue of early abortions.
25 November 2017 | the bmj
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Doctors who choose to
perform abortion, need a
context in which to work
that respects the integrity
of all parties

Anyone with any imagination will
see this for what it is: pieces of fetal
organs and blood vessels. I admit I
often feel distaste at this.

Violence of the procedure
This time, the tissue clung tightly to
the uterine wall and I had to make
many passes with the suction curette
to remove it. A large piece removed
with sponge forceps would not
pass down the tubing even with the
tip removed. I found myself—saw
myself—battling, literally, to push
the pregnancy of a woman who was
reluctant to terminate down a suction
curette with my gloved hands.
The violence of this situation struck
me keenly. Perhaps I felt a bit like the
perpetrator of systemic violence—the
brutal arm of the state removing a
pregnancy from a woman who, given
other circumstances, would have
liked to keep it. Perhaps I felt violated
too. An involuntary wave of physical
revulsion passed through me, and,
on my surgeon’s stool between the
woman’s surgically draped legs, I felt
tears quietly run down my face.
The moment passed quickly.
I inserted an intrauterine

contraceptive, descrubbed, signed
out on the computer, composed
myself, and documented the
procedure in brief, technical terms,
bypassing, as healthcare practitioners
conventionally do, the subjective
or interpersonal aspects of the
encounter.
But what do we make of a
gynaecologist unexpectedly weeping
over a difficult termination in a woman
who felt forced to terminate? Or put
another way, of an emotional response
that asserts itself unusually within a
professional routine? I am aware that
my story could most conveniently be
suppressed. In being told, it could be
retrofitted into various pre-rehearsed
arguments about abortion and politics.
If you wanted to use it to confirm prior
beliefs, you could make this a story
about the evils of abortion, or the
wrongs of the current immigration and
benefit system, or an indictment of one
doctor’s oversensitivity, or, as I have
chosen to see it, about the importance
of reflection.
I know little, actually, about
the circumstances of my patient’s
residency in the UK or benefit
entitlements, only that she was under
a degree of existential duress that was
difficult to distinguish from coercion;
and that I found the physical fight
with the resistant pregnancy tissue
hard to stomach. I do not in the
end feel harmed or shamed by the
procedure, or the shedding of a few
tears over it, but I am clear about my
need for preoperative, and in this case
postoperative, reflection.
What I see in my story is the
responsible, vulnerable human
practitioner at the heart of all
healthcare. No matter what our
technical competence and experience,
we stand and fall on the quality and
integrity of the processes we work
within, and on one another. Whatever
the law says, I have no ultimate moral
defence that what I was doing on that
occasion was “right.” Rather, I depend
on the grace of colleagues and systems
which work in reflective, humane,
conscientious ways and on my
capacity for conscientious reflection.

Respect for the integrity of all parties
Abortion is a sensitive area for all
concerned. It is not surprising that

CAMPAIGN TO DECRIMINALISE
ABORTION IN THE UK
Unlike in many European countries, abortion in the
UK is regulated by criminal law. For an exemption
to apply, certification is required from two doctors
that there is as a minimum a greater risk of harm to
the mental health of the mother if the pregnancy is
continued than if it is terminated.
The BMA, the Royal College of Obstetricians
and Gynaecologists, the British Association of
Abortion Care Providers, the British Pregnancy
Advisory Service, Marie Stopes UK, and the
Royal College of Midwives are campaigning for
decriminalisation of abortion in the UK. The Faculty
of Sexual and Reproductive Healthcare was due
to vote on the issue on 23 November, after
The BMJ went to press.
many practitioners choose to avoid it
for emotional and aesthetic reasons,
even if they do not hold religious
beliefs that oppose it, and we should
not blame them, as long as they do
not act in ways which disadvantage
patients. But doctors who choose,
for humane and ethical reasons, to
perform abortion, need a context
in which to work that respects the
integrity of all parties.
A woman needs space to explore
any ambivalence in relation to the
potential life, which no one feels
more keenly than she does, without
fear of losing her autonomy. This is
true whether she is able to bring it to
fruition or not.
To avoid brutalisation, abortion
should not be offered on a conveyor
belt but through a reflective
process. We will not achieve
this by criminalising abortion,
overpowering women’s autonomy
over their bodies, or pretending that
healthcare practitioners, politicians,
or religious leaders can know what
is best for individuals. Rather, we
need structures and processes
which support shared conscientious
reflection. So that when the tissue
is distressingly hard to remove, the
practitioners involved know due
process has been served. And when it
is gone, and the woman wakes up, she
knows it too.
Sandy Goldbeck-Wood, editor in chief, BMJ Sexual
and Reproductive Health
goldbeckwood@doctors.org.uk
Patient consent not required (patient anonymised,
dead, or hypothetical).
Cite this as: BMJ 2017;359:j5275
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MEDICAL INDEMNITY

