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Professor Jane Dacre

Professor Dame Jane Dacre talks to the limbic about gender pay gaps in medicine and adapting patient care during

the coronavirus pandemic.

For the past two years, Professor Dame Jane Dacre, Honorary Consultant Rheumatologist at the Whittington Hospital in

North

London and past-President of the Royal College of Physicians has been working on

an in-depth review of the gender pay gap in medicine.

Interim findings published last March identified a 17% gap between male and female

doctor pay with women underrepresented in senior medical positions. Not to be

confused with equal pay, the gender pay gap highlights the price that women pay

over the course of their careers simply for being female.

After a series of unexpected delays, the final report, which makes a series of

recommendations around structural and cultural changes in the NHS, is complete and

sits on her desk but the coronavirus pandemic has understandably put its publication

on hold.

Professor Dacre and her team had unprecedented access to NHS data on 86,000

trust doctors, 16,000 GPs and 4000 clinical academics over a 10-year period as part

of their work on the review which was originally commissioned by then Secretary of State for Health Jeremy Hunt.

She should have been presenting the full findings in a series of talks including at the British Society for Rheumatology

annual meeting in April. Yet for now, Professor Dacre is instead spending much of her time doing remote telephone

clinics for her rheumatology colleagues who have been called to care for patients on Covid-19 wards.

“The gist of the report is that this gap is big, it isn’t going to go away on its own and we will need interventions,” she

says.

“Quite a lot of causes are structural and they are caused by the NHS workforce having been designed when the NHS

was created – so around the 1950s male.”

Rheumatology as a profession sits in the middle of the average gender pay gap at around 16% she says. Male

dominated specialities, such as surgery, do much worse.

There are lots of evidence-based changes the NHS can make around things like contracts, pay scales and what

happens when women take time out for maternity leave. And more transparency over pay will help with that, she says.

But some of it is about where men and women sit in society and that is harder to address. There are also the types of

‘extra’ roles that women and men take on in medical jobs and how those are rewarded financially.

Several reports have been written on women in medicine – including by Professor Dacre herself in 2009 when the

Royal College of Physicians asked her to lead a report called ‘Women and medicine: the future’ but translating that into

action is difficult. “We need to publish and continue to have good analysis. The way to initiate change is to have regular

updates on how people are doing. It is a lot of little things that all add up,” she says.

The reports’ recommendations are practical and evidence based but it is not going to be a quick fix, she stresses. And

one issue she was not asked to look at but is concerned about is the ethnicity pay gap. There is likely to be an

intersectionality that needs addressing.

Medical education does have a role here, says Professor Dacre who is former Director of University College London

Medical School. “A lot of it is about a culture of education that favours the boys. It is also about role modelling and the

way people are taught. It is hard to be an orthopaedic surgeon if you’re a woman. If you’re a woman there is an

assumption you can’t do certain specialties.”

From 2014 to 2018 Professor Dacre became only the third ever women to be President of the Royal College of

Physicians in its 500-year history. The College’s quincentennial coincided with the 100-year anniversary of women first

gaining the right to vote. “That did spur me on to promote the cause of women in medicine,” she says.

On Saturday she saw UCL’s latest batch of medics off with a virtual graduation, brought forward so they could go and

join the NHS in battling Covid-19. It is, she says, hard to see what medical education will look like with social distancing,

despite teaching staff working incredibly hard to get it all up and running online. Teaching clinical skills is quite hard to

do remotely, she says.

“I run a leadership course for women that was based on face to face meetings and mentoring and we had to do the last

one entirely online. The networking is not quite the same,” she says.

Despite the publication delay, the authors of the gender pay gap review are spending some time talking to NHS

organisations about the findings and recommended interventions. And the rest of the time she is managing multiple

routine telephone rheumatology clinics.

“We were hit very hard early on at my Trust with Covid and had a huge number of cases and rheumatologists were one

by one called into acute care. All of the things I was supposed to be doing suddenly didn’t happen so I’ve picked up

rheumatology appointments. There are things you can’t do but there is a huge amount you can. In about six weeks I’ve

seen more than 150 patients remotely from home.”

