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Choice led to rise in A&E admissions
Introducing competition into the NHS
in England to drive up quality had
the opposite eﬀect for some elective
procedures, a team of economists from
Surrey and York universities has found.
In a paper presented this week at the
Royal Economic Society’s conference
in Warwick, the authors said that
emergency readmissions after hip and
knee replacements rose after patient
choice was introduced between 2006
and 2008. Greater numbers of emergency
readmissions imply a lower quality of care.
Emergency readmissions after hip
replacements rose by 8.5% and after knee
replacements by 7.7%, the team found
from their analysis of data from hospital
episode statistics. The cost of these extra
admissions was calculated at £45m. But, in
contrast, elective heart bypasses produced
no increase in emergency readmissions.
Explaining these results presented
them with a puzzle, because in general
economists believe that competition
enhances quality by incentivising
improvement. Earlier studies had shown
that the introduction of choice was linked
to lower mortality from heart attacks and a
sharper reduction in heart attack mortality
in hospitals in areas with more competition.
the bmj | 20-27 April 2019

However, patients do not in general
choose hospitals for emergency treatment:
they have the opportunity to choose only
when treatment is elective, so it makes more
sense to try to trace the eﬀects, if any, in
those patients.
The authors argued that the fall in quality
of hip and knee replacements was linked
to hospitals attracting more patients but
accruing additional costs greater than the
patient tariﬀ. In eﬀect, the patients were
treated at a loss, which led to lower quality
care. But, in the case of heart bypasses
the loss was much smaller, which is why
quality there showed no significant change.
These results can be supported by
the economic theory of competition in
healthcare markets, the authors said, when
hospitals face rising marginal treatment
costs and have altruistic concerns, they are
induced into working at a loss.
One of the authors, Giuseppe Moscelli,
said, “Competition in healthcare markets
is not a ‘magic bullet.’ Both economic
theory and empirical studies in the UK
and elsewhere suggest that increases in
competition may improve some outcomes,
worsen others, or have no eﬀect.”
Nigel Hawkes, London
Cite this as: BMJ 2019;365:l1793
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Emergency readmission of
patients who received hip
replacements rose by 8.5% in
England after competition was
introduced to the NHS
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SEVEN DAYS IN
Psychotherapists warn against using “low level” to describe needs of children

Services provided to children and young adults with mental health needs should
not be described as “low level,” psychotherapists have said after comments by the
children’s commissioner.
A report by Anne Longfield, published this week, found that just over £14 a child
is spent on preventive “low level” mental health support, and that over a third of
areas are seeing a cut in spending.
Nick Waggett, chief executive of the Association of Child Psychotherapists, said
it welcomed the report, which provides further evidence that young people with
anxiety, depression, and other mental health conditions face a postcode lottery
when seeking treatment. But he added, “We caution against the use of the phrase
‘low level’ in relation to the difficulties that are being seen in primary care.” Mild
presenting symptoms may mask underlying problems that need specialist services,
he said. “If these needs are not met with effective early intervention then difficulties
can quickly escalate with serious costs for the individual, their family, schools,
emergency departments, and inpatient care.”
Ingrid Torjesen, London Cite this as: BMJ 2019;365:l1780

Data breaches

Company is fined £120 000
for maternity clinic film

The TV company True Visions
Productions (TVP) was fined
£120 000 by the Information
Commissioner’s Office for unfairly
and unlawfully filming patients at
an Addenbrooke’s Hospital clinic
for women worried about their
pregnancy in 2017. Although
TVP had the Cambridge trust’s
permission to film for a Channel 4
documentary on stillbirths, it
did not give patients enough
information or get adequate
permission. Filming stopped after
negative publicity and resumed
using different techniques. The
documentary was shown last
October.

Personal data breach:
Bounty UK fined £400 000

Bounty UK, a pregnancy and
parenting club, was fined
£400 000 by the Information
Commissioner’s Office for illegally
sharing personal information
of more than 14 million people.
It collected information for
membership registration using
its website and mobile app,
from merchandise pack claim
cards, and from new mothers in
hospital. It was found to have
breached the Data Protection
Act 1998 by sharing personal
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information with organisations
including Acxiom, Equifax,
Indicia, and Sky without being
clear that it might do so.

A&E

Waiting time performance
hits record low
In March 86.6% of patients
presenting to emergency
departments were seen and

can demonstrate immunity to
measles or document why they
should be exempt. Parents
or guardians of children over
6 months of age are similarly
required to have the child
vaccinated. Those found
unvaccinated could be fined
$1000 (£764). Only two cases
occurred in the city in 2017, but
since last October it has had
285 cases, and neighbouring
Rockland County has had 168.

Assisted death relights
Spain’s euthanasia debate

admitted or discharged within the
four hour target time, figures from
NHS England showed. The annual
figure in 2018-19 was 88%—the
lowest level on record, down
from 88.3% in 2017-18 (second
lowest) and 89.1% in 2016-17
(third lowest).

Overseas news

New York declares measles
public health emergency

New York City’s health
department issued an order
on 9 April for all people living
or working in areas affected by
measles who have not received
the MMR vaccine to be vaccinated
within 48 hours unless they

Spain’s interim prime minister,
Pedro Sánchez (below), has
promised to try to legalise
euthanasia if he wins this
month’s election. The pledge
follows the death of 61 year
old María José Carrasco, who
had multiple sclerosis and was
helped to die by her husband.
Ángel Hernández recorded a
conversation with his wife
in which she confirmed
several times that she
wanted to end her
life. He filmed himself
offering her a glass
containing
sodium
pentobarbital,
as well as the
moment of
her death.

South Korea will reverse
anti-abortion law

South Korea’s 66 year old law
criminalising abortion has been
deemed unconstitutional by its
Constitutional Court. Under the
law women seeking an abortion
can be punished with a year in
prison, although prosecutions
have been rare. Doctors who
provide the procedure can also
be jailed for up to two years. The
government has until 2020 to
amend the law, the court said, at
which point it will be void.

Clinical trials

Cancer patients’ feedback
is unpublished

Over a third (38%) of UK led
clinical trials that collected
patient reported outcome
data from 2000 to 2014 failed
to publish findings on the
experiences of 49 000 patients
with cancer, a study published in
the Journal of the National Cancer
Institute found. The researchers
said that best practice
guidelines—SPIRIT-PRO—
should be used more widely to
ensure patient reported
data are available from
all trials and to hold
to account any trials
where that patient
information is not
shared.
20-27 April 2019 | the bmj
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Badminton players are
warned of eye injuries

Badminton players should wear
protective eyewear and those
with impaired sight or who have
had eye surgery or disease should
avoid the sport, researchers
warned after investigating eye
injuries in 85 players over six
years. Most injuries arose in
doubles matches (73 cases), the
analysis published in the British
Journal of Sports Medicine found.
The study showed 58 hyphaemas,
36 of which progressed to
secondary glaucoma. In 23 cases
the lens was partially dislocated,
two cases showed retinal
detachment, and one injury
resulted in blindness.

Half of patients on statins
miss cholesterol target

Just 49% of 165 411 patients
treated by GPs for raised
cholesterol from 1990 to 2016
achieved the NICE target of at least
a 40% reduction in low density
lipoprotein cholesterol
after two years of treatment,
a study published in
the journal Heart found.
Patients who missed the
target were 22% more likely
to develop cardiovascular
disease in the following six
years than those who responded
well. The findings highlight the
need for personalised medicine
in lipid management for patients,
said the researchers.

