
Economic benefit analysis of primary prevention with pravastatin

Modelling economic benefits after such
long term treatment is inappropriate

Editor—The West of Scotland Coronary
Prevention Study Group used an epidemio-
logical model to estimate the cost effective-
ness ratio for cholesterol lowering with
pravastatin.1 Although the title suggests
otherwise, this is not a direct health
economic analysis of original trial data, and
why such an analysis has not been published
is unclear. Original trial data would provide
direct estimates of the number of life years
of survival in treated and untreated groups,
over the five years of the study. Similarly, a
direct estimate of the drug costs would have
been available; these would have been offset
by an estimate of savings from the reduction
in non-fatal adverse events.

A close approximation to this can be
carried out by using published data. The all
cause death rate in the treated group over
five years in the trial was 3.2%, compared
with 4.1% in the untreated group.2 With a
starting population of 10 000, this corre-
sponds to a total number of life years

remaining of 49 200 compared with
48 975—a saving of 225 life years. The net
cost of treating this population for five years
is estimated at £22 811 769,1 or £101 386
per life year saved during treatment. This is
similar to our estimate of the average cost
effectiveness in a lower risk population of
£136 000.3

The cost effectiveness ratio can be
dramatically reduced by modelling survival
after treatment has stopped. The treated
group continues to benefit in terms of life
years gained, but there are no additional
costs of treatment. Given the large cost of
treatment relative to the financial savings,
the effect on the cost effectiveness ratio is
considerable.

This approach has two major flaws.
Firstly, treatment is unlikely to be stopped
after five years in most patients. Secondly,
survival after treatment is stopped is not
known. The mechanism of action of statins
is not completely understood, and a
rebound increase in mortality after treat-
ment is stopped is possible. It is also possible
that those receiving treatment will adopt less
healthy lifestyles and that, once treatment
has stopped, survival will be poorer than
among those never treated. Thus I believe it
is inappropriate to model economic benefits
after stopping long term treatment, and
policy decisions should not be based on
such models.
Paul Pharoah Cancer Research Campaign clinical
research fellow
Strangeways Research Laboratories, Cambridge
CB1 4RN
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Assumptions are methodologically flawed

Editor—Caro et al state that the West of
Scotland coronary prevention study estab-
lished that treating hypercholesterolaemia
with pravastatin is an effective strategy for
preventing coronary heart disease,1 which is
the leading cause of death in the United
Kingdom.2 Although the relative reductions
in risk of death or of developing heart

disease sound impressive, the absolute num-
bers are small.3 Is treatment of these patients
cost effective, as the economic model
suggests?

The authors estimate from the trial data
the monthly risks of developing heart
disease and mortality over five years. They
model survival beyond the trial as it is
important to consider the “adverse implica-
tions of cardiovascular disease that do not
result in death during the trial.” Thus life
expectancies for patients with and without
heart disease are estimated from observa-
tional data. At the end of the trial, drug
treatment is assumed to stop and population
life expectancies, adjusted for coronary
disease, are applied to survivors.

In 10 000 patients a 0.9% reduction in
mortality observed in the trial would avoid
90 deaths during the five years of treatment
(95% confidence interval − 20 to 180). The
cost of treating one patient with pravastatin
for five years is about £2000 with a
correction for savings from prevented
coronary events. If it is assumed that deaths
were equally distributed over the five years,
which seems reasonable from the published
mortality curve, this results in an average 2.5
life years gained per death prevented, or
about 225 life years (95% confidence
interval − 50 to 450) at a cost per life year
saved of £89 000 (95% confidence interval
45 500 to ∞) within the trial period. The
economic model estimates a total benefit of
2460 life years gained.2 Thus most of the
benefit of intervention is based on extrapo-
lation assumptions, not on the trial data.

The analysis presumes that pravastatin
has a permanent preventive effect rather
than merely delaying costs, but it assumes
that treatment costs stop at five years. The
assumption that patients with moderate
hypercholesterolaemia who have avoided
the development of heart disease through
treatment with pravastatin have the life
expectancy of the general population when
treatment stops is clearly insupportable.
Caro et al’s estimate of just over £20 000 per
life year saved is thus methodologically
flawed and unduly optimistic.2 Finally, they
fail to address the issue of inappropriate
medicalisation. The West of Scotland study
indicates that, of 10 000 patients treated with
pravastatin for five years, 9755 would receive
no benefit.
Nick Freemantle Senior research fellow
James Mason Research fellow
University of York, Medicines Evaluation Group,
Centre for Health Economics, York YO1 5DD

1 Caro J, Klittich W, McGuire A, Ford I, Norrie J, Pettitt D, et
al for the West of Scotland Coronary Prevention Study
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Author’s reply

Editor—These letters reflect two major
mistakes. To reach their estimate of 225 life
years gained, both sets of authors must make
two extraordinary assumptions. The first is
that the additional survivors die immedi-
ately at the end of the trial. Not knowing the
survival after treatment is stopped is no
excuse for this untenable assumption. A
more realistic alternative is to assign each
individual his age specific life expectancy.
This is still conservative because the life table
includes subjects with heart disease and
other life threatening conditions, while trial
patients were generally healthy men with
hyperlipidaemia.

The second major mistake is to assume
that preventing (or delaying) the onset of
cardiovascular disease has no implications
for life expectancy. Thus these authors
would have us believe that the 286
additional men who remained healthy
because they took pravastatin derived no
benefit. Not only is this clinically unsupport-
able, but our extensive Scottish data confirm
that this is not so: cardiovascular events that
are not immediately fatal still reduce life
expectancy.

The authors’ insistence on relying solely
on the trial data would be proper if one sim-
ply lists the costs and consequences
observed during the trial (as we suggest
should be done). If one insists on quantify-
ing benefits only in terms of life years gained
then one must, to remain unbiased, estimate
the impact of events on life expectancy, not
trial expectancy. This estimate does not
involve projecting a continued treatment
benefit or an assumption of “permanent
preventive effect”; it is simply an attempt to
understand the consequences of a transition
from health to cardiovascular disease
(regardless of treatment), a necessary step in
valuing the results of the trial. Contrary to
Pharoah’s assertion, a trial lasting five years
cannot provide complete data on the impact
on survival of preventing a chronic disease
that runs its course over a decade or more.

We agree that treatment is unlikely to
stop after five years. We are now estimating
the effect of continuing treatment. This does
involve projections of treatment benefit, and
so we thought that it should be reserved for
a secondary analysis.

As with any preventive intervention (for
example, cancer screening), only some
people will benefit. Nevertheless, until we
can more precisely identify these individuals
this trade off is unavoidable. Whether this is
“inappropriate medicalisation” or not is best
left to individual patients and their doctors.