Some aspects of remote working have proven to work so well she suspects they are around to stay. As for the gender

pay gap she does believe medicine can change. Other public sectors have already shown much bigger improvements,

she adds. “The biggest thing we can do is address those structural and institutional barriers in medical careers and we

need senior jobs to be more accessible to women.”
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BRONCHIECTASIS

Shifting paradigm in bronchiectasis:

Q&A on neutrophil extracellular traps

and targeting inflammation

Research on the importance of neutrophil extracellular traps (NETs) in bronchiectasis is gaining ground, with a recent

Lancet paper finding NETs to be a key marker of disease severity and treatment.

the limbic caught up with senior author Professor James Chalmers, Consultant Respiratory Physician at the University of

Dundee and lead author Holly Keir, who won the British Thoracic Society Early Career Investigator Award at the 2021

BTS Winter Meeting, to find out more.

Why is better understanding of NET formation potentially so important in bronchiectasis?

JC: There are no licensed treatments for bronchiectasis and no proven anti-inflammatory drugs. We urgently need to

identify new non-antibiotic treatments. To the best of our knowledge, this is the first study that identified NET formation

in bronchiectasis as the dominant inflammatory pattern in severe bronchiectasis, highlighting a potential therapeutic

target.

HK: Targeting NETosis may theoretically reduce a broad range of neutrophil and downstream inflammatory mediators

without compromising neutrophil recruitment and function. Trials of therapies that can target this mechanism are already

underway.

Your paper in The Lancet helps to bridge that gap between laboratory science and what is happening with patients.

Can you quickly explain what this study showed that we didn’t know or weren’t completely clear about before?

HK: Clinicians have been very focused on structural lung damage and infection in bronchiectasis, but inflammation has

been largely ignored as it is difficult to study.

This research identifies, for the first time, NET formation in the lungs of patients with bronchiectasis and demonstrates

that the presence of NETs is associated with disease severity, severe exacerbations and mortality. Additionally, NET

levels can be reduced through macrolide and antibiotic therapies, leading to improved outcomes for patients.

JC: It is a laboratory study with important implications for patients – firstly, outcomes are linked to inflammation which

means treatment needs to be focused on reducing inflammation, a concept that transformed the field of asthma for

example, but which is not currently considered in bronchiectasis.

Secondly, we offer a potential answer to why antibiotics and macrolides improve symptoms in bronchiectasis by

showing that they reduce NETs. Knowing this will help us target these treatments better as well as supporting the

development of new treatments.

What do we still need more information/evidence on regarding the formation of NETs in bronchiectasis? What do we

still not fully understand?

HK: We don’t yet fully know why neutrophils from patients with bronchiectasis form NETs. Understanding this would

make it easier to develop new treatments. It is likely that infection is a key driver as in this study we demonstrate an

association between NET formation and proteobacteria, Pseudomonas and Haemophilus.

We show that reducing bacterial load correlated with a reduction in NET levels, suggesting that proteobacteria may

drive NET formation which is consistent with previous literature. This is, however, only likely to be part of the story.

What are the implications for using these markers? Might they be used to diagnose and direct treatment?

JC: This study identifies a subset of patients with P. aeruginosa infection and high NET levels, who respond positively to

macrolide treatment through anti-inflammatory effects. This, along with other data, suggests that for patients with P.

aeruginosa infection and frequent exacerbations macrolides should be considered for macrolide treatment.

Looking to the future, there are already indirect measures of NETs such as point of care testing for neutrophil elastase

that are in development, so although we can’t yet measure NETs and inflammation directly in the clinic, this may be

possible in the near future.

In the longer term what are the potential treatment implications for patients with bronchiectasis?

JC: It is a really exciting time for bronchiectasis. A recent randomised study of DPP1 inhibition in bronchiectasis showed

for the first time the benefit of directly targeting neutrophilic inflammation, opening up a completely new method of

treatment for the disease. In this study, time to first exacerbation was significantly prolonged using an anti-inflammatory

treatment compared to placebo.

