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THE BOTTOM LINE Partha Kar

Rebalancing society’s perceptions

I

t’s a fascinating dichotomy: is a doctor a god or
a servant? Colleagues talk about “all powerful”
doctors of the past—who knew everyone, who
blew people away with their knowledge, skills,
and arrogance. They were healers, they told
patients what to do, and patients did what they said.
They told nurses what to do, and it happened. This
perception, which led to some patients putting doctors
on a pedestal, was built up by years of media portrayals
and, perhaps, doctors’ bluster and self aggrandisation.
But times changed, and the world changed.
Patients found their voice—quite rightly, too. They
became more inquisitive about their care, and they
tried to find out more about why it may have faltered.
Then they found their medical heroes, self styled or
otherwise, wanting—making the same errors and
being susceptible to the same foibles as anyone else. As
happens when any of us sees the failings of those we
admire, obeisance turned to disappointment, and in
some cases that disappointment turned to anger, either
towards individual doctors or towards the medical
establishment.
The media still play a huge role in determining the
public’s view of doctors. But, as public perceptions
have changed, so has the media’s portrayal of the
profession. Yes, TV programmes still love to show
consultants as charming and attractive individuals who
sweep people oﬀ their feet, but the George Clooneys
and Patrick Dempseys have also been fallible: they
displayed emotions and made mistakes.
Patients and doctors should remember that doctors
have the same needs and foibles, angst and empathy,
and passion and tiredness as anyone else. They have
the same desire to sit down with their families at the
end of the day, to enjoy the latest Netflix series, and to
go out with their friends to enjoy a drink or two.
They have also been trained to do a specific job and,
in the NHS at least, are paid to do so by the taxpayer.
So, what about the notion of them being servants to
the taxpayer or to patients? NHS doctors may be public
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servants in the literal sense that they’re employed on
behalf of a government. But describing someone as
a servant implies having lesser rights than others or
having to serve a master. Doctors certainly don’t serve
members of the public in this sense.
Many doctors like to label themselves as servants,
public servants, or servant leaders. For me, however,
such labels create an unhelpful view of the profession
and risk smearing doctors who struggle to balance the
everyday pressures of their jobs with their own lives.
Taxpayers fund our wages, but we’re not accountable
to individual taxpayers, and we shouldn’t use a
title that creates the illusion that we are. We should
remember the words of the former French president
Charles de Gaulle when he said, “In order to become
the master, the politician poses as the servant.”
Doctors must treat patients with respect and
engage with them, and a reciprocal
approach from society would help
us all. People need to be able to
see doctors as professionals who,
in the main, have a passion and
desire to improve care and who
are trying to do their jobs as best
they can—with the resources at
their disposal.
Partha Kar is consultant in
diabetes and endocrinology,
Portsmouth Hospitals NHS Trust
drparthakar@gmail.com.
Cite this as: BMJ 2019;365:l1776
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PERSONAL VIEW Ruth Ponsford, Claire Thompson, Sara Paparini

Tackling youth knife violence
with primary prevention
Families, schools, communities, and other organisations should
be our focus if we are to protect our young people

A

recent spate of youth-onyouth stabbings has renewed
public and policy interest in
youth violence in England.
Police data for England and
Wales to March 2018 showed the highest
number of oﬀences involving knives or sharp
instruments since 2011 and the highest
number of sharp instrument killings since
the Home Oﬃce Index began in 1946.
Those stabbed to death and those
convicted of killings are predominantly
male and aged 16-24. In London around
half of victims of knife crime resulting in
injury are under the age of 24.
Globally, there have been longstanding
calls to take a public health stance to
tackling violence of this kind. This involves
treating violence as a disease: quantifying
and monitoring it, identifying drivers and
risk factors, and using evidence based
approaches to stem its spread and to
tackle the conditions from which it emerges
and propagates.
This requires more complex responses,
involving whole system, multi-agency
synergies between criminal justice systems,
schools, healthcare services, industry, third

sector organisations, and communities that
focus on primary prevention at a population
level as well as treating the symptoms of the
disease. Such an emphasis is embedded in
recent government strategies, including the
London mayor’s strategy on knife crime and
the Home Oﬃce serious violence strategy.

Policing
Yet the dominant public policy conversation
has remained focused on improving policing
strategies and making neighbourhoods
secure where there is perceived to be a high
risk of knife crime. Press and politicians have
linked recent cuts in police funding directly
to rises in youth knife crime and have called
for increased police visibility and funding,
more stop-and-search operations and powers
(including the use of Section 60, allowing the
police to stop and search without suspicion
within a defined area and time period), the
use of knife crime prevention orders for
children as young as 12, and the possible
mobilisation of armed patrols in response to
outbreaks of violence.
In March, the government announced an
extra £100m for police forces in England and
Wales “to pay for additional overtime targeted

International evidence indicates
that both family and school based
interventions show promise
specifically on knife crime.” But, as Camden’s
youth MP told the House of Commons in
November last year, the government “cannot
police themselves out of knife crime.”
As the home secretary, Sajid Javid, reduces
funding for support programmes for youths
aﬀected by and at risk of knife crime, the
critical importance of prevention (primary,
secondary, and tertiary) as part of a longer
term strategy has to remain part of the wider
public and policy conversation about how to
tackle the problem. International evidence—
although disparate and often not well
synthesised—indicates that both family and
school based interventions show promise.

