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Bawa-Garba to make monitored return
Hadiza Bawa-Garba, the trainee
paediatrician convicted of the
manslaughter of 6 year old Jack Adcock in
2011, will be allowed to return to practice
under close supervision, after a medical
practitioners tribunal deemed her to be a
low risk to patients.
The tribunal found “extensive and
substantial” mitigating factors in her
case, including remorse, insight, and
remediation, as well as the support of her
employers and the East Midlands Deanery.
It imposed a range of conditions on her
practice for a period of two years, beginning
in July, when her current suspension ends.
Bawa-Garba, 43, who recently had a
baby, hopes to return to work as an ST4
doctor in February 2020, said Claire
Sharp, chairing the tribunal. Bawa-Garba
recognises she will require a higher level of
supervision than an ordinary ST4 doctor,
Sharp added, and accepts that her four year
absence from clinical practice means that
“her successful and safe return to practice
will not be straightforward.”
Lawyers for the GMC and Bawa-Garba
agreed the tribunal should find her fitness
to practise still impaired because of her
four years outside practice since her
conviction. The conditions require her to
the bmj | 13 April 2019

have an educational supervisor and to be
closely supervised clinically, which will be
gradually reduced.
Another review hearing will take place
near the end of the two years to check if her
return to practice has been successful and
that her clinical skills are up to date.
Eight years after Jack died of sepsis at
Leicester Royal Infirmary after her mistaken
diagnosis of gastroenteritis, Bawa-Garba
told the tribunal, “This case will live with
me for the rest of my life. I am truly sorry for
my role in Patient A’s death.” Interrupting
from the public gallery, Jack’s mother,
Nicola Adcock, dismissed her apology as
“eight years too late” and complained of
having to listen to “lies.”
Many doctors rallied to Bawa-Garba’s
cause—raising around £350 000 to cover
her Court of Appeal costs after the GMC
sought to strike her from the register—
believing she had been made a scapegoat
for an overstretched and underfunded NHS.
Following an inquiry set up by the
then health secretary Jeremy Hunt, the
government announced that the GMC
would lose its right to appeal against
tribunal decisions.
Clare Dyer, The BMJ

Hadiza Bawa-Garba hopes
to return as an ST4 next
February, after four years
out of medicine
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SEVEN DAYS IN
Health secretary is called in to settle row over cancer scanning services

SPL

A dispute between NHS England and Oxford University Hospitals NHS Foundation
Trust over plans to outsource the trust’s cancer scanning to a private company has
been referred to the health secretary, Matt Hancock, to resolve.
Awarding the contract to provide the combined positron emission tomography
and computed tomography (PET-CT) service to InHealth has prompted a backlash
from the trust, which is concerned about the effect on quality and patient safety.
The service, which provides around 5000 PET-CT scans a year, has been run by the
trust since 2005 and is based in the Cancer Centre at Oxford’s Churchill Hospital.
After opposition from the trust, patients, and the local MP, NHS England rowed
back on a plan to move two scanners from the Churchill, but the contract to run the
service remains with InHealth. The matter has now been referred to Hancock by the
Oxfordshire Health Overview and Scrutiny Committee after a public meeting on
4 April. Until the matter is resolved no changes will be made to the service.
An NHS England spokesman said, “Oxford University Hospitals and InHealth
agreed to work together to deliver PET-CT services across Thames Valley, which, for
patients, would mean services continuing to be provided from the Churchill but also
new services for people in Swindon and Milton Keynes.”
Gareth Iacobucci, The BMJ Cite this as: BMJ 2019;365:l1632

Scotland
Tayside reviews deaths
after breast cancer
NHS Tayside announced that
an independent expert will
review the deaths of 14 patients
with breast cancer who were
treated with a lower dose of
chemotherapy than in the rest
of Scotland. More than 300
patients with breast cancer in
Tayside have been offered a
review of their treatment after
oncologists at Ninewells Hospital
in Dundee decided in 2016
to change the chemotherapy
regimen. Healthcare
Improvement Scotland
identified a “dysfunctional
team environment,” with the
wider team at odds with the
consultants. The standard
regimen has now been restored.

Paediatrics
Conflict management
training is urged
NHS policy makers should
take action to prevent disputes
developing between doctors
and parents over the treatment
of critically ill children, such as in
the recent high profile cases of
Charlie Gard and Alfie Evans, and
to tackle them when they arise,
the Nuffield Council on Bioethics
urged. It recommended support
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for hospital trusts to develop
conflict management frameworks
and timely access to interventions
including mediation. Ethics,
communication, and conflict
management training for
paediatric healthcare staff should
be made more widely available or
even compulsory, it added.

Abortion
Rwanda president
pardons jailed women
The president of Rwanda, Paul
Kagame (below), pardoned
367 women and girls jailed
for abortion. They will be
released immediately. Last
August Rwanda changed its
law, which had previously
demanded prison for anyone
involved in an abortion not
mandated by a court to save life.
Abortion is now legal in cases of
forced marriage, rape, incest, or
danger to the mother or fetus.
A 2013 survey
estimated that
60 000 abortions a
year occurred in
Rwanda, almost all
unsafe. Aid groups
in Africa’s Great Lakes
region have
said that
women
who

miscarry are often wrongly
imprisoned for infanticide.

Another US state passes
law restricting abortion
The US state of Georgia became
the latest to pass a bill outlawing
abortions once a fetal
heartbeat can be detected,
effectively changing the latest
point of termination from 20
weeks’ gestation to about
six. Dozens of bills have been
put forward by anti-abortion
activists eager to bring a case
before the new conservative
majority in the US Supreme Court.
Several have subsequently been
blocked by lower courts, allowing
advocates to appeal upwards until
they reach the Supreme Court.
The court is currently considering
whether to adopt laws that forbid
abortions on the grounds of
fetal disability, branding them
“discrimination abortions,”
and that mandate the burial or
cremation of aborted fetuses.

Cancer
New test will be used
for bowel screening
The faecal immunochemical
test (FIT) will replace
the faecal occult
blood (FOB) test
as the primary

screening test for bowel cancer
in Northern Ireland from early
2020. The Department of Health
said it hoped that the move would
increase uptake. FIT is sensitive
to much lower concentrations
of blood than FOB and can
detect cancers earlier. It
requires a single faecal
sample, rather than
the three for FOB. Pilot
schemes in England and
Scotland found that FIT
increased uptake rates.
Scotland introduced FIT in 2017,
and the test is being rolled out in
England and Wales.