NICE guidance

Women “should be able to
self refer” for abortions

Women should be able to book
an abortion directly with clinics,
says draft NICE guidance aimed
at speeding up access. An
assessment should be provided
within a week of requesting an
abortion, and the termination a
week later. Women who have a
medical abortion can take the
second pill, misoprostol, at home,
says the agency’s first abortion
the bmj | 20-27 April 2019

Beware the
shuttlecock: doubles
matches are the
most risky for
badminton players

guidance. It was produced with
the Royal College of Obstetricians
and Gynaecologists and is open
for comments until 31 May.

RCGP

Sultan told to revoke
sanctions on gay people

Helen Stokes-Lampard, chair
of the Royal College of General
Practitioners, has called on the
Sultan of Brunei (below) to revoke
“abhorrent” sanctions on gay
people or have his Companion of
the College honour withdrawn.
The honour was awarded in
2013 for supporting
the college’s work
providing primary
healthcare in
Brunei. Laws that
punish people for
their sexuality with
sentences such as
death by stoning “contravene our
values and everything that the
college stands for,” said StokesLampard.

Conflicts of interest

Memorial Sloan Kettering
Cancer Center rule changes
One of the most famous US
hospitals, New York’s Memorial
Sloan Kettering Cancer Center,
will impose tight new rules on
the corporate ties of doctors after
six months of bad headlines. An
independent review found “a
number of instances of serious
noncompliance with MSK’s
conflict of interest policies.”
Cite this as: BMJ 2019;365:l1782

SIXTY
SECONDS
ON . . .
HOUSEWORK
DO YOU MEAN HOUSE JOBS? WE CALL
IT FOUNDATION TRAINING THESE DAYS
No, I’m talking about all of those domestic
chores that need doing around the house:
cooking, cleaning, laundry . . .

EBOLA
Merck’s
experimental
vaccine, known as
V920, which has
been given
to more than
91 000 people in
the Democratic
Republic of
the Congo, has
been found to

97.5%

be
effective. As at
13 April, 1185
cases have been
confirmed and 737
people have died
from the disease
[WHO]

A WOMAN’S WORK IS NEVER DONE
You may think that you’re joking, but a
study published in JAMA Surgery has found
that doctors who are mothers still do most
of the childcare and housework. A survey
of 1712 members of the Physician Moms
Group on Facebook found that 52% had sole
responsibility for domestic tasks at home.
SO, DR DAD NEEDS TO SMARTEN UP?
Yes, but let’s cut them some slack. While
mothers reported taking on most of the
housework, they said that their other halves
were more likely to do the DIY, finances, and
car maintenance. The authors also said that
one weakness of the study was that spouses
and partners were not surveyed.
CAN WE SWEEP THESE FINDINGS
UNDER THE CARPET, THEN?
Definitely not. The study found that the
number of chores mothers did had a big
effect on how they felt about their job.
Among doctors in procedure heavy, surgical
specialties, being responsible for five or
more domestic tasks made them significantly
more likely to want to change career (55%)
than those who did fewer than five (42%).
BUT THIS IS A US STUDY—SURELY THE
UK IS SQUEAKY CLEAN?
Although this study is based on practising US
physicians, it referred to the European Social
Survey, which found that, in UK households
where both partners worked, women did
more than 15 hours of housework a week,
compared with six hours by men.
WHAT’S THE (CLEANING) SOLUTION?
The authors called for several changes,
including a cultural shift towards viewing
parenting and domestic tasks as a shared
responsibility. Perhaps more realistically, at
least in the short term, the American surgeon
Julie Ann Freischlag wrote in an
accompanying commentary, “The
key to career satisfaction is to
outsource the domestic chores you
do not want to do and to make
your own rules.” So, go on:
hire a cleaner.
Abi Rimmer, The BMJ
Cite this as: BMJ 2019;365:l1775
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Avoid partnering with
alcohol industry on
public health, WHO says
EXCLUSIVE The World Health
Organization will not engage with the
alcohol industry when developing
policy or implementing public health
measures, its staﬀ have been told, and
any government seeking advice from a
collaboration with industry should be
warned of the dangers.
The message that partnering,
collaborating, taking funding, and
even talking with the alcohol industry
is not acceptable has been laid out in
an internal note to WHO staﬀ.
Dialogue and information exchange
“The nature of interaction between
the WHO secretariat and the alcohol
industry should be limited to a
dialogue and exchange of information
for achieving positive outcomes
for public health,” says the email,

seen by The BMJ. “Interaction with
the alcohol industry within a given
framework should not lead to or imply
‘partnership,’ ‘collaboration,’ or any
other similar type of engagement that
could give the impression of a formal
joint relationship, the reason being
that such engagements would put
at risk the integrity, credibility, and
independence of WHO’s work.”
It stopped short of recommending
that other organisations and
governments should follow its policy.
Governments seeking advice
from WHO on the appropriate level
of engagement with the alcohol
industry will be told the decision is
“at the discretion of each member
state,” although the potential risks
of engagement should be pointed
out, WHO staﬀ have been told. These

I hope Public
Health England
reflects on
this carefully
considered
guidance
Ian Gilmore,
University of
Liverpool

Dermatologist wins £6000 and
injunction to remove defamatory blog
A consultant dermatologist
has won £6000 damages
and a High Court injunction
over a blog entitled “Worst
liposuction ever” posted by a
former patient.
Aikaterini Charakida
(below) sued Hollie Jackson
over the blog about the
Vaser liposuction
procedure, carried
out at a private
London clinic.
Charakida also
works as an NHS
consultant.
Jackson did not
acknowledge service of the
claim form and took no part
in the litigation. The judge,
Mr Justice Warby, dealt with
the case without requiring
a hearing. He determined
that five statements in the
blog defamed Charakida.
He did not go on to consider
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whether the statements
were true or false, because
in defamation cases falsity
is presumed and the burden
is on the defendant to prove
the statements are true.
Charakida claimed that
four patients had cancelled
bookings for procedures,
citing the blog.
Warby said she had
made out a case
for damages to be
assessed.
Charakida
alleged in her
court pleadings
that she had sent Jackson a
letter of claim in June 2018
requiring her to remove
the blog, but she had
not responded. The blog
remained online. Warby said
that was suﬃcient to justify
an injunction permanently
banning Jackson from

continuing to publish or
cause the publication of the
words complained of, or
similar words.
He added that he would
set limits on the injunction
which would allow Jackson
to take her complaint to a
court or a health regulator
such as the GMC.
Charakida asked the court
to award special damages for
the financial consequences
of the defamation, on the
basis that there would be
no reasonable prospect of
defending the damages
claim. But Warby said her
case was pleaded far too
vaguely, with a lack of
evidence to justify him in
reaching that conclusion.
But he awarded her £6000
in general damages.
Clare Dyer, The BMJ
Cite this as: BMJ 2019;365:l1766

include conflict of interest and “undue
or improper influence” on public
health work, especially in policies,
norms, and standard setting.
Governments will also be warned
that engagement may be used by the
industry to serve its own interests
with limited or no benefits for public
health; could be conferred as an
endorsement of the name, brand,
product, views, or activity; and
considered as “a whitewashing of the
alcohol industry’s image.”
Several governments and nongovernmental organisations have
been criticised for partnering with
the alcohol industry.