Public health approval
As public health researchers and
practitioners, we have a role in building the
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Supporting women
into leadership roles:
men can act as “allies”
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It started with a question. At the Health and
Care Women Leaders Network conference
last year, an attendee asked, why aren’t more
men present? After all, improving women’s
access to positions of leadership is not
just a “woman’s problem,” and if we want
to change the status quo, we’ll need male
participation too.
This question planted the seed of an idea,
and from there the network set out to engage
with senior male leaders across healthcare.
We sought their views on the barriers that
women face when trying to enter leadership
roles and how to overcome them.
The result is the Men as Allies report, which
makes for sobering reading. The responses
from the male leaders who participated offer
insight not only into the reality of the NHS

working environment and women’s place in
it, but people’s perceptions of it too, which
can contribute to the barriers women face.
While the report offers some answers, it also,
inevitably, throws up further questions.
The report found, for example, that there
is a perception that women may be unwilling
to take on high level jobs as the hours may
conflict with family commitments. We need
then to ask, first, what more can be done to
help women with the skills and qualifications
to handle these roles to manage their
commitments, and second, whether a similar
barrier would exist for a man with similar
commitments?
These questions are, of course, still the
subject of debate, but the report offers
various solutions. For example, we suggest
20-27 April 2019 | the bmj
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Are we seeing value based
rationing clearly?

evidence base by carrying out and reporting
on robust evaluation studies. Alongside the
identification of discrete behavioural change
programmes, we also need to take account
of, and invest in, interventions that tackle the
wider upstream determinants of youth violence.
Perpetration is linked to a range of risk factors,
most (though not all) stemming from conditions
of socioeconomic disadvantage.
Communities need to have a say in how
problems most aﬀecting them should be tackled.
We have to advocate policy solutions that redress
the social and material inequalities that drive
youth violence. This approach takes an explicitly
public health stance by prioritising primary
prevention and reducing inequalities alongside
improved policing.
Ruth Ponsford, research fellow in school health
interventions Ruth.Ponsford@lshtm.ac.uk
Claire Thompson, assistant professor
Sara Paparini, honorary research fellow, London School
of Hygiene and Tropical Medicine
Cite this as: BMJ 2019;365:l1769

that it would be beneficial to encourage different
models of working, such as part time working;
accommodating school holidays; maternity,
paternity, and adoption leave; and job shares. It’s
also vital to challenge assumptions: male leaders
must be willing not only to tackle their own
biases, but those of the people around them.
So far, the reaction to the report has been
extremely positive. We have noticed a real
appetite for change and an underlying frustration
that the system, as it currently works, is not fair
for women. Senior male leaders in healthcare,
who hold a great deal of power and privilege, can
and should offer their allegiance to those who
may benefit from it.

L

eaders of public healthcare
systems have to make
tricky decisions about
prioritising resources,
and they need public and
professional engagement for this
diﬃcult role. Even a deluge of extra
funding, after a relative drought,
wouldn’t magically wash away this
need, but a recent report by the
Medical Technology Group left me
wondering whether England’s NHS is
getting it right.
The report examined rationing of
elective cataract surgery using data
from freedom of information requests
sent to clinical commissioning groups
in England. In total, 104 groups
included elective cataract surgery on
their list of “procedures of limited
clinical value.” Of these, 76 used
a “visual acuity threshold” before
patients could be considered for
surgery, meaning the procedure is
considerably delayed or not currently
oﬀered.
In response to the report, NHS
Clinical Commissioners said that its
member organisations had to make
“tough choices”: implementing
the NICE guidelines was “not
mandatory.” But cataract surgery is
not high cost per patient (although
around 400 000 people a year
undergo it)—the NHS tariﬀ
prices it at £667 to £1363.
Delays in cataract surgery
have been shown to increase
the risk of falls and injuries,

which carry their own costs to
patients and services.
NICE guidelines don’t advocate
restricting cataract surgery on the
basis of visual acuity, and the Royal
College of Ophthalmologists has
criticised using such thresholds
to decide rationing. NICE’s
recommendations can be challenged
by judicial review, and CCGs can be
challenged in the courts for failing to
provide NICE standards of care.
The policy emphasis on “value
based” healthcare is growing, where
value is defined in terms of spending
on outcomes that matter to patients.
But in many treatments or services,
we haven’t consistently studied,
measured, or described the outcomes
that matter to patients, so we lack the
tools for the job.
We haven’t seen enough political
accountability, public consultation,
or oversight in rationing decisions.
For elective procedures—which
don’t always oﬀer the degree of
benefit patients hope for but can also
transform their lives—we surely have
to have informed, shared decision
making based on conversations with
individual patients, not the crude
mechanisms of blanket bans and
arbitrary cut-oﬀs.
David Oliver is a consultant in geriatrics
and acute general medicine,
Berkshire
davidoliver372@
googlemail.com
Cite this as: BMJ 2019;365:l1734

We haven’t
seen enough
political
accountability
for rationing
decisions

Sam Allen is the chief executive at Sussex Partnership
NHS Foundation Trust and chair of the Health and Care
Women Leaders Network at NHS Employers
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LATEST PODCAST

Evidence versus experience

M

ost doctors would
like to think that they
practise evidence
based medicine, but
it’s diﬃcult to avoid
being biased by our own experience.
In 2014 NICE published guidance for
primary prevention of cardiovascular
disease. It suggested we oﬀer lipid
modification therapy (in other words,
statins) to patients with a QRISK2 score
greater than 10%. This is equivalent to an
estimated risk of having a stroke or heart
attack of more than one in 10 over the
next decade.
At an update meeting I attended a few
months later, the audience of about 150
GPs was asked whether we were oﬀering
statins accordingly to most of our older
patients. Some doctors raised their hand,
but certainly less than half. The next
question was more revealing: how many
of us would take a statin if our QRISK2
score was just over 10%? Very few hands
stayed in the air.
I repeated this story to a cardiologist,
who opined that there would be no point
in asking a group of his colleagues, as
they were all taking statins already. I have
no way of knowing whether that’s true,
but it occurred to me that, although both
groups of professionals have access to
the same evidence, we have very diﬀerent
experiences of patients. In a GP surgery we
hear many complaints of aching muscles
and disturbed sleep that patients
attribute to their statins. What we
don’t see, by definition, are the
heart attacks prevented.