Overseas news
RCGP reviews
relation with Brunei
The Royal College of General
Practitioners said it would review
its relation with Brunei, after the
country received widespread
condemnation for introducing
strict laws that make anal sex and
adultery offences punishable by
stoning to death. The RCGP has
had a formal collaboration with
Brunei for more than 10 years,
supporting the development of
primary care and training GPs.
An RCGP spokesperson said
that it “in no way condones any
abuses of human rights in the UK
or abroad.”
13 April 2019 | the bmj

MEDICINE
Government plans
will hold social media
platforms responsible
for the safety of users
under proposals

Online safety

History

Social media will be
liable for harmful content

Honours for first women
to study medicine in UK

The UK government plans to
introduce the world’s first online
safety laws, which will give social
media companies a “duty of
care” to keep their users safe and
will tackle illegal and harmful
activity on their platforms. An
independent regulator will
oversee the laws, which aim to
tackle any companies streaming
child abuse, extremism, terrorist
attacks, or cyberbullying. The
regulator will be able to issue
substantial fines and potentially
impose liability on individual
members of senior management.

A group of women known as the
Edinburgh Seven, who in 1869
were the first to study medicine
at a UK university but were never
allowed to graduate, will be
awarded posthumous degrees.
The women helped to contribute
to a change in the law in 1877
prohibiting the exclusion of
women from universities and
medical schools.

Northern Ireland
Boys will get HPV
vaccine from September
From this September all
schoolboys in year 9 will be
offered a vaccine to protect them

against human papillomavirus
(HPV) related cancers, bringing
Northern Ireland into line with
the rest of the UK. Boys in
England aged 12-13 are due to
start having the vaccine from
September, and Scotland and
Wales have also committed to
extending their HPV programmes
to boys. A programme to provide
HPV vaccine to men who have
sex with men was introduced in
Northern Ireland in 2016 and, like
the rest of the UK, girls have been
eligible for the jab since 2008.
the bmj | 13 April 2019

Regulation
Junior doctor was negligent
in not admitting patient
A junior doctor was negligent
in not admitting a 77 year old
woman to hospital even though
he spoke to a consultant who
agreed the patient could go
home, a judge ruled at the High
Court in Scotland. Lord Pentland
was “left in no doubt” that
Mohamed Izzath should have
suspected that Jean Graham
had a serious intra-abdominal
abnormality when he saw her
at Glasgow Royal Infirmary on
6 January 2013. The notes,
the judge said, indicated the
consultant’s approval was based
on inaccurate information.

Paediatrician is sentenced
for image downloads
A former junior paediatrician,
Ralph Harper, received an eight
month suspended sentence
after downloading images at his
home in east London. He had
been sacked from the Institute of
Child Health and suspended from
the medical register pending a
medical practitioners tribunal.

MS
The rule that
limits higher
support payments
to people who
cannot walk 20
metres will lead to
cuts in Personal
Independent
Payments (PiP) for
one in six people
with MS, costing

£10m

more
than it saves over
three years, as tax
losses and NHS
costs will
outstrip savings
(£92.7m v £83.3m)
[MS Society]

SIXTY
SECONDS
ON . . .
BAD DIETS
MORE DEADLY THAN SMOKING?
Apparently. According to last week’s
headlines, unhealthy diets are responsible
for one in five deaths around the world,
more than tobacco. They were reporting the
Global Burden of Disease Study, published
in the Lancet, showing that “suboptimal”
diets were responsible for around 11 million
deaths in 2017. High sodium intake and low
consumption of whole grains and fruit were
the main culprits.
THAT SOUNDS VERY ACCURATE . . .
Others were sceptical too. “This paper
grossly misleads and does not warrant the
media it has received,” argued Anthony
Costello, a former director of WHO. He added
that the first rule of epidemiology is that an
association does not mean a cause.
AN APPLE A DAY?
The statistician Ronald Fisher showed that
the tightest statistical correlation with
post-war divorce rates was with the import of
apples. “But I don't think eating fewer apples
would cut divorce rates,” said Costello. It’s
worth remembering Fisher questioned early
papers correlating lung cancer with smoking.
THIS WAS BIG DATA
The Global Burden of Disease Study is huge,
collecting data on 15 dietary factors and
quantifying the impact of each component
on chronic disease mortality and morbidity in
195 countries. Researchers used nationally
representative nutrition surveys and
household budget surveys in addition to
food sales data plus 24 hour urinary sodium
measures, where available.
SOUNDS PRETTY THOROUGH
“Even if we believe their dietary data are
accurate, there are so many confounding
social and economic variables that attribution
of their measures of diet to causes of death
is meaningless,” countered Costello. And
complex manipulation of the data can’t make
up for their underlying unreliability.
“TELL ME WHAT YOU EAT . . .
And I will tell you what you are,” to quote
Brillat-Savarin, the French gastronome
considered the father of the low carb diet.
It seems we still need more direct data
to be clear on how diet relates to health
outcomes, but for now the principles of
eating plenty of fruit, vegetables, and
whole grains seem to hold up.
Susan Mayor, London

Cite this as: BMJ 2019;365:l1664

Cite this as: BMJ 2019;365:l1649
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Demand for BMA sexism probe to be arm’s length

D

From top: Zoe
Norris, Katie
Bramall-Stainer,
and Stephanie
deGiorgio accuse
BMA members of
sexist remarks
and behaviour

octors who have
accused senior
members of the
BMA of sexism and
inappropriate behaviour
have reported their lack of faith in the
organisation’s conduct processes.
In an article for GPOnline on 1 April,
Zoe Norris and Katie Bramall-Stainer
from the BMA’s General Practitioners
Committee (GPC) described a
misogynistic and outdated culture at
the top of the organisation, which they
said had forced women out of medical
politics. Norris quit the GPC in protest.
Chaand Nagpaul, BMA Council
chair, said the association was
committed to an external, independent
investigation into the claims. But
Norris and Bramall-Stainer told The
BMJ they had no confidence the
inquiry would be truly independent.
“My faith in the BMA and its
leadership is so broken that unless
the inquiry is conducted by someone
with no association with it or its senior
officers—historical or otherwise —I
believe it will not be done properly,”
Norris said. “The investigation has to
be wholly independent.”
On 20 March, Bramall-Stainer
tweeted that she had been called a
“naughty girl” and a “little girl” by a
“very senior member of conference,”

just before taking the stage as
co-chair of the conference of local
medical committees in Belfast.
GPC member Stephanie deGiorgio
also tweeted she had been called
a “naughty girl” by “someone very
senior” after challenging the former
health secretary, Jeremy Hunt, at a
conference. Norris said she had been
addressed in a similar way.

