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Measurements give parents useful
information

Editor—I would like to address two issues
raised by Venn-Treloar in her comments
about screening for nuchal translucency
without the consent of the mother.1 Firstly, it
is incontrovertible that mothers attending
for ultrasound scanning in the first trimester
believe that the test is designed to confirm
that the baby is well. However, I would argue
that an inspection for fetal anomalies,
including measurement of nuchal translu-
cency, generates such a diagnosis. Secondly,
I disagree that the key purpose of measuring
nuchal translucency is to decrease the birth
rate of children with Down’s syndrome.

Patients presenting for ultrasound scan-
ning expect the operator to perform a
detailed examination to confirm fetal health.
In the majority of cases the fetus is normal
but unfortunately in about 2% of cases an
abnormality is seen. The benefit of early
diagnosis of fetal anomalies is that infor-
mation can be provided to enable couples to
consider various options and to allow
appropriate plans to be made for treatment
and follow up.

Outcome depends on the recognition of
the potential severity of defects; these
defects fall into four groups. In lethal condi-
tions, such as anencephaly, the couple may
wish to consider the options of terminating
or continuing the pregnancy. In disorders
that are not lethal but are associated with
death, such as diaphragmatic hernia,
planned delivery in a centre with appropri-
ate neonatal intensive care facilities will
optimise neonatal outcome. In abnormal-
ities that are associated with childhood mor-
bidity such as hydronephrosis, and which
may lead to renal failure due to urinary tract
infections, prenatal diagnosis provides the
opportunity for early postnatal treatment. In
the case of chromosomally abnormal fetuses
where there is a risk of physical and mental
handicap, the couple may wish to continue
the pregnancy or undergo termination.
Therefore, examining for increased nuchal
translucency, which is associated with an
increased risk for aneuploidy,2 is an essential
component of first trimester ultrasound
assessment. Couples can consider invasive
testing for karyotyping based on the discov-
ery of a risk factor and also avail themselves
of counselling about the implications of the
chromosomal abnormality.

I was surprised by the author’s criticism
of the ultrasound operator who performed a
comprehensive fetal examination that
included measuring nuchal translucency. I
am sure that the sonographer, like all
involved in prenatal care, believed that the
aim of screening for Down’s syndrome is not
about minimising the birth rate of the
condition, but about optimising the position
of the parents.3

Stephen Carroll Subspecialty trainee in maternal and
fetal medicine
Fetal Medicine Unit, St Michael’s Hospital, Bristol
BS2 8EG
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Screening provides reliable information
on which care can be based

Editor—Venn-Treloar is not alone in being
concerned about screening for nuchal
translucency being done without the con-
sent of the mother.1 The National Childbirth
Trust reported that there are important dif-
ferences in England and Wales in the infor-
mation provided before screening, in the
types of tests available, and in the amount of
counselling provided before, during, and
after such tests.2

It is likely that these discrepancies result
from the lack of any agreed screening policy
in England and Wales. If screening is offered
it should be done in an organised and
closely supervised way. Counselling should
be given before patients attend for any tests,
and the information provided should be
standardised and agreed between local
obstetricians, midwives, and general practi-
tioners. It should be made clear which tests
are available and their limitations, and it
should be emphasised that such tests are
optional and will not be carried out without
the prior consent of the patient.

The majority of women want to have an
ultrasound scan early in their pregnancy to
reassure them that their baby is alive and to
confirm their dates. The term “first trimester
scan” does not necessarily include screening
for nuchal translucency. Data collected over
two years at Queen Mary’s Hospital in Kent
on 8000 scans done at 12 weeks’ gestation
identified 251 incorrectly dated pregnancies,

164 cases of early pregnancy loss, 128 multi-
ple pregnancies, and 15 chromosomal
abnormalities. These data show that detec-
tion of chromosomal abnormalities is statis-
tically the least valuable function of a scan at
12 weeks’ gestation.

Thus, the first trimester scan provides
useful information and should not be
looked on as a screening test for chromo-
somal abnormalities but as a foundation on
which subsequent care during the preg-
nancy can be reliably based. The fact that it
also provides an opportunity to screen for
chromosomal abnormalities for those who
wish it is an added benefit.

Occasionally the nuchal abnormality is
so obvious that it can be seen without
making a formal measurement. Since
increased translucency may also be associ-
ated with other chromosomal abnormalities
(including trisomy 13 and trisomy 18),
cardiac abnormalities, and a number of
genetic syndromes, this may create a
dilemma for the ultrasound operator if a
patient has declined nuchal assessment. The
only way to minimise these types of
problems is to ensure that the parents
understand as fully as possible the purpose
and limitations of tests before testing. This
should include the use of well written
explanatory leaflets and the provision of
appropriate counselling by healthcare
professionals.
D L S Eustace Consultant obstetrician and
gynaecologist
Wycombe General Hospital, High Wycombe,
Buckinghamshire HP11 2TT
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Women are unaware that they can refuse
an ultrasound scan

Editor—Venn-Treloar was correct to say in
her Personal View that ultrasound scans are
offered as a part of routine antenatal care and
that most women are unaware that they can
refuse the test.1 In September 1996 I attended
a symposium on antenatal screening organ-
ised by the Birth Control Trust. At the
symposium doctors admitted that although
the use of ultrasound scanning is almost uni-
versal formal consent is rarely sought. Most
women are enthusiastic about having an
ultrasound scan perhaps because they do not
associate scans with screening as they might
associate a blood test with screening.