I also need to
guard against
letting my own
personal dislike of
taking medicines
creep into the
consultation

By contrast, cardiologists spend
much of their professional lives treating
patients with clogged-up coronary
arteries who might have avoided this
condition if they’d taken a statin sooner.
We have to be aware of our biases. I
know that I’m sceptical about extending
statin use and about the increasing
medicalisation of older people just
because their age puts them at risk. I also
need to guard against letting my own
personal dislike of taking medicines
creep into the consultation.
My discussions with patients about
cardiovascular risk have evolved to
focus on physical activity, weight,
and smoking. QRISK and statins get a
mention, and I try hard to summarise the
evidence, including the numbers needed
to avoid an adverse outcome.
As scientists we’re all empiricists,
basing our beliefs on observations.
However, when the evidence is
conflicting, sometimes what we’ve
experienced ourselves, or what we’ve
seen our patients experience, carries
more weight than a meta-analysis
we read last week. One unexpected
diagnosis can skew our investigations
and referrals for months, even though
the likelihood of it turning up again
hasn’t increased. These reactions are
normal and probably unavoidable,
which is why self scrutiny—asking “what
could be aﬀecting my decisions?”—
is so essential.
Helen Salisbury is a GP in Oxford
helen.salisbury@phc.ox.ac.uk
Cite this as: BMJ 2019;365:l1772

Capital punishment, my sixth
great grandfather, and me
In this latest podcast, J Robert Sneyd talks about
a recent essay he wrote on judicial killings then
and now—the “then” being what happened to
Sneyd’s sixth great grandfather, and the “now”
being how the US executes people on death row.
As Sneyd explains, his ancestor, Dr Archibald
Cameron, “was a Jacobite and an associate
of Bonnie Prince Charlie. He was betrayed
and subsequently tried and convicted of high
treason, for which the penalty was a mandatory
death sentence. It was pretty gruesome, but
fairly standard for the time. He was hanged for
20 minutes, cut down and beheaded, and then
his heart was cut out and burnt.”
For Sneyd, finding out his ancestor’s history
spurred him to action: “I’ve always been
opposed to the death penalty but it’s been in
a rather abstract way. Learning that one of my
ancestors had been executed by the state in a
horrific manner didn’t change my thinking. But
I think it helped me in my own decision making
process to get more involved and to support
those opposed to executions in the US.”
In his case, getting involved meant acting
as an expert witness in a US court to try to
prevent an execution by lethal injection. “The
anaesthetic drug was etomidate and what was
unusual was that, until this point, etomidate
had never been used for execution or attempted
execution.” Sneyd explains how this represents
“a complete change in pharmacological
approach to the killing process” and underlines
the uncertainties involved “since we have no
experience of these doses and we don't know
how long the procedures are going to last.”
This is just one strand, he says, “of the
complex set of arguments” that show how
the “execution system is likely unsafe, likely
inhumane, and certainly unethical.”
Catch up on all of The BMJ’s latest
podcasts at bmj.com/podcasts
Edited by Kelly Brendel, assistant web editor, The BMJ
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FOOD FOR THOUGHT

Making nutrition guidelines fit for purpose
Guidelines must ask the right questions and incorporate complexity to improve their relevance
and quality, argue Lisa Bero and colleagues

D

ietary risk factors are
the leading contributors
to the global burden of
disease.1 But what we
choose to eat also aﬀects
the health of the planet.2 Nutrition
guidance therefore serves multiple
purposes, including promoting
health and wellbeing, maintaining
adequate nutrition, combating dietary
excesses and imbalances associated
with non-communicable diseases,
and protecting sustainable food
systems. However, existing nutritional
guidelines often do not consider the
right questions or fail to take full
account of available evidence because
they rely on methods borrowed from
other fields. We need diﬀerent types of
evidence informed nutrition guidelines
to tackle these unprecedented
challenges to population health.3

Unsuitability of current approaches
The current approach to developing
nutrition guidelines has been adapted
from established methods for clinical
practice guidelines and was not created
with nutrition questions and evidence
in mind.4 Although these methods are
applicable to some types of nutrition
guidelines, such as setting dietary or
nutrient reference intake values, they
are unsuitable for food and diet based
guidelines for several reasons.5-7
Important questions related to
nutrient interactions, dietary patterns,
or food systems are studied mostly

Most nutrition
systematic
reviews relate
to studies
of specific
nutrients
rather
than foods
or dietary
patterns

KEY MESSAGES
• Methods for developing clinical practice
guidelines are not suitable for nutrition

• The nutrition questions that need to be answered,
rather than the availability of evidence, should
drive nutrition guidance
• Logic models and theory should be used to
develop questions for review, identify and
evaluate the most suitable types of study, and
formulate recommendations
• Innovation in evidence synthesis methods will be
needed to assess properly the relevant evidence
the bmj | 20-27 April 2019

using observational designs rather
than the randomised controlled trial
that predominates in clinical studies.
Rigorous guidelines are usually
underpinned by a systematic
review of available trials, and
although review methods have also
been evolving, they are optimised
for randomised trials of single
component interventions. Most of
the nutrition guidelines and policy
statements in the World Health
Organization’s e-Library of Evidence
for Nutrition Actions (eLENA)
database of systematic reviews and
the Cochrane Library relate to single
nutrient interventions, which can be
evaluated by randomised trials.10 And
the majority of nutrition systematic
reviews in the Cochrane Library relate
to evidence derived from studies of
specific nutrients rather than of foods,
dietary pattern, or food systems.11
As well as availability of evidence,
selection of topics for systematic
reviews may be aﬀected by reviewers’
interest in narrower, clinical topics.
A critical step to including
observational studies in the
systematic review process is assessing
risks of bias. Tools for assessing
human observational studies
of exposure eﬀects need further
development.12 13 Stakeholders from
the nutrition field, including nutrition
researchers and policy makers,
should be involved in evaluating and
achieving consensus on the most
suitable tools for nutrition research.
The last crucial steps in guideline
development are rating the certainty
of the evidence and formulating
recommendations based on the
evidence and other considerations.
Methods such as GRADE (Grading
of Recommendations, Assessment,
Development and Evaluation) are
used infrequently, although guideline
developers are starting to adopt
this approach.4 But these methods
typically rate randomised trials as
higher quality than a body of evidence

consisting of other study designs,
which means the recommendations
for broad nutritional interventions
are likely to be less strong than those
focused on narrow questions studied
with randomised trials.