Traffic pollution
is blamed for 12%
of new childhood
asthma cases
Traffic air pollution is responsible for
four million new cases of childhood
asthma every year, says a global study
that links air pollution measures to
incidence of the disease in 125 cities.
On average around one in eight new
child cases is attributable to traffic, but
in Shanghai, one of the worst affected
cities, that rises to nearly half. Of the
10 areas with the highest numbers of
cases, eight are in China; the other two
are Moscow and Seoul.
London is in 35th place, with 29%
of new cases attributable to pollution.
This is slightly lower than in Paris
(33%) and New York (32%). The lowest
rate was found in Orlu, Nigeria, at 6%.

Nitrogen dioxide
The study was carried out by a team
from the US and Canada, led by Susan
Anenberg of George Washington
20-27 April 2019 | the bmj

The Global Fund to Fight HIV,
Tuberculosis, and Malaria has been
criticised for partnering with Heineken
because of a conflict of interest with the
fund’s objective to tackle the burden
of HIV and AIDS and because it gives
Heineken credibility in its marketing to
consumers and legitimacy as a partner
to governments.

Follow the lead
The Global Alcohol Policy Alliance,
a network of NGOs who advocate
evidence based alcohol policies, free
from commercial interests, said that
all global health and UN organisations
should follow WHO’s lead.

University in Washington, DC, and
published in the Lancet Planetary
Health. They used measures of
nitrogen dioxide as a proxy for traffic
pollution, as vehicles are a principal
source, responsible for 80% of NO2 in
urban areas.
Although pollution seems to be
strongly linked to childhood asthma,
the great majority of cases (92%)
occur in areas where NO2 levels are
below the World Health Organization’s
guidelines. Anenberg said that these
guidelines may need revision.
Ploy Achakulwisut, lead author of
the study, said, “Our study indicates
that policy initiatives to alleviate
traffic related air pollution can lead

Last year, Ian Gilmore stepped down
from his role advising Public Health
England because he objected to the
agency’s partnership with the industry
funded charity Drinkaware, which he
argued would undermine eﬀorts to
protect public health. His concerns
were backed by at least 40 health
organisations, including the BMA, the
Faculty of Public Health, and the Royal
Society for Public Health.
Gilmore, director of the centre for
alcohol research at the University of
Liverpool, described WHO’s guidelines
as “an excellent document” which he
hoped would be used as a template by
other organisations and governments.
“I hope that Public Health England
reflects on this carefully considered
guidance,” he said. “I think it says all
the right things and its definitions are
useful. And it is strong on outlining
the risks of improper influence, which
are that engaging could be considered
as conferring endorsement and
whitewashing alcohol’s image.”
Ingrid Torjesen, London
Cite this as: BMJ 2019;365:l1666

to improvements in children’s health
and also reduce greenhouse gas
emissions. Recent examples include
Shenzhen’s electrificiation of its entire
bus fleet (above).”
Matthew Loxham, fellow in
respiratory biology at the University
of Southampton, who was not a
member of the study team, said,
“That air pollution causes adverse
health effects below WHO guidelines,
is beyond doubt. The issue is how
we generate the data to decide what
the guideline levels should be or get
across the message that there is no
appropriate guideline level.”
Nigel Hawkes, London
Cite this as: BMJ 2019;365:l1767

LONDON 35th

is in
cases attributable to pollution
the bmj | 20-27 April 2019

place, with 29% of new

Asbestos expert wins
right to see personal
data held by lobbyist
A leading expert on asbestos related cancers has
won a landmark Data Protection Act claim at the
High Court against a lobbyist who accused him
of giving fraudulent evidence in court cases and
tried to get him struck oﬀ the medical register.
Robin Rudd, a consultant physician
specialising in respiratory
diseases and cancer, has
been an expert witness for
35 years for claimants
seeking damages for
mesothelioma, lung
cancer, asbestosis,
and pleural disease
allegedly caused by
asbestos.

“Great asbestos scam”
John Bridle has spent 50 years involved in
the manufacture and use of chrysotile [white]
asbestos and asbestos cement products. Under the
banner Asbestos Watchdog, he comments on “the
scientific debate regarding chrysotile asbestos”
and “the great asbestos scam.” White asbestos
was banned in the EU in 2005.
Bridle made a complaint to the GMC alleging
that Rudd had falsified the risks to health of
chrysotile asbestos. The GMC dismissed the
complaint, as it did not reach its threshold for
investigation. Bridle also made allegations to
MPs that Rudd was part of a conspiracy with
claimants’ law firms to provide false evidence.
No other complaints
Rudd’s solicitors, Leigh Day, said he had “never
been criticised by any court for the evidence he
has given or had his professionalism or good faith
called into question. Nor has he ever received any
other complaint to the GMC.”
After the complaint, Rudd made a subject
access request to Bridle, requesting the release
of any personal data held on him. Eventually
Bridle’s company released hundreds of comments
about Rudd, many in emails in which names were
redacted. Comments included “Re the quack
Rudd I really hope your plan works” and “It would
also be good if we could get the prosecution of Dr
Rudd running at the same time.”
Mr Justice Warby ordered Bridle to provide the
identities of the redacted names, any information
as to the sources of the personal data, and to pay
costs, which are expected to come to six figures.
Clare Dyer, The BMJ
Cite this as: BMJ 2019;365:l1783
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WHO pulls support
for global move to
plant based foods

T

The diet is
nutritionally
deficient and
dangerous to
human health
Gian Lorenzo
Cornado, Italy’s
UN ambassador

he World Health
Organization has
pulled out of sponsoring
a global initiative
promoting healthier and
sustainable diets across the world
after pressure from an Italian oﬃcial
who raised concerns about the eﬀect
on health and livelihoods.
The event—the launch of the EATLancet Commission on Food, Planet,
Health in Geneva last month—still
went ahead, sponsored by the
government of Norway.
WHO dropped its planned
sponsorship after Gian Lorenzo
Cornado, Italy’s ambassador and
permanent representative of Italy
to the international organisations
in Geneva, questioned the scientific
basis for the diet, which is focused
on promoting predominantly plant
based foods and excluding foods
deemed unhealthy, including meat
and other animal based foods.
Cornado warned that a global
move to such a diet could lead to
the loss of millions of jobs linked
to animal husbandry and the
production of “unhealthy” foods,
and would destroy traditional diets
that are part of cultural heritage.

THE EAT-LANCET COMMISSION
* Recommends a diet consisting largely
of vegetables, fruits, whole grains,
legumes, nuts, and unsaturated oils, a
low to moderate amount of seafood and
poultry, and no or a low quantity of red
meat, processed meat, added sugar, refined
grains, and starchy vegetables.
* Outlines a hierarchy of policy levers to drive
uptake of this diet, from “soft” levers, such as
providing consumers with information followed by
guiding their behaviour through incentives and
disincentives, to “hard” levers restricting and finally
eliminating dietary choices.
* It says, “Hard policy interventions include laws,
fiscal measures, subsidies and penalties, trade
reconfiguration, and other economic and structural
measures. Too often policy remains at the soft end
of the policy ladder.”
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The initiative “urging for
a centralised control of our
dietary choices” risked “the total
elimination of consumers’ freedom
of choice,” he added.
The commission says its “universal
healthy reference diet,” outlined
in a report published in January,
would provide major health benefits,
and also increase the likelihood of
attainment of the UN’s sustainable
development goals. It is running
a series of events across the world
promoting the diet.