I had an ultrasound scan during my first
pregnancy in 1995, not realising that it
could have been the first step towards
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pressure to have an abortion. I was grateful
for this knowledge during my current preg-
nancy when I again opted to have an
ultrasound scan at 19 weeks in order to see
my baby and to reassure myself about his or
her development; this time at least I was
aware of the possibilities.
Katherine Hampton
10 Juniper Close, Tunbridge Wells, Kent TN4 9XS

1 Venn-Treloar J. Nuchal translucency—screening without
consent. BMJ 1998;316:1027. (28 March.)

Patients give consent by attending for
ultrasound scans

Editor—Venn-Treloar’s experience of hav-
ing an ultrasound scan during her preg-
nancy clearly upset her but the bias in her
view is obvious. As an obstetrician I
sometimes have the feeling that some
patients view their carers as people who are
working against them rather than as people
who want to help them. The trust previously
established easily between doctors and
patients is more difficult to achieve now.
Some women do a lot of reading about
pregnancy and probably attend antenatal
classes run by groups outside the NHS. They
develop ideas about the place of doctors in
the management of pregnancy and this
makes it more difficult to build a trusting
relationship.

I think that Venn-Treloar is wrong when
she says that many mothers attend for an
ultrasound scan believing that the test is
designed to confirm that the baby is well.
The majority of mothers understand that
ultrasound scanning is done to detect
abnormalities and that excluding abnor-
malities confirms that the baby is well.

The patient expects to be informed
about any abnormality identified as a result
of the scan. If information is not given she
would probably sue her obstetrician when it
became known that the abnormality had
been detected earlier. If an abnormality is
detected health professionals have a duty to
give full information about the management
of the condition to the patient, even if one
option is termination. If this is done
properly the patient will be under no pres-
sure to choose an option that is contrary to
her beliefs. If she does not wish to have a ter-
mination that should be the end of the mat-
ter and support for alternative management
should be given.

Patients do not give written consent
before a consultation; they accept that the
clinician will elicit symptoms and signs to
make a proper diagnosis. Ultrasound scan-
ning is an extension of the consultation
which allows an image of the fetus to be
viewed and clinical judgment used.
Measurement has been part of clinical skill
for a long time. By presenting themselves
for consultation or ultrasound scanning
patients indicate that they are willing to have
the examination. To insist on written
consent would slow the process consider-
ably, often to the detriment of other patients.

I do not think that the deviousness
Venn-Treloar attributes to her colleagues

exists in practice. I hope her views will not
prevent me or my colleagues from continu-
ing to provide this service which has been
demanded by patients themselves.
T G Nash Consultant obstetrician and gynaecologist
36 Collington Avenue, Bexhill-on-Sea, East Sussex
TN39 3 NE

1 Venn-Treloar J. Nuchal translucency—screening without
consent. BMJ 1998;316:1027. (28 March.)

Counselling should be considered an
integral part of screening programmes

Editor—Venn-Treloar highlights the exist-
ence of a problem that has become obvious
to me in the short time I have been in
general practice.1 As a general practitioner
registrar I worked in a practice in Berkshire
at a time when screening for nuchal translu-
cency had been recently introduced at the
local hospital. I was aware that women were
often inadequately counselled for this
screening test. This prompted me to
perform a questionnaire study. Question-
naires were posted to 96 women after
screening; 68 (71%) were returned. Women
were asked whether they felt they had been
adequately prepared for the screening test
and were also asked to rate how much they
knew about Down’s syndrome on a scale of 1
(very little) to 10 (a lot). Altogether 42 (70%)
out of 60 women felt they had not had
adequate preparation for the test. Twenty
four (39%) out of 62 women rated their
knowledge of Down’s syndrome at 3 or less.
Half of these women said they did not want
to know more about the syndrome.

The provision of screening programmes
raises many issues; one of these is who will
provide the counselling.2 Evidence suggests
that health professionals often lack knowl-
edge about the tests they offer and about the
conditions being screened for, that they
often underestimate how much information
women need or want, and that they
underestimate patients’ capacity to under-
stand the information they are given.2 3

Women who are not adequately counselled
are anxious after positive results and are
falsely reassured by negative results.2

To date priority has been given to imple-
menting the practicalities of testing and
there has been little attention paid to the
need for counselling.4 It is time that this atti-
tude was reviewed; counselling should be
considered a necessary part of the imple-
mentation of any screening programme.
Counselling will become increasingly
important as we are able to detect more
genetic abnormalities. Health professionals
should be trained to provide counselling.
Interested health professionals—such as
midwives, obstetricians, and general
practitioners—need to have access to funded
training programmes to allow them to
provide a service for which there will be an
increasing demand.
Johanna Layng Registrar, London academic training
scheme
Division of Primary Care and Population Health
Sciences, Imperial College School of Medicine,
Chelsea and Westminster Hospital, London
SW10 9NH
j.layng@cxwms.ac.uk

1 Venn-Treloar J. Nuchal translucency—screening without
consent. BMJ 1998;316:1027. (28 March.)

2 Marteau TM. Towards informed decisions about prenatal
testing: a review. Prenat Diagn 1995;15:1215-26.

3 Sadler M. Serum screening for Down’s syndrome: how
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Having the test gives parents options

Editor—I respect Venn-Treloar’s opposi-
tion to abortion for fetal abnormalities and
her view that many families benefit from the
richness of life that a baby with Down’s syn-
drome can bring.1 However, I also respect
the views of those parents who when faced
with the prospect of having a child who
would be severely handicapped choose to
terminate the pregnancy.