Skewed evidence
Because recommendations are based
on a body of evidence, they are
heavily influenced by the availability
of research on particular topics,
which, in turn, is influenced by
funding sources. A recent scoping
review examined original research
and systematic reviews that assessed
corporate influence on research
agendas across diﬀerent fields.15 The
review found that industry tends to
prioritise lines of inquiry that focus
on products, processes, or activities
that can be commercialised and
marketed. For example, randomised
trials sponsored by the food
industry were more likely to test
an intervention that manipulated
a particular nutrient than trials
with other sponsors.16 This could
allow food companies to market
manufactured products containing
certain nutrients as beneficial to
health. Additional studies in the
scoping review analysed internal
industry documents from the
tobacco, alcohol, sugar, and mining
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industries. These highlighted the
strategies used to reshape entire fields
of research,15 including establishing
research agendas that support
industry policy positions, distract
from research on harms of products,
and protect industry from litigation.
For example, over 40% of Coca-Cola
funded projects focused on physical
activity, suggesting that the company
attempted to shift attention from the
role of sugary drinks in obesity to the
role of sedentary behaviour.18 19
Nutrition researchers10-23 and
organisations such as Cochrane11 are
calling for reform of conventional
evidence synthesis and translation
approaches so they are better able
to overcome limitations in available
evidence and include evidence
relevant to modern nutrition
problems. Below we give two
examples of reforms in public health.

Incorporating complexity into
systematic reviews
Recent work on incorporating
complexity into systematic reviews
and guidelines will help to inform
work in nutrition, particularly
food and diet based guidelines.24
Taking a “complexity perspective”
involves considering theory of
change, causal pathways, complex
systems properties, and context
when conceptualising a review and
when interpreting the evidence and
formulating recommendations.25
Nutrition recommendations should
be framed in a broader context
than clinical recommendations,
emphasising equity, human rights,
and sociocultural acceptability
as well as the benefits and harms
of an intervention.26 Qualitative
evidence can be synthesised to
inform critical considerations such as
acceptability and feasibility of complex
interventions.27
Context is especially important
when developing nutrition guidelines
because of the diversity of purposes,
exposure types, and intervention
targets.
Advances in environmental
health guidelines
Environmental health science, which
synthesises evidence to assess harms
of environmental exposures, faces
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similar challenges to nutrition.32
Randomised trials of exposure to
environmental risks are not available,
and evidence syntheses must use
data from observational human,
animal, and in vitro mechanistic
studies. In addition, environmental
exposures are inherently complex
and inter-related, making a
randomised trial of a single chemical
uninformative as well as unethical.
Environmental health researchers
are innovating systematic review
methods to evaluate and synthesise
evidence from multiple data
streams.32-35 Such integrative
approaches may be useful for
complex nutrition questions such
as how evolutionary changes in
animal diets aﬀect health outcomes.36
GRADE is being modified for
application to environmental
health topics.37 For example, some
frameworks for assessing research
on environmental hazards start
with an initial higher rating for
observational studies than GRADE
would apply.38 Importantly, the
process for formulating the research
questions is based on criteria such as
priority and uncertainty rather than
the availability of certain types of
evidence or the methods needed to
synthesise it.34

Putting the horse before the cart
The selection and evaluation of
evidence for nutrition guidance
are currently being driven by the
methods for evidence synthesis
rather than the questions that need
to be answered. This is analogous
to putting the cart before the
horse; narrow questions studied
with randomised trials are driving
the development of guidelines
rather than the complex nutrition
problems that need to be solved to
improve nutrition.
We believe this problem can be
tackled by using theory and logic
models to drive the development
of nutrition guidelines. They can
be used to strategically guide
formulation of the research
question(s), to hypothesise causal
mechanisms, to identify the methods
that best measure the hypothesised
causal mechanism, and for evidence
synthesis and translation.39

The cart is
being put
before the
horse: narrow
questions
studied with
randomised
trials are
driving the
development
of guidelines

Formulate the research question
The first step in the development of
nutrition guidance is to formulate
research questions in relation to the
type of nutrition exposure (nutrient,
food, dietary pattern, food system, or
interactions of these) or intervention
target and health outcome. Questions
related to nutrition exposure typically
assess associations (eg, is energy intake
associated with obesity?) whereas
questions about interventions typically
assess causality (eg, does menu
labelling reduce food consumption?).
These questions will then dictate
the types of evidence that must be
considered to answer the questions.
Use theory to hypothesise
causal mechanisms
Building a logic model based on
nutrition and health promotion
science theory can help identify the
causal mechanisms that need to be
studied to answer a particular set of
nutrition questions. For example,
building a logic model to examine
the question, “How can we improve
the nutritional quality of the food
supply and change consumer demand
patterns to benefit population health,
particularly obesity?” led to a series
of systematic reviews of diﬀerent
strategies.39 Comparative studies
of other species can also contribute
theory for structuring research into
the complex relationships between
humans and food environments.36
20-27 April 2019 | the bmj

with the exposure or intervention.
Narrow, nutrient specific questions
can be examined with randomised
trials whereas broader dietary
pattern questions will usually
require observational study designs.
In addition, animal studies can
provide mechanistic information or
provide data on diet interactions with
the environment.