Sexual propositions
Hundreds of colleagues subsequently
contacted the doctors to report
hearing jokes about women’s bra
sizes, receiving unsolicited sexual
propositions, naked pictures, and
“patting of bottoms” by fellow
committee members.
Norris and Bramall-Stainer’s
detailed article prompted Nagpaul,
who led the GPC until he became
chair of council in 2017, to announce
an investigation. He said, “I am
appalled to hear of the treatment my
colleagues describe and of similarly
unacceptable behaviours. I’m sorry
and I offer my heartfelt apologies on
behalf of the whole association.”
Nagpaul added, “We will be

I am appalled to hear of the
treatment my colleagues
describe Chaand Nagpaul, BMA

reviewing and identifying additional
ways in which members can safely
and effectively raise concerns. These
processes must be there to ensure that
members feel supported.”
GPC chair Richard Vautrey said
he was “seriously concerned and
saddened” to hear the accounts of
unacceptable behaviour.
As Nagpaul and Vautrey are
longstanding, senior BMA members
their lack of prior action has raised
questions. At the time of going to
press, neither Vautrey nor the BMA
had responded to The BMJ’s query
about when the GPC chair had first
learnt of the comments described.
GP Tom Caldwell tweeted in
response to Vautrey’s comments:
“The investigation would be
considerably easier if those who know
they have done this simply had the
decency to admit it and resign.”
The women claim the BMA’s formal
conduct procedure—Living Our
Values (LOV)—has a poor reputation
within the organisation. Norris told
The BMJ she had raised a complaint
about inappropriate behaviour
with senior BMA officers, as well as
through the LOV process. She said she
had found the process more traumatic
than the behaviour. “LOV seems to
operate differently depending on who

Lack of diversity is not a problem, say most men on GPC
A survey of members of
the BMA’s UK General
Practitioners Committee
found that most male
members did not believe
the committee needed to
reflect the diversity of the
doctors it represents.
The survey also found
that most women on the
83 member GPC said

that they were aware of
“gender specific negative
behaviours” among their
committee colleagues,
whereas less than a fifth
of male respondents
were aware of such
behaviour.
The research,
completed in March,
was leaked to The BMJ in

HOW THE GPC MEMBERSHIP BREAKS DOWN

68%, women 32%
65%, women 36%
2018-19: Men 67%, women 33%
2016-17: Men
2017-18: Men

Source: BMA
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the wake of accusations
of misogynistic and
discriminatory behaviour
among GPC members.
The document shows
that research uncovered
instances where local
medical committee
officials had refused to
co-sign GPC nomination
forms “as they did not
want the incumbent to
be challenged,” while
a “culture of ‘tap on the
shoulder’” influenced
membership of certain
GPC subgroups.
The chair of the
GPC, Richard Vautrey,

commissioned the
research after concerns
were raised about its lack
of diversity. Data from
the 2017 GPC election
show that female GPs
who stood were as likely
as male candidates to

succeed but were much
less likely to stand.
The survey had 435
responses from GPC
members and officials
of local medical
committees.
Female respondents
to the survey cited
childcare concerns as
a reason for not having
considered running for
the GPC, and men and
women highlighted time
out of clinical practice as
a concern.
The report made
around a dozen
recommendations to
13 April 2019 | the bmj
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NHS commissioners
will decide on which
contracts to tender

Amy Small claims
she left the
GPC after being
bullied by a senior
male member

is bringing a complaint and who the
complaint is about,” she added.
DeGiorgio echoed Norris’s concerns.
“I have no faith in the BMA’s own
investigatory and conduct processes,
having experienced them previously.
The BMA has to understand it cannot
just pay lip service to this. We are not
going to go away.”
Scottish GPC member Amy Small said
she had left the GPC after being bullied
by one of its senior male members.
She made a complaint but nothing
changed, she claims. When the same
person undermined her at a conference
by commenting on her appearance she
did not go through LOV but took it to the
Scottish BMA Council chair who resolved
the matter informally. “I knew what Zoe
had been through with the LOV process,

plus the process seemed very removed
from Scotland,” she said.
A BMA spokesperson said, “Neither
Dr deGiorgio nor Dr Small has raised a
complaint, formal or informal, under
the LOV process. Dr Norris has never
made a complaint under the process
about the allegations referred to
elsewhere in the [GPOnline] article.”
The spokesperson added that the BMA
did not recognise the claim that LOV
had a poor reputation. “The feedback
we have received demonstrates LOV has
been positive in creating a culture that
is inclusive of all members. The BMA
is clear these processes must ensure
members feel supported, and we want to
make sure they are fit for purpose.”
Melanie Newman, London
Cite this as: BMJ 2019;365:l1614

THE FINDINGS FROM GPC MEMBERS INCLUDED
• Marked differences between male and female respondents with regards to
representation, with 65% of men but only 30% of women agreeing with
the statement “the election of regional representatives is based on merit
and does not need to reflect the demographics of the electorate”
• A difference in how proud respondents were of their committee’s
behaviour (average score 5.6/10 in women and 7.7/10 in men)
• Another gap in awareness of gender specific negative behaviour (19.4% of
men and 57% of women being aware)
• Barriers to being elected, including difficulty in challenging people
established in roles and aggressive canvassing, and
• Once elected, barriers to progression, including a “perception of cliques,”
poor access to childcare, and travel time.
boost election of female
GPs and improve their
retention once elected.
These included an
advertising campaign
to encourage women
to stand for election,
the bmj | 13 April 2019

“local champions” to
provide information
on the GPC, and an
improved induction
process.
Vautrey said
that the report’s

recommendations
had been agreed for
implementation at a
meeting of the GPC
last month.
Melanie Newman, London
Cite this as: BMJ 2019;365:l1638

The NHS will have “discretion” over whether to put
services out to competitive tender under reform
proposals that should cut costs, health officials
have told MPs. But procurement will not end, and
NHS bodies will still be free to purchase services
from the private sector, the Commons Health and
Social Care Committee heard.

Not a closed shop
Simon Stevens, NHS England chief executive, said
the NHS would not revert to a “closed shop.” He
and other officials, including NHS Improvement’s
chief executive, Ian Dalton, were questioned
on 2 April about how the NHS long term plan,
published in January, would be implemented.
The plan sets out goals for the next decade,
which will mean departing from, or revoking,
elements of the Health and Social Care Act 2012—
brought in by former health secretary Andrew
Lansley (below)—that have
Staff end
fuelled contracting out to
up wearing
private providers.
different
Stevens told the committee
badges every scrutinising the legislative
couple of years proposals to implement the
Ian Dalton
long term plan that the latest
proposals amounted to “precision surgery,” rather
than a complete overhaul or replacement of the
2012 act. They were designed to remove rigid
barriers to new partnership models that are better
suited to tackling the challenges ahead, he said.
NHS commissioning bodies currently have
to put out to tender contracts worth more than
£615 278. Officials said that administering
procurements for a large number of contracts
was racking up costs. The proposals would allow
commissioners, under a new “best value test,”
choose to award a contract directly to an NHS
provider or to carry out a procurement process.
Dalton said that tendering community health
services had become “almost expected” and that
this ought to change. “There is often a continual
change of contract—staff ending up wearing
different badges every couple of years,” he said.
“It is right to look at that as we look to integrate
community services with other bits of the health
service an
and bring people together
for th
the long term. What we are
not saying is that this
is an end to any use of
procurement.”
Matthew Limb, London
Cite this as:
BMJ 2019;365:l1616
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FIVE MINUTES WITH . . .