Pregnant women are offered the option
of having an ultrasound scan at 10-14 weeks’
gestation. This scan is used to accurately date
the pregnancy, determine the presence of
one or more fetuses (and whether the fetuses
are alive or dead), diagnose major fetal
abnormalities (for example, anencephaly,
encephalocoele, holoprosencephaly, exom-
phalos, obstructive uropathy, sirenomelia, and
amniotic band sequence), and measure the
accumulation of subcutaneous fluid in the
neck region. Increased nuchal translucency is
associated with a high risk of chromosomal
abnormalities, major defects of the heart and
great arteries, severe diaphragmatic hernia,
skeletal dysplasias, and a wide range of
genetic syndromes. It is also associated with
an increased risk of intrauterine death.
Sonographers have the responsibility for
examining the fetus and counselling the par-
ents about their findings and the possible
importance of such findings.

Increased nuchal translucency and
maternal age can be analysed together to
determine an estimate of the risk of Down’s
syndrome. The parents can then be offered
the option of having amniocentesis or
chorionic villus sampling but they are
informed that these invasive tests carry a 1%
risk of miscarriage. The perception of the
relative risk of a miscarriage compared with
the risk of the birth of a baby with chromo-
somal abnormalities depends on the values
and expectations of the parents. We must let
parents decide whether to have invasive test-
ing. Similarly, if the fetus is found to have a
chromosomal abnormality it should be left
to the parents to decide whether to have an
abortion or to continue the pregnancy.
Kypros Nicolaides Professor of fetal medicine
Harris Birthright Research Centre for Fetal
Medicine, Department of Obstetrics and
Gynaecology, Kings College School of Medicine
and Dentistry, London SE5 8RX

1 Venn-Treloar J. Nuchal translucency—screening without
consent. BMJ 1998;316:1027. (28 March.)

Eugenics should not be encouraged by
health professionals

Editor—Venn-Treloar’s Personal View on
screening for nuchal translucency addresses
the important issue of who is considered
worthy of life by the medical profession.1
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Subjective value judgements should not play
a role when decisions are made regarding
the provision of clinical care. It is not pos-
sible to make an objective evaluation of who
is worthy of life: having a lower IQ is merely
one of many possible variables that might be
considered. People with Down’s syndrome
(and people with learning disabilities from
other causes) play an important role in soci-
ety. This often extends beyond the joy and
love that they may bring to their own family.
The extent to which a society can positively
assimilate its most vulnerable members is
surely proportional to the extent to which
any decent individual would wish to belong
to that society. The new eugenics movement
is abhorrent and should not be encouraged
by the medical profession.
Sally-Ann Cooper Consultant in learning disabilities
psychiatry
Rockingham Forest NHS Trust, Kettering,
Northamptonshire NN15 7PW

1 Venn-Treloar J. Nuchal translucency—screening without
consent. BMJ 1998;316:1027. (28 March.)

Association between plasma
plasminogen activator
inhibitor-1 and survival in
colorectal cancer

Measuring C reactive protein
concentrations may be more useful

Editor—Nielsen et al reported an associ-
ation between circulating concentrations of
plasminogen activator inhibitor-1 and sur-
vival in patients with colorectal cancer.1 They
suggest that this reflects the specific role of
plasminogen activator inhibitor-1 in tumour
progression.

It has been known for some time that
disease progression in colorectal cancer is
associated with an increase in the acute
phase response as evidenced by the proto-
typical acute phase protein (C reactive
protein).2 We have reported that an increase
in circulating C reactive protein concentra-
tions is associated with increased recurrence
of tumour in patients who have undergone
curative surgery for colorectal cancer.3

There is also evidence that an increased C
reactive protein concentration is an inde-
pendent predictive factor of survival in
patients with gastrointestinal cancer.4 There-
fore the association between increased plas-
minogen activator inhibitor-1 concentra-
tions and shorter survival in patients with
colorectal cancer may merely reflect the
acute phase response. Indeed, there is
evidence of a direct relation between the cir-
culating concentrations of plasminogen
activator inhibitor-1 and C reactive protein
in patients with coronary heart disease.5

Thus a direct relation between circulat-
ing concentrations of plasminogen activator
inhibitor-1 and C reactive protein might
also exist in patients with colorectal cancer.
Measurement of C reactive protein concen-
tration is better standardised and more rou-
tinely available than measurement of

plasminogen activator inhibitor-1. Conse-
quently, measurement of C reactive protein
concentration may have greater potential in
the clinical setting to help predict recur-
rence of cancer or survival.
Naveed Sattar Specialist registrar in clinical
biochemistry
Donald C McMillan Lecturer in surgery
Glasgow Royal Infirmary University NHS Trust,
Glasgow G4 0SF
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Authors’ reply