The authors’ estimates of what are
essentially “trial years gained” are not useful.
If proper healthcare decisions are to be

made they must be based on balanced
appraisal of the available evidence rather
than concerted efforts to accommodate data
to one’s preconceived point of view.
J Jaime Caro Scientific director
For the West of Scotland Coronary Prevention
Study Group
Caro Research, 336 Baker Avenue, Concord, MA 01742,
USA

Day case surgery has benefited
patients with cataract in North
Gwent
Editor—According to Boulton, day case
cataract surgery is not being done as often as
it could be in Scotland.1 In North Gwent
such operations have been available for two
years. Our local general hospital has no
ophthalmic beds; it has only outpatient and
day case facilities and an innovative
consultant who does no private practice. We
used to have the usual long waits for cataract
surgery. Day case surgery was the obvious
answer, so funds for the necessary equip-
ment were raised by local people and local
fundholders. Fundholders bought the ser-
vice first, and now commissioning groups
and total purchasing projects are buying it.

Patients love the service. Contraindica-
tions are few: the frailest patients benefit the
most because they do not have the
disruption of a hospital stay. Social services
and our community nurses have been help-
ful. Assessment is done by optometrists and
consultants and the patients’ own general
practitioner. General practitioners hold the
waiting lists.

I am sure that the reasons why this went
ahead were that the consultant concerned is
motivated to do the best for his NHS
patients and that the trust, having no
ophthalmic beds, could expand its services
and make money. Consultants with a
financial interest in private patients often do
not push for a better service, and trusts with
an investment in inpatient capacity would
say that they would lose income, even
though in the real world these beds and
staffing costs could be transferred to other
specialties. One trust with ophthalmology
beds has even written a memo to staff asking
them to discourage day cases and to
promote inpatient care.

In this matter, patients’ and taxpayers’
interests are best served by the devolution of
day cases to smaller local units under the
influence of strong general practitioner
commissioning groups. This is better than
trusts trying to capture patients from each
other and still tending to serve certain
vested interests under a flawed internal mar-
ket system.
Elizabeth Evans General practitioner
Tudor Gate Surgery, Tudor Street, Abergavenny,
Monmouthshire NP7 5DL.

1 Boulton A. Scottish trusts miss cataract surgery targets.
BMJ 1997;315:1330. (22 November.)

Article about mental health law
gave practical guidance
Editor—Leigh’s comments1 on Barker’s
article2 would be less offensive if they were
helpful. While his narrow reading of the
Mental Health Act (1983) is correct, he does
not seem to be aware that practitioners are
required to pay attention to the more
stringent conditions set out in the code of
practice to the act.3 4

Paragraph 2.25 of the code of practice
states explicitly: “Other than in exceptional
circumstances, the second medical
recommendation should be provided by a
doctor with previous acquaintance of the
patient.”3 With regard to who should make
an application for admission, paragraph
2.30 states: “The approved social worker is
usually the right applicant . . . . The doctor
should therefore advise the nearest relative
that it is preferable for an approved social
worker . . . to make the application.” Since
this is exactly the guidance that Barker gives
it is hard to see how Leigh can justify calling
the article “muddled,” “wrong,” and “a
travesty of the act.”

Although Leigh is correct in that the
treatability criterion does not apply to
section 2 of the act, his point could have
been made simply and without vituperation.

Finally, Leigh does not understand that
this ABC article aimed to provide succinct,
practical guidance to practitioners, and not
“to emphasise some of the idiosyncrasies
involved [in the Mental Health Act].” That
would be the material for a very different—
and very long—article.
Teifion Davies Senior lecturer in community
psychiatry
United Medical and Dental Schools of Guy’s and St
Thomas’s Hospitals, St Thomas’s Hospital, London
SE1 7EH

1 Leigh TH. Article about Mental Health Act was
misleading. BMJ 1998;316:781. (7 March.)

2 Barker A. ABC of mental health: mental health and the
law. BMJ 1997;315:590-2.

3 Department of Health, Welsh Office. Code of practice.Mental
Health Act 1983. 2nd ed. London: HMSO, 1993.

4 Jones R. Mental health act manual. 5th ed. London: Sweet
and Maxwell, 1996.

Risk language and dialects

Expressing risk in relative rather than
absolute terms is important

Editor—Calman and Royston remind
health professionals of their obligation to
communicate risk in a language and dialect
with which individuals or groups are
comfortable.1 It is not only in clinical
medicine that appropriate communication
of risk is essential. The environmental health
literature is littered with examples of failed
dialogue.

Communities often create risk dichoto-
mies, demanding absolute safety and being
unable to perceive any grey areas between
safe and dangerous. On occasion this may
be correct—for example, should we evacuate
or not? Environmental standards tend to
dichotomise. If the standard is 15 ppb,
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people may deduce that 14 ppb is safe and
16 ppb dangerous. Expressing risk in
relative rather than absolute terms, as shown
by Calman and Royston, avoids making an
environmental standard into a watershed
figure with all results above the standard
perceived as dangerous and everything
below the standard as safe. Risk numbers
should be expressed in ranges, such as
1-9 ppb as low risk, 10-19 as moderate risk,
etc.

Several elements of risk can be used to
describe risk to communities. Among these
are concentrations (for example, g/l); expo-
sures (how much is likely to be inhaled?);
probabilities (how likely is it to happen?);
quantities (how much effluent was
released?); and risk levels (expected deaths
per year). All of these outline different
aspects of risk, but practitioners often
confuse elements when attempting to put
risks into context. Saying that a risk is like a
drop in a swimming pool may be mislead-
ing: a small concentration of a hazardous
chemical could be associated with a substan-
tial risk. It also may not answer the question
the public is asking. Questions about risk
require answers about risk. Calman and
Royston’s model is a useful contribution to
the task.
D M Campbell Public health medicine specialist
Public Health Protection, Auckland Healthcare,
Private Bag 92-605, Auckland 1, New Zealand

1 Calman KC, Royston GHD. Risk language and dialects.
BMJ 1997;315:939-42. (11 October.)

Lottery can be used to show risk

Editor—We were interested to read the
paper by Calman and Royston about the
language of risk.1 Expression of the wide
range of risks encountered in clinical
practice requires a logarithmic scale similar
to the pH scale.2 In our experience, however,
such scales are correctly understood by only
a small proportion of the population and
are therefore of limited value in communi-
cating degree of risk to patients.

There is, however, a near-logarithmic
scale of risk that is used by most of the
population every week to calculate their
chance of radically enhancing their mon-
etary status.3 We refer to the chance of
winning a prize in the twice weekly National
Lottery. The “risk” of winning a prize varies
according to the number of balls matched
and increases in accordance with a factorial
scale. The table shows the probability of
matching a number of balls for a £5 stake.4

The degree of risk could therefore be
referred to by the number of balls that it

corresponds to: a 6-ball risk would be negli-
gible ( < 1 in 106) whereas a 3-ball risk would
be more common (1 in 10 to 1 in 100). This
would correspond to the personal
experience of patients, who are likely to have
won the occasional £10 (the 3-ball prize)
and know people who have won 4-ball
prizes but who only dream of winning the
jackpot.

This concept would be useful in discuss-
ing the occurrence of very rare events whose
probability is less than one in a million but,
like winning the lottery jackpot, still occur to
someone. It also allows discussion of the
concept of risk doubling: this can be
compared with doubling the stake to
£10/week, which would increase the chance
of winning a £10 prize for 3 balls to around
once a month but would increase the chance
of winning the jackpot to only once every
26 891 years.