Lauren Carter
Can being part of a trust’s
management team improve junior
doctors’ engagement and retention?

“I

was appointed as junior clinical
director at Queen Elizabeth Hospital
NHS Trust in King’s Lynn in August
2018, post-F2, in what we think is
the first appointment of this kind.
“The trust thought that having a junior doctor
on the panel that decides how it is run would give
juniors a voice and help the management team to
think from a fresh perspective. It also wanted to
make the trust more attractive to junior doctors and
to support working on a more united front.
“Part of my role is to chair our junior doctors’
forum and represent junior doctors working
in the trust. I sit with clinical directors, acute
medical directors, and the medical director in the
leadership team as the voice of junior doctors. The
aim is to narrow the gap that’s traditionally existed
in the hierarchical medical world.
“Like many others across
the country the trust was
having problems retaining
junior doctors, leading to
workforce gaps. I wanted
to improve junior doctors’
experience and the teaching
they receive, to help
MY COLLEAGUES encourage people to stay.
“One of the issues raised
FEEL MUCH
MORE
in the forum was a lack of
EMPOWERED
support on orthopaedic
AND ENGAGED
wards, where day-to-day work
is done mainly by F1s. Working with other medical
directors, we looked at how to improve this. We
put together a business case to fund increased
medical support for F1s, which the trust is currently
considering.
“The NHS’s long term plan states it wants
to develop leaders at all levels and increase
engagement among staff. I think that putting
a junior on the medical leadership panel
has helped my colleagues to feel much more
empowered and engaged.
“Today’s junior doctors are the medical
leaders of the future, but medical school and
the traditional career path don’t offer much
opportunity to learn about leadership. This role
has allowed me to start developing the skills
to take on a medical leadership role. It’s giving
me the opportunity to be part of the medical
leadership team of the future.”
Susan Mayor, London
Cite this as: BMJ 2019;365:l1647
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“GPs would cut overdiagnosis
if they were defining disease”
GPs should be at the forefront of
defining diseases to limit overdiagnosis
that can cause unnecessary treatment
and potentially harm patients, an
international panel has proposed.
The independent group has
recommended that GPs should lead
initiatives to review and set diagnostic
thresholds for diseases, using evidence
based criteria and involving consumers
to assess what matters to patients.
Johann Sigurdsson, coauthor from
the General Practice Research Unit at
the Norwegian University of Science
and Technology in Trondheim, said,
“In the process for defining disease it’s
usually experts in a field, for example
hypertension, who decide the cut-off
points. They consider only that disease
and perhaps the mortality associated
with that particular disease, and not
the effect on the whole person.”
The group of GPs and researchers,
who are funded by Australia’s
National Health and Medical Research
Council, published their approach
to defining disease in BMJ Evidence

Based Medicine. They warn that the
current process for defining disease
led by specialist guideline groups has
resulted in large numbers of previously
healthy people being medicalised and
sometimes receiving treatment that
may harm them.

More harm than good
Ray Moynihan, of the Centre for
Research in Evidence Based Practice
at Bond University, Australia, and
a panel member, said, “There are
many examples where definitions are
being expanded to include people
who are likely to experience more
harm than good from being labelled
with a condition.”
He noted that a recently expanded
definition of gestational diabetes may
diagnose the condition in one in five
pregnant women. “But there is a lack
of evidence that newly labelled women
or their babies would gain meaningful
benefits that outweigh the potential
harms,” he said, adding that the
expanded definition had been rejected

Woman is jailed after
exaggerating extent of
vaginal mesh injuries
A woman who tried to
defraud the NHS of £2.3m
by making an exaggerated
clinical negligence claim
over an unnecessary
vaginal mesh operation
in 2010 has been given a
five month jail sentence.
Lesley Elder, 50,
claimed she was in
constant pain and
could no longer work
as a support worker
for disabled children,
walk unaided, or go on
holiday, but in 2012

ELDER

a photo posted on
Facebook showed her at
a daughter’s hen party
in Ibiza. Investigators for
the NHS put Elder under
surveillance and filmed
her walking unaided,
lifting her grandson, and
shopping.
George Eliot Hospital
NHS Trust in Nuneaton
admitted liability for the
unnecessary surgery,
but in 2017 a county
court awarded Elder only
£120 012 after being

shown the surveillance
footage. The judge
noted that without
the surveillance “a
terrible injustice would
have been done to the
National Health Service.”
The trust then took
committal proceedings
against Elder at the High
Court, asking for her to
be jailed for contempt
for her lies during the
original case.
Clare Dyer, The BMJ
Cite this as: BMJ 2019;365:l1661

£120012

was awarded only
by the judge,
who said “a terrible injustice would have been done to the NHS”
13 April 2019 | the bmj
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GPs are experts on the person,
not only the disease
Johann Sigurdsson, panel leader
by the Royal Australian College of
General Practitioners.
And a proposal to expand the
definition of high blood pressure,
which would label one in every two
adults in the US, was rejected by
the American Academy of Family
Physicians and other groups over
concerns that it may cause more harm
than good to many people.
Sigurdsson said, “We propose
a realistic approach by redefining
the cut-off definitions for certain
diseases or risk factors often defined
as ‘disease,’ taking the whole person
into account. GPs are experts on the
person, not only the disease.”
The group has proposed a process
to set diagnostic thresholds and
boundaries for conditions based on
guidance proposed by the Guidelines
International Network, which
includes examining the potential
harms as well as the benefits of
changing a disease definition.
Panels working on disease
definitions should be led by primary

care specialists and should include
disease specific specialists and
citizen representatives, all free of any
financial ties to industry, the group
suggests. They consider that family
doctors and GPs are particularly well
placed to understand the potential
consequences of overdiagnosis.
The group also recommends that
assessment of the potential benefits
of a change in diagnostic criteria

There is not
enough
attention given
to the dangers
of expanding
disease
definitions
Ray Moynihan,
panel member

should focus on outcomes that are
meaningful to the people affected,
rather than on surrogate markers.
Moynihan concluded, “We
understand there are often good
intentions behind the move to
expand a disease definition.
But there is simply not enough
attention given to the dangers of
expanding definitions.”
An international meeting to review
progress on the group’s proposal
and to develop more detailed
strategies for changing how diseases
are defined will take place at the
Preventing Overdiagnosis conference
in December in Sydney, Australia.
Susan Mayor, London
Cite this as: BMJ 2019;365:l1660

Universities’ data systems can be “hacked in two hours”
We are not
confident
that all UK
universities
are equipped
with adequate
cybersecurity
knowledge
Nick Hillman,
HEPI

the bmj | 13 April 2019

Hackers were able to breach UK
universities’ cyber defences in just
two hours and access “high value”
information, including research data, a
test of online security has revealed.
Simulated attacks by Jisc, an
agency providing internet services
to universities and research centres,
accessed personal data, finance
systems, and research networks in all
the institutions it targeted.
The techniques used by the ethical
hackers included “spear phishing,”
where people are targeted with

requests often purportedly from a
senior staff member. These requests
may trick victims into entering their
credentials so they can be captured
and used to access systems.