Editor—As Sattar and McMillan suggest,
disease progression in colorectal cancer may
be associated with an increase in the acute
phase response, as evidenced by analysis of
C reactive protein concentrations. Plasmino-
gen activator inhibitor type-1 has certainly
been indicated as an acute phase reactant in
some non-malignant pathological condi-
tions. The question raised by Sattar and
McMillan relates to whether the increase in
plasma plasminogen activator inhibitor
type-1 concentrations observed in our
cohort of patients with colorectal cancer
reflects an acute phase response. To our
knowledge there are no reports that specifi-
cally address this question. Several points
can, however, be extracted from the pub-
lished literature.

Firstly, in many types of cancer the plas-
minogen activator inhibitor type-1 concen-
tration in tumour tissue is higher than that
in the normal tissue where the tumour
arises.1 Secondly, in situ hybridisation and
immunohistochemistry for plasminogen
activator inhibitor type-1 show tumour
specific expression and immunoreactivity
confined to the tumour stroma—for exam-
ple, endothelial cells lining the tumour
vessels—while no signal is observed outside
the tumour tissue.2 Thirdly, experiments in
wild-type mice and mice in which the
plasminogen activator inhibitor type-1 gene
has been disrupted show that expression of
plasminogen activator inhibitor type-1 per-
mits tumour cell invasion.3 Finally, plasmino-
gen activator inhibitor type-1 competes with
the urokinase receptor for binding to
vitronectin, and a surplus of plasminogen
activator inhibitor type-1 thus facilitates
migration. This effect of plasminogen activa-
tor inhibitor type-1 is clearly separated from
any known function of C reactive protein.4

To address the question raised by Sattar
and McMillan further we have applied a C
reactive protein nephelometric assay
(Behringwerke) on the plasma samples that
we used in our study. Altogether 458 of the
597 patients had C reactive protein concen-
trations above the limit of detection of 25
nmol/l (figure). Patients with a C reactive
protein concentration at or below the limit
of detection had plasminogen activator
inhibitor type-1 concentrations in a range
similar to that in patients with C reactive
protein concentrations above the limit of
detection (figure). This means that knowl-
edge of the C reactive protein concentration
explains only part of the variability of
plasminogen activator inhibitor type-1
(r2 = 0.096).

The lack of a direct correlation between
plasma plasminogen activator inhibitor
type-1 and plasma C reactive protein suggests
a more complex relation, if any, between
these two molecules. Measurement of C reac-
tive protein concentrations can therefore not
be used as a direct substitute for measure-
ment of plasminogen activator inhibitor
type-1 in patients with colorectal cancer.
Hans Jørgen Nielsen Senior researcher
Department of Surgical Gastroenterology,
Hvidovre Hospital, University of Copenhagen,
Denmark

Ib Jarle Christensen Associate statistician
Nils Brünner Associate professor
Finsen Laboratory, Rigshospitalet, University of
Copenhagen, Denmark

Steen Sørensen Consultant in biochemistry
Department of Clinical Biochemistry, Hvidovre
Hospital, University of Copenhagen, Denmark
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endothelial cells in the tumor stroma. Cancer Res
1991;51:4067-71.

3 Bajou K, Noël A, Gerard R, Brünner N, Holst-Hansen C,
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Public concern about
complaints against doctors is
widespread
Editor—In your review of the Dispatches
television programme that attacked the
General Medical Council you made several
pertinent points about public disquiet.1 I
have now been working as a volunteer for
the Patients’ Association for over two years,
answering letters and calls on the helpline,
and I have found that concern about the
complaints procedures in place at the local
level is widespread. How widespread I
cannot say as we only hear from the
disaffected, or a small but increasing number
of optimistic fraudsters.

The main problem stems from public
ignorance, even now, about how the NHS
works (referral procedures, etc), the limita-
tions of the patient’s charter, and the efficacy
of modern treatments. Some relatives do
seem to view death, any death, as evidence of
negligence. But the view that doctors “gang
up” together is common, as is the fear that
any complaint will lead to victimisation. The
idea that they would have to confront the
very person they suspect of injuring them or
their relative daunts many, even when they
are assured of the support of a “friend” from
the Community Health Council. It would
help if the initial complaint could be adjudi-
cated by a completely independent panel,
drawn from another area of the country
perhaps. The apparent tendency for hospital
trusts to pay out a small sum to buy off com-
plainants with very weak cases does not help.

Above all, when negligence is undis-
puted, compensation must be swift and gen-
erous, and here the behaviour of some
lawyers needs scrutiny. I recently took a call
from a young woman who had her gut burnt
in several places by the injudicious use of a
laser. She has required a reconstructive
operation to her bladder and has massive
abdominal adhesions and, after three years,
is still waiting for compensation. That is a
disgrace.