No red meat
The diet consists largely of
vegetables, fruits, whole grains,
legumes, nuts, and unsaturated
oils, a low to moderate amount of
seafood and poultry, and no or a
low quantity of red meat, processed
meat, added sugar, refined grains,
and starchy vegetables.
The commission outlines a
hierarchy of policy levers to drive
uptake of the diet, which begins with
“soft” levers, such as providing
consumers with information
followed by guiding behaviour
through incentives and
disincentives, and ends with
“hard” levers restricting and
finally eliminating dietary choices.
“Hard policy interventions include
laws, fiscal measures, subsidies and
penalties, trade reconfiguration,
and other economic and structural
measures,” the document says.
“Countries and authorities should
not restrict themselves to narrow
measures or soft interventions. Too
often policy remains at the soft end of
the policy ladder.”
Cornado wrote to the UN’s
permanent representatives to

highlight concerns about the diet and
question whether it was appropriate
for WHO to back the event.
The letter, seen by The BMJ
and dated 20 March, says that
“a standard diet for the whole
planet” regardless of people’s age,
sex, general state of health, and
eating habits, “has no scientific
justification at all” and “would
mean the destruction of millenary
healthy traditional diets which are a
full part of the cultural heritage and
social harmony in many nations.”
The dietary regime advised by the
commission “is also nutritionally
deficient and therefore dangerous to
human health” and “would certainly
lead to economic depression,
especially in developing countries,”
said Cornado.

Destroy cattle farming
He also raises concerns that “the total
or nearly total elimination of foods of
animal origin” would destroy cattle
farming and many other activities
related to the production of meat
and dairy products. Companies
involved in the production of foods
or beverages regarded as unhealthy,
such as sweets and wine, “will be
forced to withdraw such products
from the market and diversify their
business,” warns Cornado, which
would have “drastic consequences,”
including the loss of millions of jobs.
Walter Willett and Johan
Rockström, co-chairs of the EATLancet Commission, defended their
dietary approach in a letter, also seen
by The BMJ.
They said their report “oﬀers the
most up-to-date scientific evidence
for healthy diets,” explaining
that “nowhere in the report do we
20-27 April 2019 | the bmj
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“Traditional diets which are part of the
cultural heritage and social harmony of
a country will be lost,” says Gian Lorenzo
Cornado

advocate any form of centralised
control” of dietary choices. They also
disagreed with the assertion that their
diet would destroy culinary traditions
around the world. “Flexibility to
adapt to local diets is inherent in the
reference dietary targets,” they wrote.
Willett and Rockström tackle
the accusation that their diet is
nutritionally deficient and therefore
dangerous to human health, saying,
“We live in a world where more than
820 million people have insuﬃcient
food and many more consume low
quality diets. Adoption of the dietary
targets would greatly improve the
nutrition and health status of most
people on the planet.”

Unfounded fears
The argument that eliminating
food of animal origin would lead
to economic depression, especially
in developing countries, was
unfounded, they argue.
“Moving towards the healthy
reference dietary targets would
increase total dairy consumption
across most of the developing world
and the average per capita intake of
red meat could approximately double
in South Asia and remain roughly
at today’s level on average across
Africa,” they say.
The BMJ asked WHO several
times why it had decided against
sponsoring the Geneva event.
WHO provided a statement saying
only that its director of nutrition,
Francesco Branca, who is a
commissioner of the EAT-Lancet
Commission, participated as a
panellist in the 28 March Geneva
event and talked about WHO’s work
on sustainable healthy diets.
“[His] views and opinions are
expressed in a personal capacity
and do not necessarily reflect oﬃcial
WHO positions,” the statement
said. “WHO considers the Geneva
launch event and the EAT-Lancet
Commission to be relevant to advance
WHO’s work on healthy diets.”
Ingrid Torjesen, London
Cite this as: BMJ 2019;365:l1700
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Tackling bullying in the NHS
Two recent conferences highlighted an issue that affects doctors at
all stages of their career, reports Abi Rimmer
The GMC is piloting a
training scheme to help
doctors call out colleagues’
unprofessional behaviour.
The training will initially
be delivered at about 14 UK
sites, identified by the GMC
as organisations that may
benefit from the training.

“Cup of coffee”
At its annual conference on
3 April Jo Wren, a principal
GMC regional liaison
adviser, said the training
was developed after doctors
had told the regulator they
often struggled to challenge
poor behaviour. The aim
was to tackle more of these
issues before regulatory
input was needed, she said.
The training is partially
based on research from
Vanderbilt University School
of Medicine in Tennessee,
which suggests doctors can
challenge unprofessional
behaviour through “cup of
coffee” conversations, said
Wren. She explained, “If you
see a single unprofessional
incident and have a cup of
coffee conversation about
it—you say to someone, ‘We
saw this happen, we just
need you to be aware of it,
go away and reflect on it’—it
can see that behaviour

either being stopped or
toned down.”
Opening the conference,
Clare Marx, GMC chair,
highlighted the importance
of good clinical leadership
in tackling unprofessional
behaviour. She said the
regulator wanted to take
a more active role in
helping doctors to improve
standards. “A big part of that
is developing leadership
skills and crucially tackling
unprofessional behaviour:
anything from basic
rudeness to outright bullying
and undermining,” she said.
In a panel discussion,
Saffron Cordery, NHS
Providers’ deputy chief
executive, said an
organisation’s leaders
dictate its culture. “If we
have leaders who display
bullying characteristics then
it is unsurprising we will see
bullying throughout that
organisation,” she said. “If
we have compassionate
leaders then we will have
cultures that emulate that.”
The theme was echoed
at a joint meeting of the
Royal College of Surgeons
of Edinburgh and Royal
College of Obstetricians and
Gynaecologists’ on 4 April.
Catherine Calderwood,

Scotland’s chief medical
officer, emphasised the
importance of good team
working to improve patient
safety. “If 5% more of our
staff worked in true teams
we would reduce mortality
by 3.3%—[for] an average
district general hospital,
around 40 deaths a year,”
she said. “It’s a magic
bullet, one that we don’t
necessarily know about.”
She said she had spoken
to the GMC about doctors’
behaviours and attitudes
not being seen as a medical
negligence issue. “I think
that behaviours, values,
attitudes, and the way that
their team works should be
as important as technical
skills,” said Calderwood.

Freedom to speak up
Henrietta Hughes, NHS
national guardian, spoke
about the work of “freedom
to speak up” guardians,
which all NHS trusts and
foundation trusts are
required to have. She said
that over 7000 issues had
been raised with guardians
in 2017-18. Almost half
contained an element of
bullying and a third patient
safety issues. “You can’t
always separate these
things: it’s not always cut
and dried,” she said.
Closing the conference,
David Riding, chair of the
trainees committee of
the RCSEd, launched a
document to tackle bullying
and harrassment with
examples of initiatives
already being implemented.
Abi Rimmer, The BMJ

Cite this as: BMJ 2019;365:l1667
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THE BIG PICTURE
Alex Armitage

Just 11 years to
avert disaster
Radical environmentalists took to the
streets of London on 15 April to launch
a new approach to saving the world.
Extinction Rebellion activists aimed to
bring the city centre to a standstill to spark
a radical change of direction in the national
conversation: away from Brexit and towards
a much more pressing issue—ecological
breakdown.
As a paediatrician and the father of a
young child, I will be joining the rebellion in
a supportive capacity.
Extinction Rebellion was formed in early
2018 by people determined to reverse
societal and political inaction on climate
change. That year saw temperatures in
the north of Norway top 30ºC , and the
UN released a scientific report warning
that warming beyond 1.5ºC will cause
drought, crop failure, mass starvation, and
societal collapse. At the current trajectory,
the planet is due to pass the 1.5ºC mark
in 2030. We have just 11 years to avert
ecological and social disaster.
The group’s researchers estimate that if
3.5% of the British population are inspired
to join the rebellion, the government’s
ability to maintain control will be breached
and they will be forced to negotiate.
Rebels hope to provide a non-violent
and welcoming environment for families,
children, disabled people, and minorities. A
“creative, festival atmosphere” is planned,
with activists planting trees and bringing
pot plants to turn Waterloo Bridge into
a “garden bridge.” Plans are also afoot
for musical events, organised children’s
activities, political talks, workshops, and
performance art.
The public health risks of Brexit pale
into insignificance when compared with
the threat of inaction on climate change.
As opinion leaders in society, doctors must
play a key role in supporting the necessary
transformation in our society.
Alex Armitage is an ST6 in paediatric emergency medicine,
Queen Alexandra Hospital, Portsmouth
Cite this as: BMJ 2019;365:l1801
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EDITORIAL