More than 100 attacks
University research projects are major
hacking targets, and more than 1000
attacks were detected last year at
241 UK institutions. The timing of
the attacks has led Jisc to believe that
many were “insider” attacks launched
by disgruntled students or staff.
Nick Hillman, director of the Higher
Education Policy Institute (HEPI), said,
“Universities hold masses of data on
sensitive research, on inventions of
the future, and on staff and students,
but some of it is not properly secured.
“Future UK economic growth is
highly dependent on university
research. This provides
valuable information that a few

unscrupulous foreign governments are
keen to access.”
In a joint report Jisc and HEPI outline
the risks faced by universities, and the
actions that need to be taken to avert
a potentially disastrous data breach or
network outage.
John Chapman, head of Jisc’s
security operations centre and the
report’s author, said, “Cyber attacks
are becoming more sophisticated and
prevalent, and universities can’t afford
to stand still. We are not confident
all UK universities are equipped with
adequate cybersecurity knowledge,
skills, and investment.”
Hillman urged universities to adopt
the British standard on cyber risk
and resilience, and said regulators
should consider imposing minimum
cybersecurity and network levels to
keep students and staff safe.
Ingrid Torjesen, London
Cite this as: BMJ 2019;365:l1633
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THE BIG PICTURE

Mayor tackles
air pollution
Sadiq Khan, London’s mayor, this
week announced the launch of the
world’s toughest vehicle emissions
standards, while visiting patients in
Evelina Children’s Hospital.
Khan said the new city centre ultra
low emission zone will cut toxic air
pollution and protect the health of
the public, particularly children.
Drivers of vehicles that do not reach
the zone’s emission standard will pay
£12.50 a day, seven days a week, on
top of the current congestion charge.
Polluting vehicles account for
around 50% of London’s harmful
NOx emissions, which contribute to
thousands of premature deaths a
year, and increase the risk of asthma,
cancer, and dementia, said Khan.
Claire Lemer, Evelina’s clinical
director, said, “Sadly, there’s not
a day goes by when we don’t see a
child with asthma on our wards. This
initiative will help to improve the lives
of children, reducing unnecessary
visits to hospital and helping them to
lead healthier lives.”
Alison Shepherd, London
Cite this as: BMJ 2019;365:l1701
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DATA BRIEFING

What does
the UK spend
on health and
social care?
Care is the UK economy’s
second biggest sector, and
new accounting practices
tell us how the £208bn is
spent, finds John Appleby

In 2016 public and private revenue spending on health and social
care totalled nearly £203bn. This was more than £1 in £10 of the
UK’s GDP and equivalent to nearly £3100 per person. As a sector of
the economy, health and social care rank second highest after the
value of real estate activities
Capital, or investment,
spending is accounted for
separately by the OECD.
For the UK, capital spending
in 2016 amounted to £5.3bn

Total funding

Public funding

Healthcare

£202.5 bn

£157.6 bn

£152.4 bn

T

he Organisation for
Economic Co-operation
and Development’s 2011
system of health accounts,
revised in 2017, is a
Herculean effort to try to impose some
international order on the way member
countries report their spending on health
and care. Although it is impossible to
obtain completely comparable data
across countries, given differences in
funding systems and organisation, the
new accounts now drill down to reveal
more information about what countries
spend their money on.
The UK’s spending on health and
social care (a grand total of nearly
£208bn—including £5.3bn of capital
spending) comes from two main
sources, public (£157.6bn) and private
(£44.9bn), and eventually flows through
to various types of care: inpatient care,
home based care, prevention, and
medical goods, for example.
These sorts of spending data alone
cannot answer the sort of policy
questions countries may grapple with:
for example, are we spending too much
or too little on secondary care versus
preventive services? But as trends start
to emerge from these new datasets,
countries should be more able to supply
data at more detailed levels of spending.
And, importantly, as spending is linked
to health outcomes, health and care
services will be better able to assess the
effectiveness of spending, given the
allocative decisions they make.
John Appleby, director of research and chief
economist, Nuffield Trust, London
john.appleby@nuffieldtrust.org.uk

Private insurance

£7.2 bn

Non-profit sector
The 78:22 split between public
and private spending is similar to
that in the Netherlands and
France, somewhat greater than
in Germany, Denmark, and
Sweden (at about 15% private),
and a bit below the OECD
average of about 27% private
spending

£7.5 bn

£44.9 bn
Private funding

£30.3 bn
Out of pocket
Two thirds of all private spending comes straight
out of people’s pockets – mainly for over-the-counter
drugs and health related long term care

Cite this as: BMJ 2019;365:l1619
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The UK spends about 34% of total spending on inpatient care:
similar to France and Germany and more than Finland (26%). On
the other hand, the UK spends a relatively high proportion on day
(5%) and home based care (9%), compared with other countries

Curative care

£109.6 bn

Inpatient

£68.4 bn

Long term care (health)

£9.6 bn

£35.5 bn

Day cases

The OECD splits spending on “long
term care” into health and social care
elements. These were revised for the
UK in 2014, leading to an overnight
boost in health spending, as a big
chunk of social care was reclassified as
health spending to bring it into line
with other countries

Home based

£50.1 bn

£17.1 bn

Outpatient
“Outpatient” is very broadly
defined as any care not requiring
admission to hospital. So, not just
outpatients as we understand it,
but general practice and
emergency care too

£10.9 bn
Long term care (social)

£26.5 bn
Medical goods

£10.3 bn
Preventive

£3.4 bn
£2.4 bn
Other
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Ancillary

£3.8 bn
Governance and admin
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EDITORIAL

Abandon the term “second victim”
An appeal from families and patients harmed by medical errors

GETTY IMAGES

T

he term “second victim”
was introduced by
Albert Wu in a BMJ
editorial published
in March 2000.1 His
purpose was to bring attention to the
need to provide emotional support
for doctors who are involved in a
medical error.
His effort was successful. The Web
of Science reports that the article has
been cited nearly 400 times. PubMed
identifies more than 100 articles with
the term “second victim” in the title
or abstract. Educational materials
have been produced for doctors and
nurses on the topic of second victims,
and the term appears in the materials
of the Joint Commission and the
Agency for Healthcare Research and
Quality in the US. Support groups for
second victims have been developed
at numerous institutions.2
The term has been adopted,
adapted, and extended by authors
and educators. Articles make
reference to the “second victim
phenomenon” and “second
victim syndrome.”3 Healthcare
organisations have now been termed
the “third victim”4 5—creating the
“triangle of victimhood.”6
But the true pervasiveness of
the term second victim becomes
apparent only in web searches. Type
“victim of medical error” into the
Google search engine and most of
the results are information about
the second victim. A Google image
search brings up stock images of
distraught looking people wearing
scrubs or white coats.
We ask the healthcare community
to pause and reflect on the term
second victim. Opinion is growing
that it is inappropriate, including

We know who
the actual
victims of
medical errors
are because we
arranged their
funerals and
buried them

Melissa D Clarkson, assistant professor, Division of Biomedical
Informatics, University of Kentucky, Lexington mclarkson@uky.edu
Helen Haskell, president, Mothers Against Medical Error, Columbia,
South Carolina
Carole Hemmelgarn, patient advocate, Highlands Ranch, Colorado
Patty J Skolnik, president, Citizens for Patient Safety, Colorado
54

among patients and healthcare
professionals. A study of physicians
shows that many are uncomfortable
with this term,7 and even Wu has
recently acknowledged concerns
about its use.8
Patient communities and their
advocates do not question the need
to support healthcare professionals
who have been involved in an
incident of patient harm. But they
do question why victim has become
so embedded in the vernacular of
patient safety.