May I add that the avoidable deaths—
some, distressingly, of young adults—that
have been reported to me have not been due
to ignorance about genetic theories or
molecular biology but to failure to follow
basic medical principles. A lump on the tes-
tis in a young man needs referral not
reassurance, moles removed in general
practice must be sent for histology, and so
on. Continuing medical education should
sometimes address the basics.
Anne Savage Retired general practitioner
7 Akenside Road, London NW3 5RA

1 Smith R. Medicine and the media: GMC under the cosh.
BMJ 1998;316:946. (21 March.)

Trial is needed of ACE
inhibitors plus â blockers in
survivors of myocardial
infarction
Editor—Mehta and Eagle have provided an
overview of secondary prevention in survi-
vors of myocardial infarction.1 As well as
striving to increase the use of efficacious
treatments in these patients, we must be
aware of the potential for polypharmacy
(and its effects on patient compliance and
healthcare costs).

Clinical trials have established that aspi-
rin, â blockers, statins, and angiotensin con-
verting enzyme inhibitors are all associated
with survival benefits when tested individu-
ally in survivors of myocardial infarction, but
we need more information on the incre-
mental benefits (and costs) when several (or
all four) of these drugs are used together.
The benefits of aspirin, statins, and â
blockers may be additive, since they seem to
act through different pathophysiological
mechanisms, but I question whether all sur-
vivors of myocardial infarction should
receive both an angiotensin converting
enzyme inhibitor and a â blocker.

This question can best be answered by a
clinical trial randomising patients with myo-
cardial infarction who have already been
treated with aspirin, a statin, and a â blocker
to an angiotensin converting enzyme inhibi-
tor or placebo, but such a trial has not yet
been done. Some insights can, however, be
derived from an overview of subgroups in
the trials of angiotensin converting enzyme
inhibitors described by Mehta and Eagle. Of
the eight published placebo controlled trials
of angiotensin converting enzyme inhibitors
in survivors of myocardial infarction, seven
included patients receiving a concomitant â
blocker; only five of these trials, however,
reported the raw outcome data for these
subgroups.2–6 Combining the data from
these trials under the random effects model
shows that treatment with angiotensin
converting enzyme inhibitors is associated
with an odds ratio of 0.86 (95% confidence
interval 0.68 to 1.09) in 10 560 patients with
myocardial infarction already receiving a
â blocker (table).

I believe that the evidence supports my
contention that giving an angiotensin
converting enzyme inhibitor as well as a
â blocker to patients after myocardial infarc-
tion does not provide any clinically impor-
tant benefit in terms of mortality. Two of the

trials of angiotensin converting enzyme
inhibitors suggest that the incremental ben-
efits of angiotensin converting enzyme
inhibitors may be greater in those patients
with heart failure treated with a â blocker.2 4

However, a meta-analysis of data from indi-
vidual patients incorporating the results of
all seven trials of angiotensin converting
enzyme inhibitors with subgroups treated
with a â blocker and looking at all end
points is needed. This would clearly define
which patients after myocardial infarction
derive additional benefit when an angio-
tensin converting enzyme inhibitor is added
to â blocker treatment.
Finlay A McAlister Clinical scholar
Divisions of General Internal Medicine and Clinical
Epidemiology, Ottawa Civic Hospital, Ottawa,
Canada K1Y 4E9
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Myocardial Infarction Long-term Evaluation (SMILE)
Study Investigators. The effect of the angiotensin-
converting-enzyme inhibitor zofenopril on mortality and
morbidity after anterior myocardial infarction. N Engl J
Med 1995;332:80-5.

Doctors must be trained to
deal with adolescents
Editor—Siersted et al report an association
between high levels of undiagnosed asthma
in adolescents and family problems, as
well as the health risk factors of high body
mass index, passive smoking, and low
physical activity.1 The high rate of under-
diagnosed asthma in young people is,
however, explained only through the mis-
interpretation or neglect of symptoms of
asthma by patients, parents, or medical
professionals.

Siersted et al found that less than a third
of those with undiagnosed asthma had

Effects of angiotensin converting enzyme (ACE) inhibitors in patients after myocardial infarction
receiving concomitant treatment with â blocker. Figures are number of events*/total number of patients

Trial Allocated to ACE inhibitor Allocated to placebo Odds ratio (95% CI)

TRACE2 26/148 36/130 0.56 (0.31 to 0.99)

ISIS-43 155/2578 158/2541 0.96 (0.77 to 1.21)

SAVE4 52/391 76/398 0.65 (0.44 to 0.95)

CONSENSUS II5 173/2053 156/2020 1.10 (0.88 to 1.38)

SMILE6 10/140 13/161 0.88 (0.37 to 2.06)

Total 416/5310 439/5250 0.86 (0.68 to 1.09)

*Events defined as primary end points in each study (all cause mortality in four trials2-5 and all cause mortality or severe heart
failure in fifth trial6).
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reported their symptoms to a doctor. The
relationship between adolescents and their
doctors is likely to play a part in this.
General practitioners believe that they are
badly trained in dealing with adolescent
patients.2 Less than a third of paediatricians
and doctors actually enjoy working with
young people,3 and general practitioners
often allow less time for consultations with
adolescents than for those with other age
groups.4 Young people themselves know
little about gaining access to health care
and frequently find doctors to be un-
sympathetic.5

Neglect or misinterpretation of symp-
toms are unlikely to be the cause of a missed
diagnosis of asthma in young people. Each
of the factors that the authors found to be
associated with undiagnosed asthma—high
body mass index, passive smoking, low
physical activity, and family problems—are
frequently associated with other social
problems and high risk behaviours in
adolescents. Adolescents do not fit easily
within a medical model that recognises only
disease, diagnosis, and treatment. Instead
we must recognise that social and develop-
mental factors are important in mediating
the relationship between the person, the
disease, the doctor, and medical treatment
in this group.