B
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provides continued coverage
got so fed
if the incident took place
up with the
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paying—the BMA urges
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doctors to check the run-off
medical defence unions
cover of any insurance policy.
for his private work
Paragon’s lasts for 21 years
that he decided to take
after the policy has finished.
matters into his own
Paragon’s underwriters
hands. The consultant
work out a premium based
foot and ankle surgeon,
on a potential policy holder’s
who works at Oxford
risk profile. Lavy likens it to
University Hospitals
car insurance: a young male
NHS Foundation Trust,
driver is more likely to have
pounded the streets of
a crash than an older driver
the City of London for
and is a riskier prospect
two years looking for
for insurers. Therefore, he
an insurance broker
will pay a higher premium.
prepared to take on him
Redbourn confirms that
and a group of surgical
members of closed groups
colleagues.
pay lower premiums than
“My premiums were
other doctors.
going up and up—I
Lavy agrees that it sounds
couldn’t make a living
like an old boys’ network but
out of private work as my
it makes financial sense—
premiums were exceeding Exasperated by indemnity premiums, consultants are
he now pays premiums
my income,” he says.
of around £12 000 a year,
setting up closed syndicates that vet members for safety
Eventually he met
compared with around
Paragon Brokers and it
£50 000 previously.
set up a closed syndicate of 100 surgeons.
Lavy adds: “I have never had a pay-out
“The underwriters agreed to take us on as an in my career. I take care, I look after my
Disappearing cover
experiment . . . After a few years the brokers
patients, and I’m nice to them. We all know
If there is a claim against a group member
decided to open it up to more surgeons,”
people who are struggling with three or four
would the person be chucked out?
Sharp says.
lawsuits hanging over their heads. Why
Redbourn says not. “We have had claims in
Paragon now offers insurance to a range
should I be paying for that?”
the closed group before.
of surgeons, but spinal surgeons and
Indemnity provider the Medical
“If someone kept making the same
neurosurgeons are vetted before they join
Defence Union (MDU) says the idea
mistake we might have to tell him or her
their groups and only those deemed safe are
that “safe” surgeons are subsidising
that we won’t be able to renew [the cover]
allowed to join.
unsafe surgeons is false because it vets
but that hasn’t happened yet,” he says. If a
Paragon’s head of healthcare, Ian
new applications. It also says that its
surgeon can’t join a closed group “we would
Redbourn, says: “The groups are headed up
experience is that large claims (the
find a home for them,” Redbourn adds.
by surgeons who will look at everyone’s CV
main driver of subscription cost) occur
Sharp set up his group in 2010, and
and give them the thumbs up or down. They
randomly and are impossible to predict
now other insurance companies have
want to make sure they’re good surgeons
based on past performance. In 2016,
got in on the act. Earlier this year the
with good claims histories.”
more than a fifth of claims by general
MDU announced it would no longer offer
One member of the closed spinal group
practitioners and more than a quarter by
cover to spinal surgeons because of the
is Chris Lavy, a consultant orthopaedic
consultants were from members who had
“prohibitive” costs of claims, so surgeons
and spinal surgeon at Oxford University
been in practice for over 20 years and
in high risk specialties may find themselves
Hospitals. “The traditional indemnity firms
never before made a claim.
looking for insurance on the open market
have a fixed rate according to your specialty
Because of the difference between
more and more.
and how much you earn. Everyone pays the
insurance and indemnity—insurance
Sharp believes that the situation will
same regardless of their record,” he says.
only covers claims made while the doctor
eventually end private practice. “Patients
“We all know that there are some bad spinal
is paying premiums, whereas indemnity
are getting more litigious and there are more
surgeons out there and they are getting
and more ambulance chasing lawyers,” he
“We all know people who are
sued a lot.
says. “Soon it will be uneconomic.”
struggling with three or four lawsuits
“Why are we paying the same premiums
Anne Gulland, freelance journalist, London
hanging over their heads. Why should
agulland@bmj.com
as those bad guys? We are subsidising
them.”
Cite this as: BMJ 2017;359:j5324
I be paying for that?”
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