Doctors opt out of training after foundation years
The UK’s inflexible system looks increasingly unsustainable

T

here has been an
explicit assumption in
the UK that doctors will
seamlessly progress
upwards through the
postgraduate training pathway.
This was perhaps the case in the
early years of the UK’s foundation
programme in 2010, 83% of
foundation year 2 (FY2) doctors
progressed directly from foundation
to specialty training, including
primary care. By 2018, however, that
figure had fallen to 38%.1 Nearly two
thirds of UK medical graduates now
opt out of the training pathway at the
first natural opportunity.
Most doctors who opt out return to
specialty training within three years.2
This suggests that the break from
formal training is the postgraduate
equivalent of gap year—a time to
recuperate from intense educational
experiences, resolve uncertainties
about the next steps in life, and make
a curriculum vitae more competitive.3-5

Out of alignment
Taking dedicated time to plan a
career that may last more than 40
years is sensible. That doing so does
not align with our current training
system suggests a need for change.
This is already happening. Doctors
are opting to work overseas for a year
or two, or take a “service job” (a post
which is not linked to a formal training
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programme) to gain experience.
Academic or clinical fellowship posts
are also proliferating.2 These posts
are designed to support medical
education and other areas of activity,
such as quality improvement, usually
combined with some clinical service—
often supporting rota gaps. These
posts work for individuals, and also
work for the NHS by keeping early
career doctors in the UK.
But they are an isolated solution
that could cause ripple eﬀects
throughout a complex training
system.6 Fellowship posts, for
example, are largely funded with
money saved from unfilled specialty
training posts. The two options
compete for funding and are at the
mercy of shifting trends. Fellowships
will be a sustainable option only if
they attract independent funding
as, in the current system, an
increase in the uptake of specialty
posts would decrease the funding
available for fellowships.
More fundamental changes to
postgraduate training should consider
the following: the interactions
between individuals and the system
at diﬀerent points in the pathway;
how diﬀerent elements of medical
education and training relate to
each other and to the wider social
and political landscape; and how
systemic changes may benefit
training and, ultimately, healthcare.
Research shows, for example, strong
connections between admission
decisions by medical schools and the
choices made by FY2 doctors about
both specialty and place of work.7 8
The relation between medical
school admissions policies and
medical workforce planning is not
simple or linear.9 Shifting the focus
of admissions, however, from a
stifling emphasis on high academic
achievement10 to a model better
aligned with social accountability
would be a good first step towards a
better match between the two. Such a
model would select a mix of students

with the personal attributes and
motivation to train and work in the
NHS, across the full range of localities
and specialties. To facilitate this
change, selection policies should
consider the views of a broader cross
section of stakeholders, including
representatives from community
and hospital medicine, employers,
patients and the public, and
government.11

Working together
Similarly, medical education and
training in the UK involves many
separate systems, including medical
schools, the Foundation Programme,
postgraduate training providers
such as Health Education England
and NHS Education for Scotland,
and the royal colleges. All must work
together across boundaries to ensure a
smooth transition between foundation
and specialty training. Consider,
for example, the potential value of
aligning medical school admissions
(such as dropping the high academic
requirements) with increases in
intake (through government reform)
and royal colleges rethinking how
training programmes are constructed,
assessed, and regulated.
Change may be unpalatable,
but the alternative is to continue
with the current state of aﬀairs—an
inflexible training pipeline that fails
to supply enough doctors to meet
growing demand and fails to meet
the needs of doctors in training.
Acknowledging that systemic and
structural problems exist is the first
step towards developing eﬀective,
system-wide solutions.12
Jennifer Cleland, John Simpson chair of
medical education research, Institute of
Education for Medical and Dental Sciences,
Aberdeen jen.cleland@abdn.ac.uk
Peter Johnston, consultant histopathologist,
Centre for Healthcare Education Research and
Innovation, Aberdeen
Cite this as: BMJ 2019;365:l1509
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l1509
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EDITORIAL

New hypertension guidance risks overdiagnosis
The boundaries of disease should be defined by multidisciplinary panels, including patients

T

he UK’s National
Institute for Health
and Care Excellence
(NICE) has launched
an updated draft
guideline for the diagnosis and
management of hypertension in
adults.1 The main changes are to
recommend drug treatment of stage
1 hypertension for people with a
10% risk of cardiovascular diseases
over 10 years—down from a previous
threshold of 20%—and to consider
treating younger adults with a risk
below 10%.
Lowering the threshold for treating
hypertension has implications beyond
changes to disease definitions,
including risks to our wellbeing and
shifts in our conceptualisation of
health and disease. The new draft
NICE guidance has at least three
serious problems.
Firstly, the guidance does not benefit
from a recently published checklist
of eight essential items that must
be considered before modifying a
disease definition.2 One item in the
checklist (diﬀerences between new
and previous definitions) is assessed
adequately in the NICE guidance; one
is assessed inadequately (reasons for
modification); and the remaining six
items are not assessed at all (box).
The only harms mentioned in the
draft guidance are hypotension and
“harms, such as injury from falls
and acute kidney injury.”1 However,
five decades of studies have reported
the harms associated with being
labelled hypertensive.4 5 These
include increased absenteeism from
work, lower self rated health, and
psychological and marital harm from,
for example, anxiety and depression.3-5
In addition, the SPRINT trial, to which
the guidance refers, found that one
in 50 patients experienced serious
adverse drug eﬀects during 3.3 years
of intense treatment.3 These included
hypotension, syncope, electrolyte
derangements, acute kidney injury,
and acute renal failure.
the bmj | 20-27 April 2019

Checklist items for modifying
the definition of diseases2 not
assessed in NICE hypertension
guidance
Number of people affected
Expected influence of the change
on prevalence and incidence of
the disease
Prognostic ability Ability of the new disease
definition to accurately predict clinically meaningful
outcomes for the patient
Precision and accuracy of disease definition
Repeatability, reproducibility, and accuracy of the
new definition
Benefit Incremental benefit of the change, including
non-health outcomes, with an assessment of
certainty using validated methods such as GRADE
Harm Incremental harms of the change, including
overdiagnosis, non-health outcomes, and resource
implications, for the wider health system
Net benefits and harms Consideration of the
balance between all harms and benefits, reflecting
the values and preferences of patients and the wider
community, including effect on resources

Five decades
of studies
have reported
the harms
associated
with being
labelled
hypertensive

Christoffer Bjerre
Haase, research
assistant,
Department of Public
Health, University of
Copenhagen
János Valery Gyuricza,
PhD student,
Department of
Preventive Medicine,
Federal University of
São Paulo, Brazil
John Brodersen,
professor,
Department of Public
Health, University of
Copenhagen
jobr@sund.ku.dk

Secondly, the guidance gives
insuﬃcient attention to patients’
preferences and values, one of the
three fundamental principles of
evidence based medicine.6 NICE
highlights “the importance of
discussing the person’s preferences
and encouraging lifestyle changes
before starting treatment”1; but how
should this be done in the face of so
much uncertainty (box), including
limited evidence?
Thirdly, the guidance is not
explicit about why a 10% risk of
cardiovascular disease over 10 years
should be classified as a disease.
This is a fundamental question. The
ontological status of hypertension
is primarily as a risk factor4: the
higher the blood pressure, the
greater the risk of cardiovascular
disease, and the better the chance
of benefit from drug treatment.8
Blood pressure is a continuum
with no clear boundary between
normal (health risk small enough
to be accepted) and pathological
(health risk unacceptably high).