An awareness campaign that targets a
single disease is not an effective enough
measure. Solving the problem of underdiag-
nosis of asthma in this age group must
include improving young people’s access to
health care and increased training for
doctors in dealing with adolescents.
Russell Viner Director of adolescent medicine
Great Ormond Street and University College
London Hospitals, Paediatric Services Directorate,
Middlesex Hospital, London W1N 8AA

1 Siersted H, Boldsen J, Hansen H, Mostgaard G,
Hyldebrandt N. Population based study of risk factors for
underdiagnosis of asthma in adolescents: Odense school-
child study. BMJ 1998;316:651-5. (28 February.)

2 Veit F, Sanci L, Young D, Bowes G. Adolescent health care:
perspectives of Victorian general practitioners. Med J Aust
1995;163:16-8.

3 Klitsner I, Borok G, Neintstein L, MacKenzie R. Adolescent
health care in a large multispecialty prepaid group
practice: Who provides it and how well are they doing?
West J Med 1992;156:628-32.

4 Jacobson L, Wilkinson C, Owen P. Is the potential of teen-
age consultations being missed? A study of consultation
times in primary care. Fam Pract 1994;11:196-99.

5 Kari J, Donovan C, Li J, Taylor B. Adolescents’ attitudes to
general practice in North London. Br J Gen Prac 1997;
47;109-10.

Interrupting the sympathetic
outflow in causalgia and reflex
sympathetic dystrophy

Terminology is outdated—1994 taxonomy
should be used

Editor—Schott’s editorial questions the
value of interrupting the sympathetic out-
flow in causalgia and reflex sympathetic dys-
trophy when clinical studies and meta-
analyses fail to prove benefit.1 Continued use
of terms such as “reflex sympathetic
dystrophy” merely serve to perpetuate the
misconception that sympathetic block

should always be therapeutic. A consensus
workshop in 1993 recommended a new
taxonomy—accepted by the International
Association for the Study of Pain—in which
“complex regional pain syndrome” types I
and II replace the terms reflex sympathetic
dystrophy and causalgia respectively.2

Reclassification has significant advantages in
the establishment of clinical criteria for
diagnosis, which should lead to reduced use
of numerous synonyms and different treat-
ments. Clinically, the triad of autonomic,
motor, and sensory symptoms and signs are
variable, and laboratory investigations (ther-
mography, skin blood flow, sudomotor func-
tion, and galvanic skin and ice response) are
beyond the capability of many hospitals.3

The three phase bone scan is helpful in only
50% of cases.

Most authorities agree that the longer
the pain remains untreated (with the
concomitant disuse of the limbs), the greater
the disability.4 Currently, referrals to pain
clinics occur as a “last resort strategy,” so the
result is a more difficult, complex treatment
programme and a less successful outcome.
The primary pain becomes complicated by
secondary pain; gain phenomena; inability
to perform daily, occupational, or recrea-
tional activities; inappropriate drug use; and
even suicide.2 This is probably why single
treatments, such as sympathetic blockade,
do not provide complete pain relief in
patients with long term symptoms.4 The
clinical impression that smokers are refrac-
tory to sympathetic block therapy3 may also
account for poor results. When diagnosis is
definitive, with early referral for pain
management we will be able to put
therapeutic strategy to the ultimate test—a
randomised controlled trial. Until then, edi-
torials and papers presenting opposing
views should be put in perspective, especially
when the opposing views are presented by
the same author.5

Laurie Allan Director of chronic pain services
Northwick Park and St Mark’s NHS Trust, Harrow
HA1 3UJ

1 Schott GD. Interrupting the sympathetic outflow in caus-
algia and reflex sympathetic dystrophy. BMJ 1998;316:
792-3. (14 March.)

2 Merskey H, Bogduk N, eds. Classification of chronic pain.
Seattle: IASP Press, 1994.

3 Hannington-Kiff JG. Sympathetic nerve blocks in painful
limb disorders. In: Wall PD, Melzack RM, eds. Textbook of
pain. 3rd ed. Edinburgh: Churchill Livingstone, 1994.

4 Glynn C. Complex regional pain syndrome type I, reflex
sympathetic dystrophy, and complex regional pain
syndrome type II, causalgia. Pain Reviews 1995;2:292-7.

5 Loh L, Nathan PW, Schott GD. Pain due to lesions of the
central nervous system removed by sympathetic block.
BMJ 1981;282:1026-8.