Patients are increasingly demanding that
doctors explain the risks to which they are
being exposed. This scale of beneficial
events would facilitate communication of
the probability of an adverse event occur-
ring.
Philip Barclay Research fellow
Liverpool Women’s Hospital, Liverpool L8 7SS

Steven Costigan Consultant
Furness General Hospital, Barrow in Furness
LA14 2LT

Mark Davies Consultant
Royal Liverpool University Hospital, Liverpool
L7 8XP

1 Calman K, Royston G. Risk language and dialects. BMJ
1997;315:939-42. (11 October.)

2 Calman K. On the state of the public health. Health Trends
1996;28:79-88.

3 Hill D. Best way of hitting the jackpot. Sunday Times 5 Jan
1997:3.13.

4 Costigan S. Personal communication from Camelot plc

Risk scales should be tested by
non-medical agencies, such as the media

Editor—The relevant risk of using contra-
ception is an important factor when one is
advising a couple on the choices available to
prevent an unwanted pregnancy. For those
professionals who deal with family planning
this was particularly relevant after the
Committee on Safety of Medicines released
a statement about the risk of thromboembo-
lism associated with combined oral contra-
ception in 1995.1 In a family planning
consultation the woman is usually fit and
wishes to use a method of contraception
with minimal side effects. The reaction to the
“pill alert” showed that not only did women
obtain their first information from the
media but the medical profession did as
well.2

After reading Calman and Royston’s
article about risk it seemed to me, as a
professional, that presenting the risk on a
visual scale was ideal.3 This is fine in a one to
one consultation. But how do the media
report events? A single event, although rare,
will be reported in the headlines of a
newspaper with no presentation of relevant
risk. Most people reading such a headline
will associate it with risks on the community
risk scale. The risk of an event in someone
using oral contraception would be equiva-
lent to that of an event occurring once in a
large town. Unfortunately, everyone in that
town will know about it because of local and
maybe national headline news. More com-
mon events, such as numbers of heart
attacks from smoking, are not newsworthy.

Research at the Marie Stopes Centre
shows that women are confused about the
risk of oral contraception. When choosing a
method they balance risks with the risk of
pregnancy. The morbidity of pregnancy is
no longer seen as a risk in Britain, in
contrast to countries where maternal mor-
bidity is high.4 Users of contraception will be
influenced by information from their part-
ner, mother, friends, and women’s maga-
zines. Research shows that information
about contraception comes mainly from
sources other than the medical profession.5

The authors comment that most people
would judge an event with a risk magnitude
of 4 on a risk scale of 1-10 to be minimal or
even negligible. No matter how good the
explanation of risk in a consultation, the
many other influences outside the surgery
or clinic will always have a role in the wom-
an’s understanding of the risk. The authors
propose that the risk scales need to be
tested. Maybe this should be done initially
with agencies that provide information out-
side the medical profession so that when
important information has to be transmitted
it is consistent and accurate.
Judy Murty Consultant in family planning
Marie Stopes International, Leeds LS2 8AJ

1 Committee on Safety of Medicines. Combined oral
contraception and thromboembolism. London: CSM, 1995.

2 Murty J, Harris J, Killick S. Television and radio should be
used to disseminate important information. BMJ
1996;312:1672.

3 Calman KC, Royston HD. Risk language and dialects. BMJ
1997;315:939-42. (11 October.)

4 Grubb GS. Women’s perceptions of the safety of the pill: a
survey in eight developing countries. J Biosoc Sci
1987;19:313-21.

5 Hughes H, Myres P. Women’s knowledge and preference
about emergency contraception: a survey from a rural
general practice. Br J Fam Plann 1996;22:77-8.

Fate of special hospitals in
England has not yet been
decided
Editor—The News in brief in the issue of 28
March contained a paragraph entitled “Clo-
sure plans for secure hospitals.”1 This was
part of a selectively quoted strategic plan
produced by the High Security Psychiatric
Services Commissioning Board. The plan
was leaked, as it is officially with the minister
of health at present.

Probability of matching number of balls for £5 stake, compared with verbal and logarithmic scales of
probability

No of balls Probability Verbal scale Logarithmic risk scale

3 1:11 High 9

4 1:206 Moderate 8

4 + bonus 1:8878 Low 7

5 1:11 098 Very low 6

5 + bonus 1:466 127 Minimal 4-5

6 1:2 796 763 Negligible < 4
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As I understand it, the document
contains several options; the closure of the
three hospitals and building of six to eight
replacement units is only one. This option
has many complications, not the least being
the cost and the availability of land and
accommodation.

In recent years Broadmoor Hospital has
developed rapidly, with standards of psychi-
atric practice equivalent to those anywhere
in the NHS and a professorial department
of international repute linked to the
Institute of Psychiatry in London. This
academic presence makes recruitment and
retention of high quality medical staff easier
than it otherwise might be, given the
shortages of such staff in forensic psychiatry
nationally. Staff shortages are, however,
always a danger in this particular area of
forensic psychiatry, and such selective
leakage of information can be a self fulfilling
prophecy. In the circumstances, I must make
it clear that all the indications are that
Broadmoor Hospital will not be closing, nor
will Ashworth or Rampton Hospital. The
feeling is that the service will become more
regionally based and those patients who no
longer need high-secure care will move out
to medium-secure and low-secure facilities.

In a press release Mr Frank Dobson, the
secretary of state for health, said: “A review
of Broadmoor, Ashworth and Rampton
Hospitals has been received. The govern-
ment has no intention of simply accepting
its findings. Public safety and security will
come first. The review was commissioned by
the previous government. Ministers con-
sider that they are in no way bound by it.
They are taking a long hard look at the
whole of mental health.”

This emphasises the need to have a
much broader view with much greater depth
and analysis than the throwaway comment
in the BMJ. That paragraph does not repre-
sent government policy or support the work
being undertaken at the high-secure hospi-
tals.
John V Basson Medical director
Broadmoor Hospital Authority, Broadmoor
Hospital, Crowthorne, Berkshire RG45 7EG

1 News in brief: Closure plans for secure hospitals. BMJ
1998;316:956. (28 March.)

Sexual abuse is not the only
childhood adversity that may
lead to later depression
Editor—Cheasty et al have provided fur-
ther support for the association between
childhood sexual abuse and adult depres-
sion.1 This adds to the growing body of
research that describes the effects of
childhood maltreatment on the develop-
ment of adult psychopathology and further
highlights the need for interventional
psychiatry.2

Sexual abuse is often considered to be
the most severe and traumatic form of mal-
treatment. While the authors indicate the
importance of the severity of the experience

(for example, penetration), other important
factors in the development of early and late
psychopathology include the age at which
abuse is experienced and its duration.3 The
use of broad labels such as “sexually abused”
to categorise subjects may simplify research
by defining control comparisons but
obscures the heterogeneity and co-occur-
rence of other forms of adversity.4 Important
adversities that often accompany maltreat-
ment include physical and emotional abuse,
neglect, divorce, poverty, and placement in
care.4 It is not only difficult to disentangle
the impact of these co-occurring risk factors
from those associated with sexual abuse, but
it is uncertain to what extent their effects are
additive.