Nutrition and health promotion
science can provide theoretical
insights to hypothesise the causal
mechanism linking a nutrition
exposure or intervention to a health
outcome. Nutrition interventions
can target downstream (treatment),
midstream (prevention), or upstream
(promotion) factors for a particular
nutrition problem. For instance,
interventions to reduce obesity could
focus on gastroplasty (downstream),
dietary behaviour (midstream), or
social circumstances (upstream).
Health promotion science theory can
help explain the nature and scope of
the relations between these nutrition
interventions and health outcomes.
Describing the potential causal
relations can guide the development
of questions to examine diﬀerent
parts of the model.

Identify the type of evidence
that should be included
The questions developed from
the logic model will then drive
the selection of evidence for the
systematic reviews. What constitutes
the best evidence varies with the
question being asked, and multiple
types of evidence may be needed.45 46
The method selected to assess the
hypothesised causal mechanism
will be the one best able to account
for the particular exposure type
or intervention, as well as the
contextual characteristics associated
the bmj | 20-27 April 2019
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Synthesise the evidence
The challenge for guideline
developers is to synthesise evidence
from these diﬀerent evidence streams,
as sometimes done in environmental
health. For example, to examine the
eﬀect of perfluorooctanoic acid on
fetal growth systematic reviewers
used predefined structured methods
for integrating human and nonhuman evidence from diﬀerent
systematic reviews and linked these
to describing the strength of the
evidence.48
For public health guidelines
examining broad questions for
which the evidence comes from
observational data, new ways of
rating the evidence need to be
considered that acknowledge factors
such as generalisability and relevance
for translation into practice.49 50 This
means that observational studies
might start out with a higher rating
if they are the best fit for answering a
question within the logic model. For
example, a process such as GRADE
could be modified to initially assign
a “moderate” rather than “low”
quality rating to human observational
evidence, upgrading or downgrading
based on predefined criteria relevant
to the specific type of study.32
Other structured processes such
as the Hill criteria, navigation guide,
and US National Toxicology Program
methods have also been proposed for
rating the quality of diverse types of
evidence.51 The main value of these
approaches is that the judgments
used to make recommendations are
systematic and transparent.
Influencing policy
Systematic reviews are increasingly
used to inform policy related to health,
criminal justice, social welfare, and
environmental risks.35 52 However,
opposition to using systematic

reviews is persistent and often led
by commercial organisations. For
example, drug companies have paid
authors to criticise systematic review
methods or challenge specific reviews
and erroneously suggested that
using evidence limits decisions and
personal choice.52 53 These criticisms
can discourage policy makers from
using systematic reviews of drug
eﬃcacy and safety to inform decisions.
Mislabelling poorly conducted and
methodologically unsound reviews
as “systematic” also increases policy
makers’ distrust.54
Some countries now require
systematic reviews to support
claims about the health benefits of
foods55 and for environmental risk
assessments.51 Commercial interests
then produce systematic reviews that
meet regulatory requirements but not
high methodological standards.54 The
resistance to using systematic reviews
as an evidence base for nutrition
guidelines may be particularly hard
to overcome because of the well
documented industry influence
on nutrition evidence. Systematic
review methods may be unfamiliar
to nutrition policy makers and the
questions addressed by existing
systematic reviews may not be
relevant to them.
Our proposed approach to
developing nutrition guidelines
oﬀers solutions to enhance the use of
systematic reviews. Using theory and
logic models to drive the development
of nutrition guidelines is a way to
incorporate policy makers’ input
early in the process of formulating
questions and systematic reviews.
Training policy makers, researchers,
and nutrition scientists in systematic
review methods can enable them
to identify reviews that have high
methodological standards. Lastly,
transparency about industry influence
in the production or evaluation of
systematic reviews can enable policy
makers to detect trustworthy reviews.
Although innovation is needed
to fill some of the gaps in evidence
synthesis methods, our approach
will make the reviews underpinning
nutrition guidelines more rigorous,
transparent, usable, and relevant.
Cite this as: BMJ 2019;365:l1579
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WHO CARES FOR THE DOCTORS?

NHS can reverse bad decisions

LETTER OF THE WEEK

Hospitals are communities
that need rebuilding
The Nuffield Trust summit’s
suggestions of how the NHS can
support doctors are pertinent to the
current situation, where staff retention
is a problem and will become more of
one with Brexit (Workforce, 23 March).
An apprenticeship model isn’t a
bad idea in surgical practice; loss
of “the firm” has been a key cause
of disconnect between junior and
senior staff, where the feeling of being
unsupported seems to be rampant.
Loss of the apprenticeship model
in any form is hard to understand
considering the UK government is
encouraging apprenticeships in other
civil service reforms of allied health
professionals.
The greater centralisation of hospital
services into ever larger units has
also contributed to this disconnect.
The service managers who design
hospitals, wanting to replicate Toyota’s
success, have ignored that hospitals
are communities, not manufacturing
plants where individuals are there to
perform a specific task, disconnected
from frontline services. The loss of the
doctors’ mess, the sitting room for
nursing staff, and a specific canteen
(away from the public eye) have eroded
this sense of community.
Bringing some of these back—and
even enabling teams to sit down
with a cup of tea to discuss the daily
chores—might foster a better working
relationship and help team members.
Niak-Puei Koh, orthopaedic locum appointed
for training year 3, East Kilbride
Cite this as: BMJ 2019;365:l1715
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Elton identifies five organisational factors
contributing to physician burnout (Essay,
16 March). Sending foundation doctors
all over the country on short rotations is a
consequence of the disastrous Modernising
Medical Careers initiative. To preserve
standards, the royal colleges prioritised the
defence of higher specialist training and
took its eye off the foundation programme,
which eliminated six month locally organised
rotations. There is no reason why this cannot
be reversed.
Living off-site with no doctors’ messes,
working solo shifts rather than on-call shifts
as part of a team, and loss of the “firm”