Intravenous regional guanethidine
blockade is a safe and effective treatment

Editor—We disagree with Schott’s view that
regional guanethidine blocks in patients
with reflex sympathetic dystrophy and caus-
algia are futile.1 He is correct, however, in
saying that a “fresh approach” is needed, as
an appreciation of the complex and
puzzling nature of these conditions is
required. In this connection, we are there-
fore disappointed that he did not use the
current, more helpful terminology—
complex regional pain syndromes.

Guanethidine blocks are probably best
reserved for patients with sympathetically
maintained pain, as opposed to sympatheti-
cally independent pain, but differentiating
clinically between these groups of patients
remains a problem and may have contrib-
uted to the unfavourable results in the stud-
ies quoted by Schott.

Moreover, guanethidine blocks should
not be used in isolation but, as with most
chronic pain conditions, should form part
of a multidisciplinary treatment plan.
Guanethidine blocks provide increased
mobility and pain relief,2 but these may
relapse between blocks. Consequently it is
essential that physiotherapy is used in
conjunction with the block, so its benefits are
maximised. Indeed, we consider it futile to
perform these blocks unless accompanied
by physiotherapy, and we suggest that the
poor, long term outcomes observed in
previous studies may also have resulted
from the lack of a multidisciplinary
approach.

In addition, the study quoted by Jadad et
al3, which had to be abandoned as a result of
adverse cardiovascular effects after only 16
patients had been treated, has surprised
many who regularly use this technique. Per-
haps this can be attributed to the relatively
short tourniquet inflation time used (15
minutes). Hannington-Kiff recommended
20 minutes to reduce such unwanted
systemic effects.4 We have recently closely
monitored 48 patients having regional
guanethidine blocks for cardiovascular side
effects and have found no significant
changes on electrocardiographic monitor-
ing and orthostatic blood pressure measure-
ment. We therefore consider regional
guanethidine blockade to be a safe proce-
dure, and until there is conclusive evidence
that it confers no benefit when used in the
context described above, we will continue to
use this technique.
G Lamacraft Specialist registrar in anaesthesia
C M Price Senior registrar in anaesthesia
A S J Prosser Consultant in anaesthesia and pain
management
P D Rogers Consultant in anaesthesia and pain
management
D Pounder Consultant in anaesthesia and pain
management
Pain Management Clinic, Queen Alexandra
Hospital, Cosham, Portsmouth PO6 3LY

1 Schott GD. Interrupting the sympathetic outflow in caus-
algia and reflex sympathetic dystrophy. BMJ 1998;316:
792-3. (14 March.)

2 Field J, Monk C, Atkins RM. Objective improvements in
algodystrophy following regional intravenous guanethi-
dine. J Hand Surg 1993;18B:339-42.

3 Jadad AR, Carroll D, Glynn CJ, McQuay HJ. Intravenous
regional sympathetic blockade for pain relief in reflex
sympathetic dystrophy: a systematic review and a
randomised, double-blind crossover study. J Pain Symptom
Manage 1995;10:13-20.

4 Hannington-Kiff JG. Pharmacological target blocks in
painful dystrophic limbs. In: Wall PD, Malzack R, eds. The
textbook of pain. 2nd ed. Edinburgh: Churchill Livingstone,
1989:754-66.

Author’s reply

Editor—Allan comments on the current
terminology of the International Associ-
ation for the Study of Pain to describe
causalgia and reflex sympathetic dystrophy.
The association’s terminology (complex
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regional pain syndrome types I and II) has
the merit of removing the involvement of
the sympathetic nervous system (as speci-
fied in the association’s definitions pub-
lished eight years previously) but otherwise
sheds little new light on these conditions.
Currently the taxonomy is perhaps little
known among those who are not involved
in the field of chronic pain, and whether it
will be widely accepted remains to be seen.
Indeed, two years after introducing the new
terminology, the International Association
for the Study of Pain itself published a book
with the term reflex sympathetic dystrophy
in its title.1

Lamacraft and colleagues are selective
in their citation. I suggested that procedures
affecting the sympathetic outflow were futile
“for many patients” but that some individu-
als and some groups of patients may
respond. The need is to ascertain which
individuals and groups, so that the current
hit-and-miss approach can be rationalised.
Concerns about toxicity remain. Even some
of Lamacraft’s coauthors, although con-
cluding that regional guanethidine block-
ade is safe, reported hypertension, hypo-
tension, and frequent ventricular ectopics
during the procedures2; others, too,
have reported side effects—in particular,
hypotension.

I agree with Lamacraft et al that
physiotherapy is an essential component of
treatment, an aspect emphasised some 50
years ago.3 Often the difficulty lies in under-
taking such treatment in a patient whose
limb is very painful. Although treatment
remains empirical and often ineffective, I
also agree that a multidisciplinary approach
provides the best management for these
patients; whether the earlier the better, as
suggested by Allan, has not been established
but intuitively seems logical.