Future research on the effects of
childhood adversity such as sexual abuse on
mental illness requires standardised defini-
tions and examination of the risk factors in
isolation and in conjunction with other
stressors to determine the effects of
co-occurring risk factors.2 This may help in
the identification of the pathways that lead
from childhood sexual abuse not only to
depression but also to the numerous other
disorders associated with it, such as somati-
sation disorders, substance abuse, personal-
ity disorder, eating disorders, and post-
traumatic stress disorder.5

Paul A Cotter Clinical lecturer
Section of Metabolic Studies, Institute of Psychiatry,
London SE5 8AE

1 Cheasty M, Claire AW, Collins C. Relation between sexual
abuse in childhood and adult depression: case-control
study. BMJ 1998;316:198-201. (17 January.)

2 Cicchetti D, Toth SL. A development psychopathology
perspective on child abuse and neglect. J Acad Child Adolesc
Psychiatry 1995;34:541-65.

3 Cicchetti D, Tucker D. Development and self-regulatory
structures of the mind. Devel Psychopathol 1994;6:533-49.

4 Manly JT, Cicchetti D, Bamett D. The impact of subtype,
frequency, chronicity, and severity of childhood maltreat-
ment on social competence and behaviour problems.
Develop Psychopathol 1994;6:121-44.

5 Mullen PE, Martin JL, Anderson JC, Romans SE, Herbison
GP. Childhood sexual abuse and mental health in adult
life. Br J Psychiatry 1993;163:721-32.

Training in plastic surgery is
being set up in The Gambia
Editor—With the demise of the overseas
training scheme in plastic surgery1 and the
implications of Calmanisation for training in
general for visiting surgeons,2 alternative
strategies for meeting the training require-
ments of surgeons from the developing
world need to be considered. Training in the
developing world may be the way forward.3

Although considerable difficulties in terms
of logistics, personnel, and working condi-
tions can be expected, such schemes are fea-
sible and can be tailored to local require-
ments.

A pilot scheme involving The Gambia
and plastic surgeons from the United King-
dom is being developed and may form the
basis for a more structured training pro-
gramme for west Africa (I F Starley et al,
summer meeting of British Association of
Plastic Surgeons, 4 July 1997). There are
several advantages to developing a training

programme for surgeons in The Gambia.
The country is easily accessible and has
good telecommunications links. Politically it
is stable and is keen to develop such a
scheme. The medical infrastructure is based
at the Royal Victoria Hospital, Banjul, and,
though limited, has the potential for
development. Key medical and nursing staff
have been identified with a view to develop-
ing such a training scheme.

The potential advantage of such a
scheme is not limited to The Gambia. In
view of the country’s geographic location in
west Africa, it can provide a basis for a more
comprehensive training programme for all
surgeons and nurses in the region.
Ian F Stanley Specialist registrar in plastic surgery
Withington Hospital, Manchester M20 2LR

Paul Mohammed Overseas registrar in plastic
surgery
Lister Hospital, Stevenage, Hertfordshire SG1 4AB

1 Wise J. Surgical training for overseas doctors to end. BMJ
1997;315:971. (18 October.)

2 Dawson R, Shukla H S. Visiting registrars in surgery: the
trainee’s viewpoint. Ann R Coll Surg Engl 1997;79(suppl):
244-8.

3 Rennie JA, Janka A. Emergency surgery in Ethiopia. Ann R
Coll Surg Engl 1997;79(suppl):254-6.

Management of Helicobacter
pylori infection

Eradication treatment should be limited
to patients with proved peptic ulceration

Editor—Benefits from treating Helicobacter
pylori infection may depend less on the
choice of eradication regimen than on the
selection of patients to be treated. Rauws
and van der Hulst make sound recommen-
dations for the former at the expense of
misleading on the latter.1 Their advice to
general practitioners to test and prescribe
eradication treatment in dyspeptic patients
aged under 45 reflects that of the European
Helicobacter Study Group2; neither set of
recommendations is evidence based.

Both sets of recommendations advocate
the safety net of specialist referral when
eradication has failed in primary care. This
ignores the reality that fewer than one quar-
ter of dyspeptic patients with H pylori infec-
tion have peptic ulcer disease and that only
this group of patients can be confidently
expected to benefit from eradication treat-
ment.3 Treating all dyspeptic patients
infected with H pylori would therefore result
in most of those with non-ulcer dyspepsia
or gastro-oesophageal reflux disease receiv-
ing an unproved treatment. Even if a
sizeable placebo effect is assumed, symp-
toms may recur or persist in many of these
patients. They may also recur or persist in a
minority of those with peptic ulcer disease
who have not initially responded to eradica-
tion treatment either because of antibiotic
resistance or because of poor concordance
with treatment. The combination of a high
prevalence of dyspeptic patients who also
happen to be positive for H pylori, a high
frequency of failure of treatment, and a
blanket recommendation that all patients in
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whom treatment has failed should be
referred for specialist opinion could result
in gastroenterology services being over-
whelmed.

Furthermore, knowledge of the
potential causal association between H pylori
infection and gastric cancer may have an
impact on both doctors’ and patients’
behaviour.4 Widespread testing for H pylori
and subsequent labelling of patients with
positive results could result in a high
proportion of the population requiring or
demanding medical follow up. Until
evidence is forthcoming from trials, general
practitioners may wish to avoid such
dilemmas by limiting eradication treatment
to patients with proved peptic ulceration.
Robbie Foy Senior registrar in public health
National Primary Care Research and Development
Centre, University of Manchester M13 9PL

Jayne Parry Lecturer in public health
Ciaran Woodman Professor of public health and
cancer epidemiology
Centre for Cancer Epidemiology, University of
Manchester, Manchester M20 4QL

1 Rauws EAJ, van der Hulst RWM. The management of H
pylori infection. BMJ 1998;316:162-3. (17 January.)

2 European Helicobacter Study Group. Current European
concepts in the management of Helicobacter pylori infec-
tion. The Maastricht consensus report. Gut 1997;41:8-13.

3 Moore RA. Helicobacter pylori and peptic ulcer. Systematic
review of effectiveness and an overview of the economic benefits of
implementing what is known to be effective. Oxford: Health
Technology Evaluation Association/Pain Relief Research
Unit, 1995.

4 Parry JM, Foy RC, Woodman CBJ. Do general practitioners
inform patients of the association between Helicobacter
pylori infection and gastric cancer prior to determining
serostatus? Br J Gen Pract 1997;47:311-9.

Authors’ reply

Editor—We agree that there is no evidence
based reason to treat all dyspeptic patients
who are positive for H pylori with antimicro-
bial drugs.1 Most of these patients have no
peptic ulceration or organic disease other
than gastritis. Therefore, endoscopy is
usually not indicated in young dyspeptic
patients, who are managed empirically by
the primary care doctor with one or
repeated (healing) courses of acid suppres-
sants, followed by either daily maintenance
treatment or treatment on demand when
symptoms recur. The drawbacks of this
approach, which is not evidence based, are
the high cost of empirical treatment and the
inappropriate management of peptic ulcer
disease.