Avoiding responsibility
By referring to themselves as
victims, healthcare professionals
and institutions subtly promote the
belief that patient harm is random,
caused by bad luck, and simply
not preventable. This mindset is
incompatible with the safety of
patients and the accountability that
patients and families expect from
healthcare providers.
There is a seductiveness to
labelling yourself as a victim. Victims
bear no responsibility for causing the
injurious event and no accountability
for addressing it. Victims elicit
sympathy. They are passive. They
lack agency. In fact, this passivity
and lack of agency is why some
patients and families whose lives
have been devastated by medical

harm avoid describing themselves or
their loved ones as victims.
Preventable patient harm results
from a combination of institutional
systems factors and the actions
of people within those systems.
Without a clear recognition of this
reality, the effectiveness of patient
safety initiatives is undermined. The
second victim label obscures the fact
that healthcare professionals and
systems can become (unintentional)
agents of harm. This label may help
professionals and institutions to cope
with an incident of medical harm,
but it is a threat to enacting the deep
cultural changes needed to achieve a
patient centred environment focused
on patient safety. Institutions must
hold themselves accountable for
both reducing the number of harm
events and ensuring that they learn
from every such event.
Although growing research and
attention are focused on the needs
of professionals after a medical
error, there remains little research
or support for the needs of harmed
patients and their families. When Wu
introduced the term second victim
in 2000, it could have cultivated
empathy with harmed patients.
Instead, it seems to have reinforced
the inward gazing, professional
centred nature of healthcare systems,
insulated from the realities faced by
harmed patients and their families.
Healthcare professionals and
institutions must break down this
barrier by engaging with patients,
families, and advocacy organisations
to understand more broadly how
everyone—patients, families,
and professionals—is affected by
medical harm.12-15
It’s time to abandon the term
second victim. We know who the
actual victims of medical errors are
because we arranged their funerals
and buried them.
Cite this as: BMJ 2019;364:l1233
Find the full version with references at
http://dx.doi.org/10.1136/bmj.1233
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EDITORIAL

Scotland rejects “sunshine” legislation
A lost opportunity for disclosure of industry payments to health professionals

I

n February, the Scottish
government formally rejected a
petition to introduce legislation
that would have created
a searchable record of all
payments to healthcare professionals
from the pharmaceutical and medical
device industries.1
“Sunshine” legislation has been
enacted elsewhere, including in
the US, Australia, and Japan, and
there are voluntary efforts in the UK,
Germany, and Canada. The decision is
a lost opportunity for Scottish citizens
to have transparent information on
the financial relationships between
industry and their doctors and other
healthcare professionals.
In the US, the Physician Payment
Sunshine Act was enacted in 2009 as
part of the Affordable Care Act and
mandated drug and medical device
manufacturers to start reporting all
payments to physicians and teaching
hospitals from August 2013.2
Disclosures are made available
to the general public through a
searchable website. The information
includes direct and indirect payments
for research, consulting, and advisory
board service as well as payments in
kind such as food, travel, and gifts;
manufacturers must declare the value
of the payment and the marketed
products associated with it. In 2018,
the US passed the Fighting the Opioid
Epidemic with Sunshine Act, which
will require manufacturers also to
report payments made to advance
practice nurses and physician
assistants, beginning in 2022.
The Physician Payment Sunshine
Act was the culmination of decades
of growing concern over the influence
of financial payments on the medical
profession.
Whether sunshine legislation has
reduced improper relationships is
uncertain. In 2014, the first full year
of reporting in the US, 11.3 million
payments to physicians and teaching
hospitals totalling $2.7bn (£2bn) were
disclosed; these figures were largely
the bmj | 13 April 2019

Doctors
who receive
payments
from the drug
industry are
more likely
to prescribe
branded
medications
associated
with the
payments

Joseph S Ross,
associate
professor,
Department of
Internal Medicine,
Yale School
of Medicine,
New Haven,
Connecticut
joseph.ross@
yale.edu

unchanged in 2017: 10.7million
general payments totalling $2.8bn.
Similarly, no substantial changes
were observed in research payments:
730 000 totalling $4.2bn in 2014 and
603 000 totalling $4.6bn in 2017.
Evidence that patients use this
information is uneven. One study
showed that 65% of patients visited
a physician who had received
an industry payment during the
previous 12 months, yet only 12%
knew that payment information was
publicly available and only 5% knew
whether their doctor had received
payments.4 In contrast, testimonials
from patients suggest that these
financial relationships erode trust
and that public disclosure is needed.5

Seeing the light
Although greater transparency
may not by itself curtail potentially
improper relationships, sunshine
legislation has provided other clear
benefits to the medical profession.
Journal editors, peer reviewers, and
medical literature readers have been
able to use the database to verify the
disclosures of authors of research
studies, commentaries, review articles,
and guidelines. This ensures all
financial links between authors and
industry are transparently disclosed
and that they can be considered when
interpreting the study’s design or the
article’s conclusion.
Journalists and government
agencies have also used the database

to identify payments that violate
antikickback and False Claims Act
statutes.6 The independent, nonprofit news organisation ProPublica
used the database to investigate
industry payments to physicians
for promotional speaking, poor
enforcement of conflict of interest
policies by medical schools, and
payments received by physicians
accused of professional misconduct.7
In addition, the data have enabled
investigation of links between
payments and prescribing. Studies
have consistently found that doctors
who received payments from the drug
industry, even for small amounts,
were more likely to prescribe branded
medications associated with the
payments than lower cost generics.8-11
Scotland’s formal rejection of
the petition to introduce sunshine
legislation is a lost opportunity to
have full transparent information on
the financial links between industry
and healthcare professionals. Other
nations currently relying on voluntary
reporting should consider mandating
disclosure. Efforts are needed to
promote the use of the information
by professional organisations and
patients, not just journal editors,
journalists, and government agencies,
to ensure that sunshine legislation is
as effective as possible in curtailing
potentially improper relationships.
Cite this as: BMJ 2019;364:l1379
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l1379
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ESSAY