The confusion about causalgia and
reflex sympathetic dystrophy might be
explicable if the various clinical features
reflect various distinct entities, each with its
own underlying mechanism and perhaps
specific treatment. It is understandable that
Allan should take me to task for being
inconsistent. At the time of the article she
refers to, we regrettably failed to appreciate
the powerful contribution of placebo. To wit-
ness dramatic pain relief after a block with
saline is salutary and provides but one
reason why assessing the current place of
interrupting the sympathetic nervous sys-
tem seems appropriate.
G D Schott Consultant neurologist
National Hospital for Neurology and Neurosurgery,
London WC1N 3BG

1 Jänig W, Stanton-Hicks M (eds). Reflex sympathetic dystrophy:
a reappraisal. Seattle: IASP Press, 1996.

2 Price C, Rogers P, Campkin NC. Cardiovascular effects of
intravenous regional guanethidine block (IRVB). Pain
Society annual scientific meeting, Leicester, 22-24 April
1998. (Abstract No 26.)

3 Shumacker HB, Abramson DI. Posttraumatic vasomotor
disorders, with particular reference to late manifestations
and treatment. Surg Gynecol Obstet 1949;88:417-34.

Stellate ganglion blockade: clinics take
precautions, but few follow guidelines

Editor—A recent editorial by Schott dis-
cussed the treatment of causalgia and reflex
sympathetic dystrophy.1 Stellate ganglion
blockade is sometimes performed to relieve
symptoms of reflex sympathetic dystrophy.
The procedure is associated with several
risks—for example, convulsions (arising
from injection into the vertebral artery) and
pneumothorax.2

We undertook a survey of the precau-
tions taken by practitioners using stellate
ganglion blockade. A questionnaire was sent
to 34 pain clinic consultants in the South
West health region. The questions related to
precautions that could be divided into three
broad groups: (a) prevention of side effects
(test dose, x ray control), (b) detection of side
effects (level of monitoring), and (c) treat-
ment of side effects (resuscitation facilities,
vascular access, trained assistant).

Of the 30 respondents, 29 performed
stellate ganglion blockade. Most practition-
ers did not use x ray control (26) or give a
test dose (22) on a regular basis. Seven
respondents added that they used regular
aspiration as a safety measure. Twenty one
practitioners used no form of applied moni-
toring; 9 used oxygen saturation monitors,
of whom 2 also used electrocardiography.
All respondents had resuscitation facilities
immediately available or close at hand. Only
19 of the 29 practitioners always gained vas-
cular access before the procedure. Twenty
doctors always had a trained assistant,
whereas 3 were never assisted.

Although this survey shows that most of
the clinics that we surveyed do undertake
some or many precautions, clearly relatively
few follow the guidelines published in
standard texts of anaesthetic practice.3 4

Although some respondents pointed out
to us that none of the precautions listed
would necessarily prevent a critical incident
from occurring—for example, a “total spinal”
(when an injection of local anaesthetic into
the subarachnoid space is in sufficient volume
to cause respiratory arrest and cardiovascular
collapse)—we feel that vascular access, resusci-
tation facilities, and presence of a trained
assistant should be mandatory.

We conducted a literature search, and to
our knowledge no randomised controlled
trials into the efficacy of stellate ganglion
blockade have ever been undertaken. We
feel that unless the benefits of this procedure
can be proved by such trials then the poten-
tial risks of the procedure may outweigh the
perceived benefits.
Guy Titley Senior house officer in anaesthetics
P D Collins Consultant anaesthetist
Anaesthetic Department, Musgrove Park Hospital,
Taunton, Somerset TA1 4NA

1 Schott GD. Interrupting the sympathetic outflow in caus-
algia and reflex sympathetic dystrophy. BMJ 1998;316:
792-3. (14 March.)

2 Miller RD, ed. Anesthesia. 4th ed. New York: Churchill
Livingstone, 1994:1559.

3 Prys-Roberts C, Brown BR, eds. International practice of
anaesthesia. Oxford: Butterworth-Heinemann, 1996:2/
141/2.

4 Lee J, ed. Lee’s synopsis of anaesthesia. 11th ed. Oxford:
Butterworth-Heinemann, 1993:628.

Elements of decentralisation in
plans to reform NHS may
prevail
Editor—Klein and Maynard correctly diag-
nose centralising tendencies in the govern-
ment’s approach to the management of the
NHS.1 What they fail to acknowledge is that
there are also decentralising tendencies, and
it is unclear which of the two approaches will
prevail.

Decentralisation is most evident in the
establishment of primary care groups. These
groups will play a major part in the commis-
sioning and provision of services in the
future. The reluctance of some doctors to
participate in primary care groups, for fear
that they will be made responsible for
rationing and have to accept responsibility
for unpopular decisions, indicates that the
phenomenon of “blame diffusion” in the
NHS (which Klein has analysed over many
years) is alive and well. Whether the empha-
sis on setting national standards for the
NHS and intervening to ensure that these
standards are achieved will prevail over the
attempt to empower doctors and nurses
locally to bring about improvements in
services remains uncertain.

The third way in health policy espoused
by the new government is replete with such
tensions and potential contradictions. It is
not at all clear how the government will
respond when difficulties arise in the future.
Klein and Maynard are right to warn that an
overcentralist approach may well backfire on
politicians, which is why the elements of
decentralisation within the reform package
may yet prevail.
Chris Ham Director
Health Services Management Centre, School of
Public Policy, Birmingham B15 2RT

1 Klein R, Maynard A. On the way to Calvary. BMJ
1998;317:5. (4 July.)
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