To avoid overmedicalising healthy
people, recommendations must be
evidence based and follow a detailed
consideration of the consequences
of any changes for individuals,
populations, and health systems.
This has not been done for NICE’s
proposed changes, but use of the 2017
ACC/AHA guidance labels 46% of all
US adults9 and 63% of those aged 45
to 7510 as having hypertension.

Problematic discourse
The draft NICE guidance represents
passive support for a well known and
problematic discourse—the illusory aim
of modern public health to eliminate
any risk, accident, pain, disease,
ageing, and death.11 To help change
this discourse, diagnostic thresholds
and the boundaries of disease should
be defined not by disease specialists
but by financially independent,
people centred panels that are led by
primary care12 and include research
methodologists, experts in critical
appraisal, healthcare consumers, and
health economists.
This approach encourages explicit
consideration of the harms of
overdiagnosis, which can be physical,
psychosocial, societal, cultural,
and financial.13 It also ensures
that discussions about the benefits
and harms of changes to disease
definitions or thresholds for treatment
are based on outcomes meaningful
to patients and the public rather than
surrogate markers.
People centred evaluation changes
the viewpoint of proposed guidance
from that of the health professional
to that of the individual, while
multidisciplinary input allows a
broad perspective beyond the narrow
concerns of treatment. There is still
time for NICE to think again, more
collaboratively, about the proposed
expansion of drug treatment for stage 1
hypertension.
Cite this as: BMJ 2019;365:l1657
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l1657
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OBSTETRICS

Learning from birthing stories on Twitter
Some women’s stories shared on social media are critical of doctors, but hashtags such as
#metoointhebirthroom and #positivebirthing could help improve obstetric care, finds Sally Howard

Voids in information
A 2016 study from Bournemouth University
found that 79% of pregnant women in the UK
read blogs, watch YouTube, and join social
media forums to fill voids in their knowledge
about the realities of childbirth. These
stories oﬀer insights that also could help
the profession to reduce rates of trauma and
secondary tokophobia (pathological fear of
pregnancy) and improve care, particularly in
relation to informed consent, says Heeps.
The Royal College of Obstetricians and
Gynaecologists’s Pat O’Brien told The BMJ
that women’s experiences are crucial to
inform the development and improvement
of healthcare services. Online stories
also provide outlets for women who have
experienced trauma during childbirth to
seek support. According to the BTA, 30 000
women a year experience birth trauma in the
UK. (There are 700 000 annual live births in
total.) But only a handful of NHS trusts oﬀer
specialist counselling.
The BTA says that GPs should refer women
who have experienced birth trauma to a
psychological therapist. Women often report
months long delays, however, and for some,
suitable therapy isn’t available, its chief
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G

ood outcomes from an obstetric
point of view can sometimes be
experienced as trauma by new
mothers. To help junior doctors
reflect on this, Andrew Heeps,
chief operating oﬃcer at North Middlesex
University Hospital NHS Trust, refers them
to women’s stories on the website and social
media feeds of the charity the Birth Trauma
Association (BTA).
Heeps gives the example of a birth in
which the baby was distressed. The incident
resulted in a successful delivery by emergency
caesarean section. “The baby was delivered
quickly and safely, but the mother was left
thinking she had had no control over the
process,” Heeps tells The BMJ.
Social media are rife with such accounts
of women’s experiences of childbirth:
search Twitter for #birthingtrauma,
#metoointhebirthroom, and
#positivebirthing, and look at groups such as
www.facebook.com/groups/TheBTA.

Social media can satisfy women’s hunger for birthing stories, good and bad
executive, Kim Thomas, told The BMJ. About
40 women a week contact the BTA.
Milli Hill is founder of the Positive Birth
Movement, a network of social media support
groups who meet in real life to allow pregnant
women and those who have given birth
to discuss their experiences. Hill says that
social media can satisfy women’s hunger
for birthing stories, good and bad, that cut
through NHS narratives that centre on risks to
the baby.
“Women talk of not being listened to by
doctors, of feeling coerced into caesarean
sections, of having their bodily autonomy
violated with vaginal exams they don’t
want,” Hill says. “They find it hard to discuss
this with professionals during and after the
birthing process, where the narrative is ‘a
healthy baby is all that matters.’”
There are downsides for the profession in
the boom in online birthing confessionals,
however. Heeps says that he feels “attacked”
by comments with hashtags that explicitly
blame doctors and midwives for trauma,
such as #obstetricviolence (a term founded
by South American feminists in response
to reports of women being cut or drugged
without consent); #birthrape (which likens
non-consensual obstetric interventions to
rape); and #metoointhebirthroom (founded
by Hill).
Jim Thornton, professor of obstetrics
at the University of Nottingham and an
enthusiastic tweeter, says such terms
amplify professionals’ fear of women’s birth
experiences not going to plan. “In obstetrics

you’re always braced for the blame and for the
legal letter,” he says. “Social media makes this
climate worse.”
When a 2015 report into the deaths of 11
babies and one mother at Furness General
Hospital in Cumbria found midwives at the
hospital pursued normal childbirth “at any
cost,” midwives suﬀered a barrage of online
attacks, including accusations of being “a
coven of witches” and “natural birth cultists.”
The Royal College of Midwives refers to this
period as “challenging.”
Amali Lokugamage, consultant obstetrician
and gynaecologist at University College
London Medical School, says birthing
accounts on social media, and concepts such
as #obstetricviolence, bring new focus to the
nuances of informed consent in childbirth.
“We are hearing voices that haven’t
been heard,” she says, “including women
who have been traumatised by childbirth
and activists advocating for an approach to
childbirth that’s based on women’s right to
make decisions about what happens to their
body.”
Lokugamage has used these insights to
develop a new person centred approach
to the training of doctors at University
College London Medical School that seeks
to balance patient safety with women’s
birthing experience. She hopes these new
dialogues will improve women’s experience
of childbirth, reduce trauma, and improve
access to post-birth counselling services.
Sally Howard, journalist, London sal@sallyhoward.net
Cite this as: BMJ 2019;364:l1090
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Could giving statins to over 75s
really save 8000 lives a year?
The press reported this claim with one voice, but the study didn’t mention it. Nigel Hawkes investigates

“G

iving statins to all older
people could save 8000
lives every year,” said
the Times. “Oﬀering all
over-75s statin pills ‘could
save 8000 lives’” was the Guardian’s take. All
of the reports in UK newspapers included the
same claim.
Yet the meta-analysis from the Cholesterol
Treatment Trialists’ Collaboration, published
in the Lancet in February, did not mention this
claim—or seem to warrant these headlines.
It showed that over 75s who took statins and
had no history of heart problems were no
more likely to survive over the next five years
than people not taking them.