Capital punishment,
my sixth great
grandfather, and me
Just after finding out about an ancestor’s execution,
J Robert Sneyd acted as an expert witness in a US court
to try to prevent the use of a new drug for lethal injection
and was appalled that untrained government workers
are using lifesaving drugs to kill

Archibald Cameron heads towards his end at Tyburn gallows on 7 June 1753. The
attendant riding with him is raising a surgeon’s knife to remind Cameron of his fate

BIOGRAPHY
J Robert Sneyd is emeritus professor at the University of
Plymouth, where he previously led the medical and dental
schools. He trained in anaesthesia in the UK and US, has
worked in the pharmaceutical industry and the NHS, and
led the 2013 national sedation review for the Academy of
Medical Royal Colleges.
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I

n 2017, while visiting family in Scotland, two notable
things happened. First, my great aunt let on that my sixth
great grandfather Archibald Cameron had been convicted
of high treason. I learnt he’d been sentenced to death,
hanged for 20 minutes, and then beheaded. He was not
quartered but his heart was cut out and burnt.
Cameron was a physician in the service of Bonnie Prince
Charlie who, after the defeat of the prince’s army at the Battle of
Culloden in 1746, fled with him to France. Returning to collect
some of the prince’s debts, he was betrayed, imprisoned in
Edinburgh Castle, and then transferred to the Tower of London.
In 1753 he was moved to Tyburn for execution (figure, left).
A few days after I had learnt all this, by coincidence I was
approached to be an expert witness on behalf of Mark James
Asay, a prisoner scheduled to be executed by lethal injection
in Florida. Although I have always been opposed to the death
penalty, I had not until then tried to do anything about it.
While the policy framework within which a US state kills its
citizens is a matter of public opinion and political whim, the
mechanics of the process have evolved. In the centuries since
my ancestor was killed and eviscerated as an entertaining
spectacle, the public has progressively lost appetite for the
actual delivery of policies that they and their politicians purport
to desire.
Public execution was replaced by private processes within
prisons, where partial asphyxiation and disembowelling
gave way to hanging and occasionally shooting. Performed
by specialists and in volume, the process could certainly be
efficient and swift: the British hangman Albert Pierrepoint
supposedly hanged a man within 12 seconds of his entry to the
execution chamber. However, such expertise was not universal,
and after a series of bungled hangings in the 1880s the US
introduced the electric chair. A century later, in response to
unrest over the inhumanity and gruesome practicalities of the
chair, Americans turned to lethal injection.
In the US the decision of whether or not to employ the death
penalty, the subsequent legal processes, and the mechanics of
execution lie largely within the remit of the individual states.
Only at the later stages of the appeals process do federal courts
(including the US Supreme Court) become involved.
Although other methods, including shooting and hanging,
remain on statute books, lethal injection is the primary method
of execution used in US states. The drugs used in executions
were never designed for this purpose; and incompetence,
inexperience, and the inappropriate use of lifesaving medicines
to kill have repeatedly delivered well documented fiascos, with
condemned inmates experiencing agonising and protracted
executions that have sometimes failed completely.
The executors of Archibald Cameron had no difficulty finding
a way to kill him, but today US states are struggling to assemble
the necessary pharmaceuticals, expertise, people, and facilities
to carry out judicial killing by drugs.
Doctors are potentially useful contributors to the operations
of the death penalty. But clear and sustained guidance from
professional bodies such as the American Medical Association,
the American Society of Anesthesiologists, and others directs
doctors away from any part of the process. Specifically,
doctors should not certify patients fit for execution, should not
participate, nor should they pronounce them dead in the event
that it succeeds.
13 April 2019 | the bmj

An execution
trolley in a
lethal injection
chamber in
a prison in
Alabama, a
state which
is moving to
asphixiation
as a means
of capital
punishment

When lethal injection was developed in 1977 the protocol
consisted of three drugs: the injectable general anaesthetic
thiopental (previously thiopentone); pancuronium bromide (a
paralytic agent); and potassium chloride (which was intended
to cause cardiac arrest). But by 2011 the manufacture of
thiopental was largely discontinued, as it had been almost
entirely replaced with propofol—now the most widely used
injectable anaesthetic in the world.
In response, states began adding new drugs to their
execution protocol, experimenting with combinations
and dosages. This spawned multiple procedures and
pharmacological choices for executions across the US,
subjecting death row inmates to multiple modalities for death,
as was my ancestor. The misuse of these drugs has caused
a range of painful sensations from “waterboarding” to “the
chemical equivalent of being burnt at the stake.” Faced with
the misuse of their drugs in executions and the serious legal,
fiscal, and the associated reputational risks, pharmaceutical
companies strengthened efforts to prevent states accessing
these drugs for the purpose of capital punishment.
In recent years every company approved by the US Food and
Drug Administration to manufacture the drugs currently used in
US executions has made statements opposing the practice, and
companies have contracts with distributors to prevent prisons
buying their drugs for this purpose. Distribution processes
have been developed to frustrate the diversion of drugs for use
in executions, and some have taken legal action with the same
objective. Legal efforts have challenged attempts by prison
authorities to fraudulently subvert the therapeutic drug supply
line, using “false pretense, trickery, and bad faith.” Companies
have also sued for the return of drugs originally supplied for
therapeutic purposes and subsequently resold or diverted.

C

ompanies’ actions have effectively end[ed]
the open market for execution drugs, and US
prisons are now experiencing great difficulty in
legally obtaining reliable supplies of suitable
pharmaceuticals for executions.
Frustrated by efforts to disrupt the supply chain, prisons
have resorted to procurement by unorthodox and in some cases
illegal routes, with batches of drugs traded in a grey market
involving non-standard outlets, including a London pharmacy
operating out of the backroom of a driving school, and various
illicit and unlicensed suppliers.
Prison officials have also continued to expand the list of
execution drugs, adding new and experimental drugs to their
protocols in an effort to purchase drugs before manufacturers
the bmj | 13 April 2019

have the opportunity to restrict their sale for execution
purposes. Florida announced in 2017 that it would use the
anaesthetic etomidate in an execution, marking the first time
in the US and global history that this drug would be used for
such a purpose.
I became an expert witness to the Florida Supreme Court in
an attempt to stop this. On 7 August 2017 I filed a declaration
in court in the case of Mark James Asay v State of Florida.
Up to this point my objection to the death penalty had been
based on my liberal principles, and these now faced a reality
test. I decided to do some homework about Asay, whose
execution I was to attempt to prevent. He was a racist double
murderer who, at the age of 23, shot and killed a passer-by
and a transgender sex worker. Arrested two weeks later, he
spent 30 years in custody, mostly on death row. Although I was
appalled by Asay’s crimes, my principles prevailed: regardless
of his crime, the overwhelming evidence has shown that his
execution would have no public safety benefit or deterrent
value. And as a doctor I could not abide the idea that untrained
officials were using lifesaving medicines to kill.