The NHS has a duty of care to its
carers. It turned house doctors
into rootless shift workers
structure are consequences of the European
Working Time Regulations. When these
lapse, we can return to the best bits of the
old system, at the cost of a few more hours.
The NHS has a duty of care to its carers.
It turned house doctors into rootless
shift workers. That so many have quit is
not surprising, but the solutions are not
impossible.
John Black, former president, Royal College of
Surgeons
Cite this as: BMJ 2019;365:l1716

CRIMINALISATION OF UNINTENTIONAL ERROR

Balancing patient compensation
and doctor protection

Three days after online publication of
Ameratunga et al’s paper about the
criminalisation of unintentional errors
in healthcare another Boeing 737 Max
crashed (Analysis, 9 March). Governments
have grounded the Boeings and are
studying them to identify corrective
actions. No need for criminal justice—just
a need to understand.
When unintentional medical errors
cause adverse events, however, we
question whether they were excusable.
A human error on a flight elicits analysis
of proceedings; the same error in
an operating room triggers criminal
proceedings. There’s more forgiveness in
the sky than on Earth.
In 2017, Italy prohibited the punishment
of physicians for making errors when they
have followed the guidelines, and the
burden of compensation was shifted to
hospitals. Only by reconciling patients’
need for compensation and practitioners’
need for protection can we ensure safety:

this is the key to an effective clinical risk
management programme.
Giuseppe Vetrugno; Federica Foti; Angelico
Spagnolo; Fabio De-Giorgio, forensic pathologists,
Rome
Cite this as: BMJ 2019;365:l1717

Overhaul the UK judicial system
Ameratunga et al call for legal reform akin
to New Zealand. Compare and contrast the
cases of paediatrician Hadiza Bawa-Garba
and Andrew Hill, the pilot whose errors led
to the deaths of 11 men in the Shoreham
Airshow.
The serious incident report into the
death of Jack Adcock is contradictory,
stating that the “the medical staffing
levels were within normal limits” yet also
that staffing levels should be reviewed.
The Air Accident Investigation Bureau
report into the Shoreham Airshow
concludes that pilot error was the cause
without stipulating blame. All NHS trusts
could learn from the exemplary neutral
language of this report.
The UK judicial system needs to
overhaul its use of gross negligence
manslaughter in cases of unintentional
error. What Ameratunga et al and the
Shoreham Airshow trial have shown is that
the criminalisation of unintentional error
is not in the public interest. The law needs
reform.
David J Nicholl, consultant neurologist, Birmingham
Cite this as: BMJ 2019;365:l1718
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HIGH SENSITIVITY CARDIAC TROPONIN ASSAY

Laboratory tests seldom
give certainty
The use or overuse of diagnostic
testing is a question for our
time, as ever more novel
biomarkers are at our disposal
(Research, 16 March).
Inferring certainty of
dichotomous classification
into normality or abnormality
from laboratory testing—
in deference to the low
analytical error rate of
biochemistry—is tempting.
As such, the positive predictive
value of a test is often greatly
overestimated. Health, however,
may be considered a relative
rather than absolute state.

Clinicians operate in shades of
grey.
Each test we use should
be performed on the
understanding that it shifts the
pre-test probability of having
an illness, as it seldom gives
absolute certainty one way or the
other. Mariathas et al's paper
neatly draws attention to this fact.
Martin B Whyte, clinical senior lecturer,
Guildford
Philip Kelly, consultant physician,
London
Cite this as: BMJ 2019;365:l1719

Too much of a good thing
When conventional troponin
testing was introduced it helped
rapid, accurate diagnosis

or exclusion of myocardial
infarction. But the newer high
sensitivity assays have traded
specificity for sensitivity and
have paradoxically increased
overall health costs because of a
rise in hospital admissions and
interventions.
Interpretation of raised
levels of troponin from a high
sensitivity assay in the context
of clinical presentation and
use of pre-test probability is
good in theory but is inevitably
subjective. Thus, it exposes
clinicians to considerable
medicolegal risk if they ignore
raised troponin levels in
patients with a high mortality
risk.

BUREAUCRACY IN RESEARCH

THE SURGEON AS PUPPETEER

A tale of seven
electrocardiographs

Puppetry of modern
operating theatres

Picture a small hospital room
crammed with seven almost identical
electrocardiographs. Each provides
typical electrocardiograms to measure
electrical abnormalities of the heart. Each
was procured for a specific clinical study
and can be used for only that purpose.
None provides any more information
than the state of the art machines used
throughout the hospital for the routine
care of patients. Every time a new
piece of equipment is brought into the
hospital, trial approval is delayed by at
least a month as the hospital’s clinical
governance processes engage with
biomedical engineering, infection control,
and the rest.
This exemplifies the bizarre
bureaucracy that pervades the sector, as
discussed by Rule and LeGouill (Personal
View, 16 March).
Regulators around the world need to
provide sensible guidance to companies
trying to bring new drugs to market.
Innumerable patients have benefited
from the development of drugs as the
result of carefully conducted clinical
trials. But multiple layers of research
bureaucracy are strangling the system.
It’s time for urgent action.

The idea of the surgeon as puppeteer
may be overly simplistic (The Big
Picture, 16 March). The strings of
Japanese Bunraku puppetry and
surgical suturing are visible, whereas
the strings of the puppetry that drives
the safe and effective functioning
of modern operating theatres are
hidden and handled by all in the wider
multidisciplinary team. These are
interpersonal strings, which are just as
prone to snapping, fraying, or tripping
up the unwary. Human factors can place
these moving strings under tension,
affecting the ease of team interactions
and thus the quality of patient care.
Staff morale is wavering widely
across the NHS, and public perception
is highly sensitive to journalistic
imagery. We need to replace caricatures
with messaging that better promotes
public understanding and appreciation
of the intricate interplay between
surgeons, anaesthetists, operating
department practitioners, nurses, and
other allied healthcare staff that direct
the coordinated motion of patients
throughout their surgical journey.