Statistically non-significant benefit
The rate ratio per 1.0 mmol/L reduction in low
density lipoprotein cholesterol in this group
was 0.95—a modest benefit—but the 95%
confidence interval was wide (0.83 to 1.07),
and, because it includes 1, the result was not
statistically significant. This remained true,
the study showed, even after excluding four
trials that included patients with heart failure
or receiving dialysis, who are known not to
benefit from statins (fig 5 in the paper).
Similarly, it found no statistically significant
benefits in reducing major vascular events
among over 75s (fig 3 in the paper). How,
then, did the authors justify concluding that
“statin therapy produces
significant reductions
in major vascular events
irrespective of age”?
Colin Baigent from
the collaboration, who
made the “8000 lives”
claim at a Science
Media Centre press
conference, defends
the conclusions. He
told The BMJ, “There is
overwhelming evidence
that statin therapy
reduces the risk of major
vascular events and vascular mortality in
a wide range of people.
“Instead of asking whether it works
in this age group [over 75s], it is more
the bmj | 20-27 April 2019

appropriate to ask whether there is a
reasonable level of proof that it does not
work. In other words, can we really be sure,
before we deny statins to a large population
at increased risk, that statins will not work in
this age group?”
The meta-analysis gave rate ratios for trial
participants in five year age bands. But small
numbers of people yield wide confidence
intervals, and some non-significant results
could have arisen by chance. Baigent points
out that rate ratios for 55-60, 70-75, and over
75 year olds are not statistically significant
(fig 5 in the paper).
Lack of evidence of benefit is not evidence
of a lack of benefit, he argues. Taking these
results at face value, he explains, “you would
have to conclude that statins prevent major
vascular events until the age of 55, then
stop working for five years between 55 and
60, before becoming eﬀective again from 60
to 70, and then becoming ineﬀective again
thereafter.
“This is not an appropriate interpretation,
not only because it makes no biological sense
but because it is statistically incorrect. Since
for each age group the treatment eﬀects
are statistically compatible with the overall
estimate, the most appropriate measure of
treatment in each single subgroup is the
summary value”—namely, the overall result:
0.88 (95% confidence interval 0.85 to 0.91).”

Potential lives saved are the currency
of people backing statins, but they’re
meaningless to individual patients
This 12% reduction in risk of death over
five years, applied to the 70 000 vascular
deaths a year in the 3.4 million people over
75 in the UK not currently taking statins,
yields about 8000.

What does it mean for me, doctor?
Explaining the newspaper headlines
may prove challenging for GPs, however.
Global figures of potential lives saved are
the currency of people backing statins,
from the collaboration to the British Heart
Foundation—but they’re meaningless to
individual patients.
Carl Heneghan and Kamal Mahtani of the
journal BMJ Evidence-Based Medicine argue
that relative risks should be supplemented
by absolute eﬀect sizes. These allow us
to calculate the numbers needed to treat
(NNT) to save one life, which they estimate
for healthy 75 year olds is 446: unlikely to
persuade many patients to adopt statins.
But Baigent says that NNTs are always
large in primary prevention, even for eﬀective
drugs, and that people should still be oﬀered
treatment if it can further reduce their small
risks. He does not think it meaningful to
calculate the average increase in lifespan
resulting from statins. Over the course of a
five year trial it could be “days or weeks,” but
this takes no account of longer term eﬀects,
he says.
One study of 11 statin trials by a Danish
team found that survival gains in primary
prevention averaged 3.2 days during the
trials’ follow-up, which its authors called
“surprisingly small.” Estimating
longer term eﬀects involves
modelling and yields marginally
more encouraging results—a gain of
four months’ total life expectancy
in men starting statins in their 50s
and 60s, one Dutch study found.
Still, hardly headline material.
Nigel Hawkes, freelance journalist, London
nigel.hawkes1@btinternet.com
Cite this as: BMJ 2019;365:l1779
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All doctors and researchers have
a collective responsibility to
promote this innovation

Paywalls obstruct the universality of
science, depriving the scientific community
and global society of research. This has
ethical, academic, economic, and societal
consequences. Societal benefits may seem
trivial when considering whether to publish
For centuries scholarly communication
individual work with open access; however,
through print journals was central to
equity of access is a fundamental healthcare
academic life. The internet has democratised tenet, and it should apply to information too.
scientific communication and cut
Academic impact can be assessed in several
distribution costs, growing support for open
ways, including citation counts, and open
access publishing.
access articles tend to be cited more often. In
Open access means permanently removing medicine, our recent study of gastroenterology
obstacles—financial, legal, and technical—to journals suggested a citation advantage for
accessing, sharing, and reusing scholarly
open access versus traditional publication
research outputs. In practice, journals charge (median citation rate 38.5 v 33.0 per research
paper). Confounders may account for this
researchers a fee to publish articles that are
apparent advantage: for example, authors
free to read online.
might select only the best articles to submit
At the end of last year the European
for open access publication. Other metrics
Commission backed a group of national
research funders, cOAlition S, proposing that such as social media engagement and media
all research it funded after 2020 be published mentions, also show this advantage.
Despite these findings, researchers
with open access.1 The coalition is consulting
on capping author fees at a “reasonable”
continue to pursue publication in closed
level. The funders propose bulk payment
access, high impact journals. This is often
arrangements, rather than individual authors driven by a misdirected reward system that
worrying about fees. They also want to
emphasises the wrong indicators, such as a
eliminate conditional open access, whereby
journal’s impact factor.
articles in a “hybrid” subscription journal are
The upfront cost of author fees is a potential
made open access on payment of a fee.
deterrent to open access publishing. Although
Open access publishing is the only fair way most researchers would value reading articles
to make research accessible to all, facilitating free of charge and without restrictions,
quicker changes to medical practice and
charging individual researchers to publish
benefits for patients. All doctors and
through open access is inequitable. For these
researchers have a collective responsibility to reasons, cOAlition S is pushing for revision of
promote this innovation.
the system of incentive and reward in science.
Matthew Kurien, senior clinical lecturer and honorary
consultant gastroenterologist
m.kurien@sheffield.ac.uk
David S Sanders, professor of gastroenterology,
University of Sheffield Medical School

Locked behind paywalls
About 75% of published science articles are
locked behind paywalls. This restricts access
for researchers on the basis of wealth. More
fundamentally, it deprives taxpayers and
patients, who help pay for and participate in
research. If you’re at a privileged institution
you may have access through a journal
subscription. Alternatively, you may be
fortunate enough to aﬀord the articles yourself.
But you may be less fortunate if you’re
in a low or middle income country, where
healthcare, and the knowledge underpinning
it, are needed most. Programmes such as
the Health InterNetwork Access to Research
Initiative support access in poorer countries,
but researchers from those countries tend to
cite research in subscription journals less often.
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Should I
publish in an
open access
journal?

Mushrooming predatory publishers
A counterargument to open access publishing
is the mushrooming of publishers who allow
publication to be bought: this damages the
open access movement and undermines the
quality and integrity of science. Researchers
should judiciously choose publication
in open access journals with established
reputations and respected editorial boards.
Improvements in patient outcomes and
advances in medical practice depend on
sharing scholarly communication openly.
Researchers have a collective responsibility
to ensure transparency while maintaining
standards. Having demonstrated the
benefits of open access to researchers and
society, we now encourage all researchers to
go forth and set their work free.
20-27 April 2019 | the bmj

An “author pays” publishing
model is the only fair way
to make biomedical research
findings accessible to all,
say Matthew Kurien and
David S Sanders, but
James J Ashton and
R Mark Beattie worry it can
lead to bias in the evidence
base towards commercially
driven results

Competing interests: See bmj.com. The BMJ
publishes all research with open access.
Authors pay an article processing charge,
which can waived for unfunded research.
Some BMJ specialist journals also publish
research with open access but most
are “hybrid” journals, which means that
research is behind access controls unless an
article processing charge is paid.
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If all researchers could afford the fees for
publication—£1500-£2500—open access would
be preferable. But not all researchers can

James J Ashton, clinical research fellow and
paediatric gastroenterology specialist registrar
R Mark Beattie, consultant paediatric
gastroenterologist, Southampton Children’s Hospital
mark.beattie@uhs.nhs.uk

raise funding, potentially reducing funding
available to equally worthy researchers.