Some US
prisons have
resorted to a
grey market
to procure
drugs,
including
a London
pharmacy
operating
out of a
driving school

I

urgently set about reviewing court documents,
scientific literature, and other resources to support
Asay’s legal team in their attempts to show his
execution by lethal injection would violate the eighth
amendment of the US Constitution’s prohibition on
cruel and unusual punishment.
As I outlined for the court, etomidate is a short acting
anaesthetic that commonly causes myoclonic movements
or other forms of excitation during the onset of its effects. In
normal medical use recipients sometimes experience local
pain during the drug’s injection. I presume my ancestor’s
hanging, beheading, and heart removal were done by people
with experience. Non-medical executioners using etomidate
could lead to a host of adverse effects, including decannulation
owing to myoclonus and the recovery of consciousness during
paralysis and potassium chloride injection.
In short, I found that Asay was at grave risk of suffocating
from paralysis to his diaphragm while feeling the excruciating
pain of the potassium chloride travelling up his veins,
stopping his heart. The risk of suffocation and cardiac arrest
seemed eerily similar to Cameron’s execution: he was hanged
before the executioners cut out and burnt his heart.
In the end, the state of Florida ignored these risks and
executed Asay.
In a different case, a brief submitted to the US Supreme
Court with evidence from me and other academics has
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contributed to the postponement of another execution that
planned to use a similar cocktail. We highlighted an important
but often unseen risk that states’ unrelenting pursuit of
execution drugs pose not just to prisoners but to the wider
public. The appellant remains alive despite an unfavourable
ruling by the Supreme Court (see box, below). But it is likely
execution will be attempted in the near future.
Some states have begun to use dangerous schedule II
controlled substances in executions, such as fentanyl,
pentobarbital, and hydromorphone. And a rising number have
passed legislation imposing secrecy around this information
to shield from public view how they acquire, prepare, and use
these drugs.
Because manufacturers have contractually prohibited the
use of these drugs in executions, the effort of state officials to
procure them risks creating a state sponsored black market
for drugs of misuse. The decision to use fentanyl in executions
despite its unavailability through legitimate supply channels
is especially striking in light of the opioid epidemic currently
ravaging the US. By purchasing these drugs outside legitimate
supply channels states are effectively fuelling a black market.
The use of these drugs in executions also poses risks to
patients because many are in short supply, with fentanyl, the
neuromuscular blocker rocuronium bromide, and potassium
chloride all listed by the FDA as being in short supply. Other
sought after execution drugs such as the hypnotic propofol
and the muscle relaxant vecuronium bromide are listed
on the World Health Organization’s model list of essential
medicines. An investigation in the Guardian reported that
just four states’ execution drug stockpiles could otherwise
be used to treat more than 11 000 US patients undergoing
surgical procedures.
As two drug companies wrote in a legal filing, “Use of the
medicines for lethal injections creates a public health risk by
undermining the safety and supply of lifesaving medicines.
Improperly procured medicines from unauthorized sellers are
at risk of adulteration or chemical change [and could] place
patients across the country at risk.”

Asay was at
grave risk of
feeling the
excruciating
pain of the
potassium
chloride
travelling
up his veins

J Robert Sneyd,
emeritus
professor,
University of
Plymouth
robert.sneyd@
pms.ac.uk
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2019;365:l1512

The risks to prisoners and to patients created by a single
minded pursuit of an expanding list of drugs should give any
medical practitioner pause for thought. And it is not clear
whether there is an end in sight to this experimentation.
Following the 2015 US Supreme Court decision of Glossip
v Gross, prisoners seeking to challenge a lethal injection drug
protocol under the eighth amendment are now required to
proffer their own alternative drug choice or execution method.
In some cases prisoners have requested their execution be
delivered by firing squad rather than face lethal injection.
Prisoners must now devise and plan their own executions—
yet prisoners, lawyers, and state officials have no business
determining which drugs or methods are appropriate to use.

N

ew horrors lie ahead since the approval in
principle by several states to execution by
asphyxiation with nitrogen gas. It would
take only a sufficient supply of muscular
executioners, an airtight bag, and a cylinder of
nitrogen gas. For the practitioners of judicial killing this could
overcome doctors and pharmaceutical companies’ objections,
as no intravenous cannulas, no anaesthetic drugs, and no
clinical skills would be needed.
But the reality is that states that have announced this
move—Oklahoma and Alabama—are struggling to arrive at an
execution protocol. Gas suppliers are refusing to cooperate,
the states haven’t been able to figure out how not to put
executioners at risk, and the very nature of the execution
would require the prisoner to actively participate in the
execution, inhaling the hypoxic gas. This is to say nothing of
the years of legal challenges (up to the US Supreme Court) that
this method will face.
Contemporary accounts suggest my ancestor was a decent
man and a good doctor, but that didn’t prevent him being
killed by the state. But, horrifying as his execution must have
been, at least it took place in public, with the brutality clear
for all to see. Today some US officials are trying to hide the
brutality behind a medical mask, only it’s not working so well.

IN THE NEWS Court rejects plea for death by nitrogen asphixiation
Last week the US Supreme Court
ruled 5-4 against a request from
Russell Bucklew, aged 50, for a stay
of execution. He argued that his rare
medical condition meant a lethal
injection would make his death
more painful.
Lawyers for Bucklew, who was
convicted of murder in 1996, said
his execution by lethal pentobarbital
injection would violate the US
Constitution’s eighth amendment,
prohibiting “cruel and unusual
punishments,” as the injection might
rupture fragile blood vessel tumours
in his head and neck. Bucklew has
the rare congenital disease cavernous
haemangioma, which leads to the
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proliferation of vascular tumours.
Justice Stephen Breyer, seen
as one of the court’s four liberal
leaning judges, wrote in a dissenting
opinion that Bucklew’s legal team
had “easily established” that lethal
injection risked exposing him to
“constitutionally impermissible
suffering” and that lethal injection
could cause him to “sputter, choke,
and suffocate on his own blood for up
to several minutes before he dies.”
But Justice Neil Gorsuch, writing
the majority opinion, said, “The
eighth amendment has never
been understood to guarantee
a condemned inmate a painless
death. That’s a luxury not guaranteed

to many people, including most
victims of capital crimes.”
Bucklew proposed nitrogen
asphyxiation as an alternative
execution method. Many death
penalty advocates have hailed
nitrogen as the solution to an
embargo on lethal injection
drugs imposed by manufacturers
determined not to see their products
used to take life. Last week the
Supreme Court rejected this
alternative. Bucklew had failed to
prove that it would be less painful,
wrote Gorsuch, and it was not
currently practicable.
Owen Dyer, Montreal

Lethal injection would
cause him to suffocate
on his own blood
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