John R Zalcberg, chair, Australian Clinical Trials
Alliance

Mark Davies, consultant in anaesthesia and
perioperative medicine, Liverpool

Cite this as: BMJ 2019;365:l1720
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Emmanuel Okenyi, academic foundation year
2 doctor, Liverpool

This cohort study adds
weight to the suggestion that
the cheaper conventional
troponin assays should be
used in most settings except
in evaluating chest pain in
cardiac units and emergency
departments.
Use of a less sensitive test in
clinical practice is not without
precedent. Ultra-sensitive
prostate specific antigen tests,
for example, are not widely
used in the NHS because they
do not provide substantial
additional clinical value in most
patients.
Santhanam Sundar, consultant
oncologist, Nottingham
Cite this as: BMJ 2019;365:l1640

CRYING AT WORK

Crying is an acceptable way to manage
emotional stress
Should doctors be able to cry at work (Doctors’ Wellbeing,
2 March)? Displays of emotional intelligence improve the
doctor-patient relationship, and surely the ability to know
when it is appropriate to cry at work is a sign of emotional
intelligence? If doctors should be suppressing emotion
around their patients, the “doctoring” might as well be
done by robots.
The emotional pressure on junior doctors is so far
beyond that of people at similar stages in other careers.
Very few other careers expose young adults, new to
their profession, to situations where emotions are as
heightened as they are with, for example, a family at
the bedside of a patient dying of cancer. Crying is an
appropriate response and an acceptable way to manage
negative feelings. If handled poorly, negative emotions
can negatively affect clinical decision making and patient
satisfaction.
If we stop our doctors from being able to cry, a natural
release of emotional stress, are we pushing them towards
dropping out and leaving medicine all together?
Isobel Phillips, foundation doctor, Llantrisant
Cite this as: BMJ 2019;365:l1642
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OBITUARIES
Anthony James Jones

Geoffrey Spencer

James Herbert Sydney Wakelin

Consultant obstetrician
and gynaecologist (b
1945; q Welsh National
School of Medicine
1969; FRCOG), died
from lung cancer on 24
October 2018
Anthony James Jones
(“Tony”) was appointed consultant in obstetrics
and gynaecology at the South Tyneside District
Hospital in South Shields in 1980; his special
interest was in infertility and gynaecological
endocrinology. He was head of obstetrics
and gynaecology and clinical lead from 1993
to 2001. He worked as a full time consultant
in the NHS until he retired in 2005. He was
district tutor and regional adviser to the Royal
College of Obstetricians and Gynaecologists
and chairman of the deanery specialist training
committee. He was the first clinical director of
the directorate of the postgraduate training
institute of medicine at his trust and an active
member of the Ospreys Gynaecological Society.
Tony leaves his wife, Jo; two children; and two
grandsons.

Consultant anaesthetist
(b 1929; q St Thomas’
Hospital Medical School,
London, 1954; OBE,
FFA RCS), died from
vascular dementia on
12 September 2018
Geoffrey Spencer was the
inspiration and driving force behind the Lane
Fox Respiratory Unit at St Thomas’ Hospital in
London. He was a consultant anaesthetist at St
Thomas’ Hospital from 1965 to 1995, founded
its intensive care unit in 1966, and, in 1968,
established the Phipps Respiratory Unit at the
South Western Hospital, which moved to St
Thomas’ Hospital in 1989. In the 1970s, Geoffrey
cofounded Refresh, a charity dedicated to
providing holidays for severely disabled people,
including those who required mechanical
ventilation. He was awarded the OBE for services
to disabled people in 1981. He managed Refresh
for the first 20 years of his retirement. Having
had failing eyesight for some years owing to
vitelliform dystrophy, he died at the age of 89.
He leaves his wife, Felicity, and two children.

General practitioner
Mid Glamorgan (b 1925;
q Cardiff 1948), died
from caecal carcinoma on
18 January 2019
James Herbert Sydney
Wakelin (“Jimmy”)
served as squadron
leader in the Royal Air Force at St Athan from
1948 to 1950. As a house surgeon at the East
Glamorgan Hospital, he met his future wife,
Gloria, a newly qualified state registered nurse.
He practised as a GP in Church Village, near
Pontypridd, and took pride in caring for his
local community, especially giving maternity
care to women he had delivered as babies. He
was an early advocate of vocational training
and, inspired by the Nuffield programme,
became one of the first course organisers
in the region and the lead for postgraduate
education. He enjoyed gardening and golf.
Jimmy leaves Gloria, three sons, a daughter (a
dermatologist), and grandchildren (including
Olivia, who, to his delight, started medical
training in Cardiff last year).

Stephen Orife, Umo Esen

Nicholas Hart, Margaret Brainthwaite

Sarah Wakelin

Cite this as: BMJ 2019;364:l1378
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Bilwanath Chattopadhyay

Roger Crabtree

Donalda M Smith

Consultant medical
microbiologist (b 1939;
q Calcutta, India, 1963;
FRCPath, DCP, DIP,
ABMM (USA)), died from
lymphoproliferative
disorder and ischaemic
heart failure on
30 October 2018
Originally from India, Bilwanath Chattopadhyay
was appointed as consultant medical
microbiologist and director of the Public
Health Laboratory at Whipps Cross Hospital in
1974, offering expert services to patients and
the hospital community. During his 28 year
career he became medical director, published
more than 120 articles in medical journals,
and spoke at international events. He was a
member of several medical associations and a
lifetime member of the BMA. After retiring from
the NHS in 2002 he continued to do private
work until 2014. Bilwanath’s hobbies included
travel, music, photography, and collecting
stamps. He also supported several charities.
He leaves his wife and two daughters.