Financial incentives to publish more
Publishers also have an interest in the
quantity of open access articles they publish.
How can we justify patients and the public not For example, the open access journal PLOS
having direct access to research they might
One accepts 70% of submissions, compared
benefit from, have paid for, or have participated with 8% at subscription based or hybrid
in? It’s hard to argue with cOAlition S’s proposal Nature journals. Hybrid journals create
that all EU funded research after 2020 should additional conflict: if all research articles
be published with open access. However, this are open access the readers have no need to
pay to read them—which may lead to fewer
could disadvantage researchers who lack
resources, reduce the relevance and quality of subscribers and increases in subscription
fees. Thus, open access publication changes
the evidence base, and introduce bias.
a publisher’s incentive to publish: authors
Open access publication disseminates
and industry may be able to manipulate
research more widely, potentially improving
practice. If doctors had unlimited time to read the system. The dangers include financially
motivated publications, reduced quality, and
all published research, and if all researchers
could aﬀord the fees (typically £1500-£2500 biased published research.
High quality peer review is important for
for publication), open access would be
publishing robust science, both in open access
preferable. But not all researchers can.
and subscription journals. If open access
Bias towards commercially funded work
journals do peer review submissions some
Open access publication suits researchers
review only for accuracy, not for relevance.
funded by industry, or bodies such as the
Even if peer review processes are strong enough
National Institute for Health Research and
to spot fake science, financial incentives to
the Medical Research Council, as they can
publish could leave the open access literature
pay the fees. However, these fees are a
swamped with methodologically sound
hurdle for researchers with limited funds
articles of questionable value or priority.
or from developing countries. Publishing
Clinicians and researchers focus their
quality improvement projects, clinical
reading on journals specific to their specialty.
reviews, or evidence based guidance without To apply evidence, integrating research into
academic or commercial funding can prove
practice, they need articles that are relevant
diﬃcult. This runs counter to eﬀorts to share to their needs. Subscription journals can
knowledge globally.
prioritise the most relevant findings for their
Preferentially disseminating industry
readers, with accompanying interpretation.
funded work risks biasing the evidence base
Open access publishing makes it harder to
towards commercially driven results, distorting distinguish relevant, high quality findings
practice and causing avoidable harm.
because of a lack of assessment priority. And
The Annals of the Rheumatic Diseases,
the challenge of accurately relaying science
owned by BMJ, is a “hybrid” subscription
to the public becomes harder when the media
journal whose authors can choose to pay to
pick up and misinterpret open access research.
make their work open access. Jakobsen and
Opening up research and the potential loss
colleagues found a significant open access bias of the subscription model means that, although
in the journal towards studies with industry
access to research will increase, content
funding (12/71; 17%) when compared with
could be less regulated and be dominated
studies without (11/145; 8%). And, in general, by those who can aﬀord to publish. To tackle
the number of open access papers funded by
these problems open access publishing must
big pharma recently exceeded open access
be subject to high quality peer review and
work that wasn’t industry funded.
editorial judgment on the research’s relevance,
Researchers who publish with open
and it must include equitable payment of fees.
access may also inadvertently benefit at the
How this could become sustainable in the near
expense of others: these publications receive
future is diﬃcult to envisage.
2-3 times more citations. This can help authors Cite this as: BMJ 2019;365:l1544
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Open access: remember the patients
New information can save lives. These ultimate stakeholders must have free, timely access
to medical research, writes Dave deBronkart

“R

emember the
ladies,” wrote the
future US first lady
Abigail Adams in
1776 during the
revolution, in a famous letter to her
husband, the future president John
Adams. “In the new code of laws
which I suppose it will be necessary
for you to make, I desire you would
remember the ladies and be more
generous and favorable to them than
your ancestors.”
It didn’t happen quickly, nor
easily: neither the Declaration
of Independence, nor the US
Constitution 13 years later, even
mentions women, and achieving
justice took 150 years. But on 4
June 1919 (just 100 years ago),
Abigail’s dream was expressed
in part when Congress passed
the 19th amendment, granting
women the vote. A year earlier
British suﬀragists had won partial
equality with the Representation
of the People Act 1918, which was
improved in 1928 to give women
fully equal voting rights.

Remember the patients
A growing number of us patients
are experiencing a comparable
frustration at having newly minted
knowledge kept from us—for
financial reasons. While I fully
understand the economic needs of
the people who create and publish
knowledge, I implore all of them—all
of you—to “remember the patients.”
In your deliberations about policy,
please remember the needs of the
people for whose ultimate benefit
your work exists. And modify the
financial structure of this work,
to prioritise not just creating the
knowledge but also delivering it to
those in medical need.
Families coping with desperate
illness hope that everyone in
the healing professions will do
everything in their power to bring
100

the newest findings to the point
of need. Little do they know that
those parties sometimes have other
priorities. You should see the look
of fear, even outrage, when they
learn of this.
If I’m suﬀering, and remedies
are developed, what needs
should outweigh mine and
keep those remedies hidden? If
my baby has a potentially fatal
disease, and useful knowledge
has been developed, what needs
should outweigh ours? Or, if my
baby’s condition is not fatal but
potentially disabling, and new
knowledge has come to light, what
needs should outweigh ours to
keep that hidden?
Yet Brenda Denzler, a colleague
of mine at the Society for
Participatory Medicine who writes
about her experiences of breast
cancer,1 2 benefited during her case
because she had access to a paper
her clinicians hadn’t seen, which
opened new choices in decision

making. She had access solely
because she worked in a university.
Is this a sane basis for health
policy: just-in-time application of
new knowledge, through lucky
coincidence?

A growing
number of us
patients are
experiencing
frustration
at having
newly minted
knowledge
kept from us

Funding should include publication
When we fund research, the scope
of that work is set to extend only to
the creation of the new knowledge,
not to its dissemination. This is the
cause of all of the heartbreak, lost
lives, and other scientific shortfalls
(including new forms of bias) that
can arise from making publication a
separate budget item.
What if we were to rethink it from
the perspective of sick people and
decide that the work of knowledge
creation isn’t finished until it’s been
disseminated to all of them? If my
sister dies because new knowledge
was successfully developed but
wasn’t present at the point of need,
whose failure is it? Whose finances
were successfully protected, at the
cost of her life?
I’ll close with a humble update
of the first two paragraphs of Ms
Adams’s famous letter:
In the new code of regulations which
I suppose it will be necessary for
you to make, I desire you would
remember the patients and be more
generous and favorable to them than
your ancestors.
Do not put such unlimited power
into the hands of academics.
Remember, all of them would be
knowledge monopolists if they could.
If particular care and attention is not
paid to the needs of the sick people,
we are determined to foment a
rebellion, and will not hold ourselves
bound by any laws in which we have
no voice or representation.
Dave deBronkart, patient panel member,
The BMJ, and chair emeritus, Society for
Participatory Medicine, Massachusetts
dave@epatientdave.com
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