Since peptic ulcer disease is related to H
pylori infection in about 98% of cases, testing
for the organism will identify patients with
an ulcer and those at risk. Certainly, a
considerable number of patients who are
positive for the organism will never develop
an ulcer but may still benefit from successful
eradication treatment.1

The Maastricht consensus meeting of
the European Helicobacter Study Group
was organised to aid daily clinical practice.
Although evidence based data are lacking,
both gastroenterologists and primary care
doctors formulated guidelines for the
diagnostic and therapeutic approach for
dyspeptic patients aged under 45 who did
not have serious symptoms. In these
younger patients who are positive for H

pylori on testing, it was considered “advis-
able” that the organism should be eradicated
without further investigation. We do not rec-
ommend widespread testing for H pylori in
relation to the organism’s potential causative
role in gastric cancer.

As an estimated two fifths of patients
presenting with dyspepsia each year are
aged under 45,2 the Maastricht guidelines
may lead to economic savings,3 a reduction
in the endoscopic workload,4 and cure and
may also prevent diseases related to H
pylori.5

Erik A J Rauws Gastroenterologist
René W M van der Hulst Internist
Department of Gastroenterology and Hepatology,
Academic Medical Centre Amsterdam, Postbox
22700, 1100 DE Amsterdam, Netherlands

1 Talley NJ, Hunt RH. What role does Helicobacter pylori
play in dyspepsia and non-ulcer dyspepsia? Arguments for
and against H pylori being associated with dyspeptic
symptoms. Gastroenterology 1997;113:S67-77.

2 Aldous J, Pryce D, Ramsay M. A pilot study of the effects of
breath test screening and eradication of Helicobacter pylori on the
management of dyspepsia in primary care. London: Academic
Department of Public Health, St Mary’s Hospital Medical
School, 1994.

3 Sonneberg A. Cost-benefit analysis of testing for
Helicobacter pylori in dyspeptic subjects. Am J Gastroenterol
1996;91:1773-7.

4 Patel P, Khulusi S, Mendall MA, Lloyd R, Jazrawi R,
Maxwell JD, et al. Prospective screening of dyspeptic
patients by Helicobacter pylori serology. Lancet
1995;346:1315-8.

5 Agréus L, Talley N. Challenges in managing dyspepsia in
general practice. BMJ 1997;315:1284-8.

Patients with implants should
be given implant cards

Intraocular lens implant cards contain
inadequate clinical data

Editor—Purkayastha emphasises the
potential of implant cards for patients who
have had implants.1 Such schemes will be
clinically useful only if the cards contain
adequate information about the implant.

A future clinician may need to know
about a patient’s implant in order to site a
matching one on the contralateral side or to
manage the complications of poor fit or bio-
compatibility. In the case of intraocular lens
implants, information is needed about the
design and size of the lens, materials and
coatings used, dioptric power and “A”
constant, and manufacturer’s address or tele-
phone number. Intraocular lens packs
already include an implant card for the
patient. We looked at lens implants made by
four manufacturers and found that none of
the implant cards contained all of the neces-
sary data (table). Information stickers,
intended for insertion in the case notes, were
similarly lacking in clinically important
detail. While all cards and stickers included
the manufacturer’s name and model
number, most did not state the design,
implant materials, or “A” constant. This lack
of basic information frequently leads to
unnecessary problems when attempts are
made to match an unfamiliar implant for
cataract surgery to the second eye.

We can foresee only one disadvantage of
having full information on implant cards for
patients. If late problems are identified with
a particular type of implant, publicity could
result in unnecessary anxiety among
patients who are having no problems and
more claims for compensation from those
who are having problems. The potential of
the system is not being realised, and we urge
manufacturers to include all relevant infor-
mation on both information stickers and
implant cards.
T Eke Specialist registrar in ophthalmology
E Rom Senior house officer in ophthalmology
A A Castillo Consultant ophthalmologist
County Hospital, Lincoln LN2 5QY

1 Purkayastha S. Patients with implants should be given
implant cards for reference. BMJ 1997;315:1377. (22
November.)

Information given on patient implant cards and stickers for case notes

Information

Implant (manufacturer)

Cilco MZ20BD
(Alcon)

AMO Phacoflex II
SI30NB (Allergan) C11UB (Chiron)

7BUV 20–24/401G4
(Surgidev)

Implant cards:

Size + + − +

Shape + − − −
Materials − − − −
Coatings + − − −
Dioptric power + + + +

“A” constant − − − −
Postal address + + + +

Telephone No − + − +*

Stickers for case notes:

Size + + +† +

Shape + − + −
Materials − − − −
Coatings + − − −
Dioptric power + + + +

“A” constant − − +† −
Postal address − − − −
Telephone No − − − +*

*Toll free telephone number, available only to callers in North America.
†Two types of stickers provided, one giving size but not “A” constant and other giving “A” constant but not size.
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Such cards would facilitate recall

Editor—I agree with Purkayastha that
patients should have implant cards,1 but for
a slightly different reason—early failure of an
implant. At present there are few hip
implants that have proved long term results
in various age groups,2 3 and some newer
implants seem to fail early.4 In addition,
many studies have poor follow up, and it is
becoming accepted that loss to follow up
matters.5

The idea of having implant cards is
attractive but, given that a patient may have
several implants or implants in various com-
binations (for example, hybrid), then to
carry a card for each component may be
cumbersome. Alternatives would be to have
a data card (incorporating silicon chip tech-
nology) that can be updated by “swiping”
each time a component is implanted or to
have an identification chip implant in a sub-
cutaneous site, which could be scanned and
information recalled from an implant regis-
ter. Such a database could then be used to
facilitate adequate follow up and allow early
notification of people with implants that
might fail, either because of design faults or
because of batch failures.
A M Collier Specialist registrar
The Friarage Hospital, Northallerton, North
Yorkshire DL6 1JG

1 Purkayastha S. Patients with implants should be given
implant cards for reference. BMJ 1997;315:1377. (22
November.)

2 Alsema R, Deutman R, Mulder TJ. Stanmore total hip
replacement. A 15 to 16 year clinical and radiographic fol-
low up. J Bone Joint Surg 1994;76[Br]:240-4.

3 Joshi AB, Porter M, Trail IA, Hunt LP, Murphy JC,
Hardinge K. Long-term results of Charnley low-friction
arthroplasty in young patients. J Bone Joint Surg
1993;75[Br]:616-23.

4 Massoud SN, Hunter JB, Holdsworth BJ, Wallace WA,
Juliusson R. Early femoral loosening in one design of
cemented hip replacement. J Bone Joint Surg
1997;79[Br]:603-8.