General practitioner,
educator, and sailor
(b 1948; q Royal Free
Hospital, London, 1977;
DRCOG, Dip Med Educat
Dundee, RCGP Certificate
in the Management of
Drug Misuse), died from
a cerebral haemorrhage on 11 October 2018
Roger Crabtree trained medical students
and GP registrars in his practice in Bishops
Lydeard and was instrumental in forming
the out-of-hours cooperative in the area. On
leaving practice in 2006 he bought Tectona,
an 85 foot gaff rigged ketch built entirely from
teak on a beach in India in 1928. It was used
to help disadvantaged young people and to
teach medical students about recovery from
addiction. Roger collapsed while sailing
in Plymouth Sound. He was able to send a
mayday call and had just dropped the mainsail
and started the engine. He died in hospital two
days later. He leaves his wife, two children,
one grandchild, two brothers, and his mother
(aged 100).

Senior employment
medical adviser
Employment Medical
Advisory Service (b 1927;
q Edinburgh 1950; DObst
RCOG, FFOM RCP, DIH Soc
Apoth Lond), died from
heart disease and old age
on 13 February 2019
Donalda Smith worked at as an accident
and emergency doctor before specialising in
occupational medicine. She was a founder
member of the West Midlands Industrial
Health Service and loved the insights into
life in the Black Country this offered. Donalda
retired in 1992 and visited all the continents
of the world. She also kept up her interest in
the work of her colleagues, played bridge and
golf, and wrote poetry. Predeceased by her
husband in 1980, she died in Cirencester,
Glouctershire, and leaves two daughters, who,
to her disappointment, did not engage with
medical careers, as well as grandchildren and
great grandchildren, for whom there remains
some hope.

Nandini Chattopadhyay

Barbara Crabtree

Sally Hay, Moira Houston
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Mary Warnock
Philosopher and author of the landmark report on
the ethical framework for human fertilisation
Helen Mary Warnock, Baroness
Warnock (b 1924; CH, DBE, FBA,
FMedSci), died on 20 March 2019

On a June day in 1984, Mary
Warnock said she experienced
“a mounting panic.” Princess
Margaret was late to a lunch they
were both attending in Oxford,
delaying it further with requests
for gin and cigarettes. Warnock
had to race to London afterwards
to present her report to Norman
Fowler, minister for health.
The Report of the Committee of
Inquiry into Human Fertilisation
and Embryology (1984) (the
“Warnock report”) set out the
regulatory framework and ethical
consensus that still govern
human fertilisation today. It was
the work of a committee chaired
by Warnock, which had spent
two years painstakingly sifting
evidence from doctors, scientists,
anti-abortion groups, faith
leaders, and many more.
The inquiry was prompted by
new in vitro fertilisation (IVF)
techniques, which led to the

birth of the first “test tube” baby,
Louise Brown, in 1978. Some
were uneasy about the ethics
of IVF, and by 1980 MPs were
lobbying for an inquiry.
Civil servants were quick to
choose Warnock as chair. They
wanted an outsider, with no
connections to reproductive
medicine, and she was an
Oxbridge philosopher with a
formidable intellect and an
ability to form precise, clear
views. She described herself as
having a “useful ignorance” and a
practical approach. She was also
an exceptional listener, able to
draw people out, while keeping to
a strict timetable.
The report made 64
recommendations, prominent
among which was that a human
embryo should not be kept alive
for research beyond 14 days.
Warnock drew on the expertise
of Anne McLaren, a leading
geneticist, who explained
this was the beginning of
gastrulation, when the embryo’s
cells begin to diﬀerentiate. Before

Lady Margaret Hall in Oxford. In
1944 she signed up to join the
Auxiliary Territorial Service but
changed her mind, volunteering
to become a teacher, which was
a reserved occupation. It was at
Sherborne School for Girls that
she discovered a lifelong passion
for teaching.
In 1949 she married the
philosopher Geoﬀrey Warnock.

that date there was no vestige
of a central nervous system and
therefore no possibility of the
embryo suﬀering. A secondary
argument was that up to 14 days,
it was possible for the embryo to
split in two, making it diﬃcult
to argue it was “one identifiable
human being.”
Warnock acknowledged that 14
days was quite arbitrary, but said
a line had to be drawn. The law
required precision, and a simple,
clear deadline would be likely
to succeed. The report, which
also covered matters such as
counselling for infertile couples,
anonymity for sperm donors,
and storing embryos, gave rise
to the 1990 Human Fertilisation
and Embryology Act and the
establishment of the Human
Fertilisation and Embryology
Authority.
Warnock became a life peer
in 1985 and continued to take
an active part in debates about
fertility and genetics in the House
of Lords. She was delighted to
have twin great grandchildren
born with the aid of IVF, in 2018.

Early life
Warnock (née Wilson) attended St
Swithun’s School in Winchester
but in 1940 moved to Priors Field
School for a year, where she won
a scholarship to study classics at
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Warnock was
delighted to
have twin great
grandchildren
born with the aid
of IVF in 2018
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A public figure
Warnock taught philosophy at St
Hugh’s College in Oxford and one
day sat next to a producer from
the BBC’s Third Programme, who
invited her and Geoﬀrey to join a
“philosophical quartet” to debate
on the radio.
In 1966 she was invited to
become the head of Oxford High
School, where she stayed until
1971, when Geoﬀrey became
principal of Hertford College.
Warnock wanted to support
him, as well as making time to
write Imagination. She wrote or
contributed to over 20 titles on
existentialism and moral matters,
including fertility treatment and
assisted dying.
Her background in education
led her to chair an inquiry into
the needs of those known at the
time as “handicapped” children.
The report, which came out in
1978, led to the Education Act
(1981) and a fundamental shift
in attitudes, with children with
special needs becoming educated
in mainstream schools.
Warnock was mistress of
Girton College in Cambridge from
1984 to 1991 and then moved
to Wiltshire. She was devastated
when Geoﬀrey died in 1995 and
when her daughter Fanny died
from pneumonia in 2009.
After a stroke in 2018 she
moved into a care home but
discharged herself after a week,
disliking being “looked after.”
She died at home after a fall
and leaves four children, five
grandchildren, and three great
grandchildren.
Penny Warren, London, UK
penny.warren@btinternet.com
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