HK: Our study demonstrates the mechanistic basis for this therapy and suggests alternative immunomodulatory

treatments that target NETs could also be effective. This needs to be demonstrated in future trials, but given the orphan

nature of bronchiectasis it is very encouraging that we now understand much more about how inflammation influences

the severity of disease and how treatments are working to improve symptoms and reduce exacerbations.
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ERS guidelines highlight

differences in bronchiectasis

management in children 

European guidelines on bronchiectasis

in children are aiming to raise more

awareness of key aspects of diagnosis

and treatment in...
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Evidence suggests

bronchiectasis guidelines may

need an overhaul

Treatment guidelines for bronchiectasis

may need review, say researchers after

two key studies on antibiotic use raised

questions over current...
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New BTS bronchiectasis

guideline

The British Thoracic Society (BTS) has

published its updated guideline for

bronchiectasis in adults, introducing a

new five-step management plan...
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COPD

NOVELTY study finds predicted

heterogeneity in asthma and COPD

By Mardi Chapman

Clinicians and patients can expect a future shake-up in the labels given to patients currently described as asthma or

COPD or to patients with features of both diseases.

Baseline characteristics from the NOVEL observational longiTudinal studY (NOVELTY) have already demonstrated the

marked heterogeneity within the diseases and considerable overlap between physician-assigned diagnoses of asthma

and/or COPD.

NOVELTY, led by Australian Professor Helen Reddel, comprises more than 11,000 adults worldwide across the full

spectrum of asthma and/or COPD.

One of the aims of the 3-year prospective observational study is to characterise patients according to their trajectories

over the study period, for example whether their lung function was stable or declined, and to look back and see

whether these groups could have been identified by their baseline characteristics or biomarkers.

Baseline data, published in the ERJ, show about half (52.8%) of patients had a physician-assigned diagnosis of asthma

only, 12.4% asthma+COPD and 34.8% COPD only.

The study found no consistent differences in demographics such as BMI or smoking, across diagnosis/severity groups.

“Across the three diagnosis groups, mMRC dyspnoea grade, SGRQ total score and CAAT score were worse with

greater physician-assessed severity, but there was marked variation within, and overlap between, each diagnosis and

diagnosis/severity group,” the study said.

“Within each severity category, patients with asthma+COPD or COPD were more likely to have clinically important

dyspnoea (mMRC grade ≥2), worse HRQoL and worse overall health status than those with asthma.”

The study also noted that while the proportions of patients with ≥1 or ≥2 exacerbations in the past 12 months increased

across severity groups, they included 24.3% and 7.3% of patients with mild asthma and 20.4% and 5.3% of patients with

mild COPD, respectively.

“Conversely, of patients assessed by the doctor as having severe asthma or severe COPD, 48.3% and 50.6%,

respectively, were not reported to have had an exacerbation in the previous 12 months.”

There was also marked heterogeneity in lung function and in intensity of therapy observed across diagnosis and

severity groups.

The study said the features typically used to define asthma and COPD in clinical trials and mechanistic studies were

found across all sub-groups of patients.

“This indicates that the historical labels of “asthma‟ and “COPD‟ and the severity classifications used in clinical practice,

do not identify clinically distinctive populations.”

“Our findings emphasise the need for a deeper understanding of phenotypes and endotypes of asthma and/or COPD,

and challenge the specificity and utility of conventional classifications of “asthma‟ and “COPD”.”

Professor Reddel, from the Woolcock Institute of Medical Research, told the limbic that labels are still very important,

particularly while mechanisms that contribute to specific risks are still being identified.

“I don’t believe you should throw out umbrella labels like asthma and COPD when they serve a useful purpose,” she

said.

However she predicted that as with other conditions like breast cancer, many subtypes of respiratory disease would be

identified.

“What has worked well in breast cancer is to identify a subset of patients where there is a clear treatment pathway.”

“We have highly personalised treatments for breast cancer but we also still talk about breast cancer as an entity

because it is useful for lobbying and it is useful for patients because there are many problems that are common to all

these subtypes,” she said.

“Taxonomy should always follow the identification of treatment. You don’t want to give a label to someone unless it

means something.”