5 Murray DW, Britton AR, Bulstrode CJK. Loss to follow-up
matters. J Bone Joint Surg 1997;79[Br]:254-7.

General practice must decide
on its own education system
Editor—The new NHS (Vocational Train-
ing for General Medical Practice) Regula-
tions 1997 came into force on 30 January.
Their main purpose is to render summative
assessment mandatory and to strengthen
the role of the Joint Committee on
Postgraduate Training for General Practi-
tioners in setting standards and in monitor-
ing vocational training. Although this will
remove the ambiguity that surrounded sum-
mative assessment, it has taken over three
years to bring about the necessary regula-
tory change—a delay that has caused much
confusion and uncertainty in the profession,
particularly among many general practice
registrars and trainees.1

It is now clear that no serious change in
the structure of general practice training can
be contemplated without the full agreement
of the profession and the necessary change in
regulations. Also, there will have to be more
sensitivity to the views of the general practice
registrars and trainees and of those respon-

sible for implementing the joint committee’s
policies in the future.2 Perhaps the most
significant lesson is, however, that the regula-
tions have become an obstacle to progress.
This is particularly important in the context
of a changing primary care led NHS, in which
training for general practice will continue to
require regular review and change.3

Regulations for vocational training have
served us well in the past, but it is now time
to move on by revoking all of these and
allowing general practice, like any other
medical discipline, to decide for itself,
through its college, what system of educa-
tion it should have.
Jamie Bahrami Director of postgraduate general
practice education
Department for NHS Postgraduate, Medical and
Dental Education (Yorkshire), University of Leeds,
Leeds LS2 9JT

1 Coppola W. Summative assessment for general
practitioner registrars: proposals may damage one of the
finest examples of postgraduate medical education. BMJ
1995;311:1573.

2 Tegner H. Summative assessment. A front line perspective.
J Educ Gen Pract 1997;8:95-100.

3 Royal College of General Practitioners. Proposal for a gener-
alist medical order. London: RCP, 1997.

Regulation of body weight is
social skill
Editor—Wilding’s clinical review on obesity
treatment repeats an important error: “Body
weight is very tightly regulated . . . for exam-
ple a daily excess of 100 kcal (418 MJ) . . .
would result in a 4 kg weight gain in a year.”1

It would not, as those of us who have tried
experimental overfeeding can testify.2 3

An extra 418 MJ intake causes an imme-
diate increase in metabolic rate, and in the
steady state a weight gain of 4 kg would
cause an increase in maintenance energy
requirements of about 209 MJ/day in
women and 212 MJ/day in men,4 so only a
fraction of the excess intake would be stored
as excess fat. The error is important, because
Wilding suggests that controlling obesity
involves finding a specific group of people
with poor regulation of intake and correct-
ing their metabolic error. In fact, most of us
have poor physiological regulation of
energy intake, which is why body weight in
adults typically fluctuates between maxima
and minima that are 10 kg apart.5 In our
society, regulation of body weight within a
desirable range is a social skill, so I believe
that the best hope for preventing and treat-
ing obesity depends on fostering these skills
rather than discovering new hypothalamic
neurotransmitter drugs.
J S Garrow Emeritus professor of human nutrition
The Dial House, 93 Uxbridge Road,
Rickmansworth, Hertfordshire WD3 2DQ

1 Wilding JPH. Science, medicine, and the future: obesity
treatment. BMJ 1997;315:997-1000. (18 October.)

2 Sims EAH, Danforth E Jr, Horton ES, Bray GA, Glennon
JA, Salans LB. Endocrine and metabolic effects of
experimental obesity in man. Recent Progr Hormone Res
1973;29:457-96.

3 Garrow JS, Stalley SF. Cognitive thresholds and human
body weight. Proc Nutr Soc. 1977;36:18A.

4 Garrow JS. Obesity and related diseases. London: Churchill
Livingstone, 1988.

5 Gordon T, Kannel WB. The effects of overweight on
cardiovascular disease. Geriatrics 1973;28:80-8.

Mouth care and skin care in
palliative medicine

Chlorhexidine mouth washes are
important in mouth care

Editor—Regnard et al did not mention the
use of 2% chlorhexidine mouth rinses in
the section on mouth care and the risk fac-
tors for oral problems in their article in the
ABC of Palliative Care.1 We have regular
contact with groups of children with
chronic disorders— for example, epidermo-
lysis bullosa—and others who are treated
with high dose chemotherapy and irradia-
tion. One of the problems from which they
suffer is severely blistered oral mucosa (chil-
dren with epidermolysis bullosa) and
mucositis related to chemotherapy or
radiation.

The most widely investigated and used
mouth care regimen is 2% chlorhexidine
mouth rinse daily. Many workers have
reported decreases in dental bacterial
plaque and gingivitis.2 3 This leads to
decreased oral bacterial loading, which is
important, particularly in patients who are
undergoing a period of immunosuppres-
sion as part of their treatment.4 Chlorhexi-
dine does not greatly affect the progress of
mucositis, and although the 7% ethanol
base does cause a burning sensation, the
antibacterial and local cleaning action are
of great benefit to these patients. Although
tooth brushing is the ideal oral hygiene
method, most patients who are debilitated
are unable to do this effectively and the
mouth is not cleaned effectively. Mouth
rinsing may also be difficult, and this
difficulty can be easily overcome by soaking
pink dressing sponges in chlorhexidine.
When the teeth are closed on the sponges,
the chlorhexidine is carried to the oral
mucosa, gingivae, and teeth.

We believe that this logical approach to
mouth care is more effective than the
anecdotal remedies suggested by Regnard et
al. Was the recommendation to use gin a
misprint?
Victoria S Lucas Clinical research fellow, department
of microbiology
Graham J Roberts Professor of paediatric dentistry
Eastman Dental Institute, University of London,
London WC1X 0LD

1 Regnard C, Allport S, Stephenson L. ABC of palliative
care: Mouth care, skin care, and Iymphoedema. BMJ
1997;315: 1002-5. (18 October.)

2 Schiott CR, Loe H, Jensen SB, Kilian M, Davies RM,
Glavind K. The effect of chlorhexidine mouthrinses on the
human oral flora. J Periodontal Res 1970;5:84-9.

3 Joyston-Bechal S, Hernaman N. The effect of a mouthrinse
containing chlorhexidine and fluoride on plaque and gin-
gival bleeding. J Clin Periodontol 1993;20:49-53.

4 Ferretti GA, Raybould TP, Brown AT, Macdonald JS,
Greenwood M, Marnyama Y, et al. Chlorhexidine prophy-
laxis for chemotherapy and radiotherapy-induced stomati-
tis: a randomised double-blind trial. Oral Surg Oral Med
Oral Pathol 1990;69:331-8.

Surgical debridement of dead tissue may
be important in skin care

Editor—We were surprised that Regnard et
al did not mention the role of surgical de-
bridement of dead tissue in the treatment of
pressure sores and fungating chest wall
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tumours in their article in the ABC of Pallia-
tive Medicine.1 The reason that patients get
malodour from pressure sores and ulcerat-
ing or fungating tumours is the presence of
dead tissue which subsequently becomes
infected. Removal of dead material surgi-
cally can not only dramatically improve the
smell but will reduce the amount of
discharge, which means that dressings are
less likely to leak and therefore need to be
changed less frequently. Surgery also has a
role in patients with large and often multiple
tumour masses growing out through the
chest wall as these can be difficult to dress
and can be extremely uncomfortable for the
patient. Excision of these masses makes it
easier for both the patient and the carers to
manage what can be a difficult problem
(figure).

As was pointed out in the ABC of Breast
Diseases, the management of patients with
M stage cancer should be multidisciplinary,
and the role of the surgeon, although small,
should not be forgotten.1 2

J Michael Dixon Honorary senior lecturer in surgery
J Hockley Clinical nurse specialist
Western General Hospital, Edinburgh EH4 2XU

1 Regnard C, Allport S, Stephenson L. ABC of palliative
care: Mouth care, skin care, and lymphoedema. BMJ
1997,315:1002-5. (18 October.)