Professor Reddel said about 5-10% of people with asthma and about the same with COPD would satisfy the strict

requirements for clinical trials in those conditions.

“The rest, which is 80-90%, may have features of both conditions. This is a group that needs to be investigated. It

comprises multiple conditions with multiple underlying mechanisms but similar symptoms.”

“We‘ve got to be able to investigate the underlying mechanisms and work out which patients can be peeled off into a

group that needs a specific treatment but at the same time keep people safe,” she said.

And she noted there were certainly indicators that people may not be getting the right treatment.

“For example, there are people who are labeled by their doctor as having mild asthma and clearly have a lot of

exacerbations. If they have a lot of symptoms despite treatment, they either are not getting enough or they have got a

mechanism that is not being addressed by the particular treatment.”

“We need to actually find the underlying mechanisms of specific clinical or physiological characteristics. Because

someone can have a FEV1 of 60% predicted and it was 60% predicted 10 years ago. Someone else might have an FEV1

of 60% predicted and 10 years ago it was 80% predicted. Clearly we should not lump these groups together when we

are seeking treatable mechansims.”

Blood eosinophil findings

could have implications for

COPD, asthma management

The level of circulating blood

eosinophils in healthy adults is much

lower than currently believed and can

be influenced by...
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‘Pre-COPD’ category could

improve early intervention,

boost research

Adopting the category of “pre-COPD” in

the Global Strategy for the Diagnosis,

Management, and Prevention of Chronic

Obstructive Lung Disease...
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5 treatable traits have impact

on quality of life
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Predicting who will suffer from “long

COVID”: study

By Dave Levitan

As the long-term burden of some COVID-19 infections has grown more clear, understanding who is at risk for so-

called “long COVID” could help better manage those patients. A new study found some simple factors that are

significantly associated with long COVID, potentially making trials of prevention or treatment more feasible.

“At the population level, it is critical to quantify the burden of long COVID to assess its impact on the healthcare

system and appropriately distribute resources,” wrote study authors led by Dr Carole Sudre, of King’s College London,

in Nature Medicine. 

The researchers analysed data from 4,182 cases of COVID-19; patients self-reported their symptoms prospectively in

the COVID Symptom Study app. Most people who used the app were from the UK (88.2%), with others from the US

(7.3%) and Sweden (4.5%). 

A total of 558 participants (13.3%) reported symptoms lasting 28 days or longer, while 4.5% had symptoms lasting at

least eight weeks and 2.3% had symptoms lasting 12 weeks or more. The overall median symptom duration was 11

days.

Long COVID was more common in women (14.9%) than in men (9.5%), and it was less common among people aged 18

to 49 years (9.9%) than in older people. Among those aged 70 and older, the rate was 21.9%. The most common long

COVID symptoms included fatigue (97.7%) and intermittent headaches (91.2%).

Those who did experience long COVID were more likely to have required hospital assessment during the acute

COVID-19 phase. The only preexisting condition associated with long COVID was asthma.

Individuals who reported more than the median of five symptoms during the first week of illness were significantly

more likely to experience long COVID, with an odds ratio of 3.95 (95% CI, 3.10-5.04). The authors noted that this risk

factor was predictive in both sexes and across all age groups.

The authors created a simple prediction model that could be usable in healthcare settings, based only on symptom

number in the first week along with age and sex, and they obtained an area under the curve of 76.7%. 

They noted that the study is limited by its reliance on use of the app, users of which were disproportionately female,

with relatively few elderly participants. Still, an analysis that weighted for population differences came to similar

conclusions.

“This information could feature in targeted education material for both affected individuals and healthcare providers,”

the authors wrote. “Moreover, this method could help determine at-risk groups and be used to target early

intervention trials and clinical service developments to support rehabilitation in primary and specialist care to alleviate

long COVID and facilitate timely recovery.”

Study will drill down on long-

term effects of Covid-19

UK researchers have begun the

recruitment of 10,000 patients in an

attempt to uncover some of the long-

term impacts of...
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Expert commentary:

reflections on COVID-19 so far
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Development at the International Severe
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Covid-19 ‘third wave’ may

include long-term

neurological consequences
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