2 Leonard RCF, Rodger A, Dixon JM. ABC of breast
diseases: Metastatic breast cancer. BMJ 1994,309:1501-4.

Simple antiseptic mouthwashes are best
for infection

Editor—Regnard et al’s article on mouth
care in palliative care patients requires some
comment.1

Aphthous ulcers are not thought to be
of infective origin, although they may
become secondarily infected with oral com-
mensal bacteria.2 Discussion of their man-
agement under the subheading of infection

creates confusion in the table on local meas-
ures for oral problems. Although the
corticosteroid and tetracycline mouth-
washes advocated for treating infected
mouth are appropriate for aphthous ulcera-
tion, their inappropriate use in infected
mouths is far more likely to exacerbate
rather than improve the situation. Both
mouthwashes are predisposing factors to
oral candidal infection,3 a problem recog-
nised elsewhere in the article as a concern in
palliative care patients. A simple antiseptic
mouthwash such as chlorhexidine would be
more appropriate in most cases of superfi-
cial mucosal infection.

In their discussion on the management
of dry mouth the authors identify several
saliva substitutes, some of an acidic nature
such as fruit juice. Although these may be an
option for some patients, caution is required
as they will rapidly precipitate dental caries
if used in a dry mouth for any length of time.
Another aspect of management which was
not mentioned is the stimulation of residual
salivary function. Patients often prefer
salivary stimulation to substitution.4 Several
chemical and mechanical salivary stimulants
are available, of which sugar free chewing
gum is effective and widely available.4 As a
final point, we suggest that candidiasis is far
more often a complication of a dry mouth
than its cause.5

Mike Pemberton Lecturer in oral medicine
M H Thornhill Professor of medicine in dentistry
Turner Dental School, University Dental Hospital
of Manchester, Manchester M15 6FH

1 Regnard C, Allport S, Stephenson L. ABC of palliative
care. Mouth care, skin care, and lymphoedema. BMJ
1997;315:1002-5. (18 October.)

2 Ship JA. Recurrent aphthous stomatitis: an update. Oral
Surg Oral Med Oral Pathol 1996;81:141-7.

3 Lewis MAO, Larney PJ. Clinical oral medicine. London:
Wright, 1993.

4 Davis AN. The management of xerostomia: a review. Eur J
Cancer Care 1997;6:209-14.

5 Streebny LM. Xerostomia: diagnosis, management and
clinical complications. In: Edgar WM, O’Mullane DM, eds.
Saliva and dental health. 2nd ed. London: British Dental
Journal, 1996:43-66.

Clinically proved treatments for
xerostomia were ignored

Editor—Regnard et al’s suggestions for
improving xerostomia are based almost
entirely on anecdotal evidence.1 Further-
more, these suggestions ignore the evidence
from numerous clinical trials.

The symptoms of xerostomia are man-
aged with both saliva substitutes and saliva
stimulants. In studies that have compared
saliva substitutes and stimulants patients
have generally preferred the saliva stimu-
lants.2 The choice of saliva stimulant
depends on several factors including the
aetiology of xerostomia, the patient’s general
condition and prognosis, the presence of
teeth, and, most importantly, the patient’s
preference. Examples of saliva stimulants
that have been found effective in clinical
trials include mints, chewing gum, malic
acid, and pilocarpine.3

Saliva has several functions, and
hyposalivation may result in poor oral
hygiene, oral discomfort, and oral infections.

Pineapple is a natural saliva stimulant. Its
effect on oral hygiene is probably related
more to a non-specific increase in salivary
flow than to a specific effect of the enzyme
ananase. Indeed, other saliva stimulants
have a similar effect on “dirty mouths” and
“coated tongues.” It should be noted that
oral candidiasis is a complication of
hyposalivation and not, as stated in the arti-
cle, a cause of hyposalivation.4

Andrew Davies Specialist registrar in palliative
medicine
King’s Healthcare NHS Trust, London SE8 9RS

1 Regnard C, Allport S, Stephenson L. ABC of palliative
care. Mouth care, skin care and lymphoedema. BMJ
1997;315:1002-5. (18 October.)

2 Bjornstrom M, Axell T, Birkhed D. Comparison between
saliva stimulants and saliva substitutes in patients with
symptoms related to dry mouth. A multicentre study. Swed
Dent J 1990;14:153-61.

3 Davies AN. The management of xerostomia: a review. Eur J
Cancer Care 1997;6:209-14.

4 Bowen WH. Salivary influences on the oral microflora. In:
Edgar WM, O’Mullane DM, eds. Saliva and dental health.
2nd ed. London: British Dental Journal, 1996:95-103.

Possible association between
low birth weight and later
heart disease needs to be
investigated further
Editor—Barker and Osmond say that the
association between birth weight and adult
disease relates to growth retardation in early
life.1 Alternatively, babies with a low birth
weight might consume a diet that is
associated with greater risk of disease.2 3

Firstly, low birth weight might affect appetite
and preference for certain foods. Secondly,
parents might feed their babies foods with a
higher energy or fat content in order to
compensate for their low birth weight.
Patterns of nutrient intake may be estab-
lished from 3 years of age,4 so if birth weight
were associated with childhood diet the
cumulative effect through a lifetime might
be considerable.

We used data from the national diet and
nutrition survey,5 a representative sample
of children aged 11⁄2 to 41⁄2 years in Great
Britain, and tested the hypothesis that
energy and fat intake varied by birth weight.
A total of 1664 subjects (89.5% survey
respondents) had complete data on diet
(measured using a four day weighed intake
record including both weekend days), birth
weight (obtained by maternal recall), social
class, and current weight. Males had higher
birth weight (mean (SE) 3405 (18.9) g v
3279 (18.0) g), energy intake (4895 (38) kJ v
4631 (38) kJ), and fat intake (1757 (19) kJ v
1678 (19) kJ). There were no differences in
percentage energy from fat (35.7 (0.2)% v
36.1 (0.2)%).

Among males only, fat intake adjusted
for energy intake increased with decreasing
birth weight, after adjustment for age, social
class, and current weight (table). Mean fat
intake in the lowest fifth of birth weight was
5%, or 2.3 g, higher than that in the highest
fifth. We could not confirm a further
hypothesis that fat intake would be higher

Patient with multiple recurrent breast cancer masses
on chest wall anterior and posterior before (top) and
after (bottom) surgical excision. After surgery,
residual disease was easier to dress and was less
troublesome, and patient was able to sleep more
comfortably
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for subjects of low birth weight who
remained small and had a continuing
incentive for parents to feed them more or a
sustained alteration of appetite than it would
be for those who experienced catch up
growth.

Evidence that the relation between birth
weight and cardiovascular disease later in
life could be mediated, at least in part, by
the influence of birth weight on subsequent
diet was confined to males. Whether this
small difference, were it to be sustained,
could have a significant cumulative effect on
risk of cardiovascular disease is not clear.
Our study, however, was limited to the pre-
school years. The association at 11⁄2–41⁄2
years may be the tail end of a stronger rela-
tion in infancy, or, alternatively, differences
in fat intake by birth weight may remain, or
even be amplified, in later life. It may be of
interest to investigate this relation at other
ages.
Mai Stafford Statistician
Alan Lucas Director
Medical Research Council Childhood Nutrition
Research Centre, Institute of Child Health, London
WC1N 1EH

The national diet and nutrition survey of children
aged 11⁄2–41⁄2 years was funded jointly by the
Department of Health and the Ministry of
Agriculture, Fisheries and Food, and was conducted
by the Office for National Statistics and the Medical
Research Council, Dunn Nutrition Unit.

1 Barker DJ, Osmond C. Infant mortality, childhood
nutrition and ischaemic heart disease in England and
Wales. Lancet 1986;i:1077-81.

2 Ravelli G, Stein ZA, Susser MW. Obesity in young men
after famine exposure in utero and early infancy. N Engl J
Med 1976;295:349-53.

3 Strauss R. Effects of the intrauterine environment on
childhood growth. Br Med Bull 1977;53:81-95.

4 Singer MR, Moore LM, Garrahie EJ, Ellison RC. The track-
ing of nutrient intake in young children: the Framingham
children’s study. Am J Public Health 1995;85:1673-7.

5 Gregory JR, Collins DL, Davies PSW, Hughes JM, Clarke
PC. National diet and nutrition survey: children aged 11⁄2–41⁄2
years. Vol 1. Report of the Diet and Nutrition Survey. London:
HMSO, 1995.

BMA must voice its opposition
to Cuban embargo
Editor—In 1992 we participated in a study
tour of Cuba’s health system. We witnessed a
service that was the pride of the developing
world and that, in the way it was organised,
offered many examples for our own service.
During our stay the then American presi-
dent, George Bush, signed the Cuban
Democracy Act. At a stroke Cuba was
denied access to foodstuffs and medicines

produced by any subsidiary of any American
multinational company anywhere in the
world (direct sales of anything from the
United States to Cuba having been barred
since 1961).

The impact on the health and nutrition
of the Cuban people has now been well
documented.1-3 The report of the American
Association for World Health states: “A
humanitarian catastrophe has been averted
only because the Cuban government has
maintained a high level of budgetary
support for a health care system designed to
deliver primary and preventative health care
to all its citizens.”3

We welcome the fact that a BMJ
editorial4 has joined the Lancet,5 the Pope,
and 143 countries in the United Nations
General Assembly in criticising or con-
demning what has become the most severe
and sustained economic blockade ever
imposed on a country in peacetime. One of
us belongs to the union UNISON, which has
a record of voicing its opposition to that
blockade in both national and international
forums. The other, as a BMA member, looks
forward to the day when the BMA is
prepared to do the same.
Paul Redgrave Consultant in public health
Rotherham Health Authority, Rotherham S65 2QU

John Waller Primary healthcare facilitator
Towards Co-ordinated Practice project, Bluebell
Medical Centre, Sheffield S5 6BS

1 Kirkpatrick A. Role of the USA in shortage of food and
medicine in Cuba. Lancet 1996;348:1489-91.

2 Garfield R, Santana S. The impact of the economic crisis
and the US embargo on health in Cuba. Am J Public Health
1997;87:15-20.

3 American Association for World Health. Denial of food and
medicine: the impact of the US embargo on health and nutrition
in Cuba. Washington, DC: AAWH, 1997.

4 Delamothe T. Embargoes that endanger health. BMJ
1997;315:1393-4.(29 November.)

5 Sanctions on health in Cuba [editorial]. Lancet
1996;348:1461.

Punishment of doctors must fit
their crime
Editor—All readers, parents of children
with congenital heart disease, and paediatric
cardiologists will sympathise with the par-
ents of Deborah Jenkins, who had severe
complex congenital heart disease and died
at the age of 6 after an exploratory
operation by Dr James Taylor, a paediatric
cardiologist at the Hospital for Sick Chil-
dren, Great Ormond Street, London.
Deborah’s parents had consented to cardiac

catheterisation but had expressly said that a
balloon catheter should not be used.1 2 Thus
if Dr Taylor used a balloon catheter against
their consent he broke the law. No one,
especially medical practitioners, is above the
law, and therefore he had to be punished
and was suspended from the medical
register for six months.

The waters of comprehension and
compassion have been muddied by the
genuine and understandable anger of the
public at the “rotten apples” in the
profession of medicine: those who assault
and sexually interfere with their patients.
The public is also understandably disillu-
sioned when it believes that such “rotten
apples” have been let off with a mere caution
because doctors have closed ranks to protect
their own.

The medical profession has been given
the opportunity to regulate itself. As Sir
Donald Irvine, the president of the General
Medical Council, has pointed out, however,
self regulation is a privilege, not a right.3 But
the case of Deborah Jenkins and Dr Taylor
has nothing to do with rotten apples. Most
medical practitioners do their best to help
their patients, to advise them, to treat their
symptoms, and to guide them to better
health. Although disaster may strike, it is
always in the framework of the doctor
attempting to do the best for the patient.
The intention is essentially benign, not
malign; if a child loses his or her life it is by
accident, not design.

If Dr Taylor did break the law he must
be punished in some way, but that way
should be reasonable and appropriate. By
contrast, his punishment has been inappro-
priate, excessive, and vicious. Dr Taylor is a
fine, caring, highly skilled, and greatly
experienced paediatric cardiologist who has
always carefully considered all the inter-
ventional options open to him in every
patient. We admire him, and he is respected
by generations of paediatricians. The severe
castigation that he has received has irrevo-
cably impaired his fine reputation.

John F Goodwin Professor
2 Pine Grove, London SW19 7HL

Walter Somerville Consultant cardiologist
30 York House, Upper Montagu Street, London
W1R 1FR
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Mean (95% confidence interval) daily energy and fat intake by fifth of birth weight adjusted for age, social class, and current weight

Males (n=805) Females (n=778)

Fifth of birth
weight

Range of birth
weight (g)

Mean difference in daily
energy intake from

baseline (kJ)

Mean difference in daily
fat intake from baseline

(kJ)
Range of birth

weight (g)

Mean difference in daily
energy intake from

baseline (kJ)

Mean difference in daily
fat intake from baseline

(kJ)

5 >3860 0.0 0.0 >3700 0.0 0.0

4 3550-3860 245 (28 to 462)* 41.4 (−15.0 to 97.8) 3450-3700 27 (−201 to 255) 30.1 (−26.3 to 86.5)

3 3300-3549 151 (−66 to 368) 45.1 (−11.3 to 101.6) 3200-3449 105 (−121 to 331) −3.8 (−56.4 to 52.7)

2 2980-3299 162 (−59 to 383) 75.2 (18.8 to 131.7)† 2900-3199 20 (−215 to 256) −11.3 (−71.5 to 45.1)

1 <2980 128 (−98 to 354) 86.5 (30.1 to 146.7)‡ <2900 −103 (−337 to 132) 0.0 (−56.4 to 56.4)

*P=0.03, †P=0.009, ‡P=0.004.
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