
Elective caesarean section on request

Patients do not have right to impose their
wishes at all cost

Editor—Paterson-Brown seems to assume
that an autonomous patient has an uncondi-
tional right to have her wishes fulfilled.1 The
(negative) right to decline treatment needs
to be distinguished from the supposed
(positive) right to demand it. In English law,
the principle of autonomy allows, for exam-
ple, competent people the right to refuse life
saving treatment, and doctors have a
correlative duty to respect this right.2 A
dying patient, however, does not have the
right to impose a duty on a healthcare
professional to end his or her life.

With respect to medical and surgical
interventions, the law is also clear. A patient,
however competent, cannot invariably
impose his or her demands and force a
practitioner to act in a way which he or she
believes to be contrary to the patient’s best
interests. This prerogative would be viewed
by the courts as “an abuse of power as
directly or indirectly requiring the prac-
titioner to act contrary to the fundamental
duty which he owes to his patient” (per Lord
Donaldson).3

Healthcare professionals could not pre-
serve their professional integrity, self
respect, or credibility if they were to act as

mere instruments to the “foolish” or
“irrational” demands of patients, particularly
if this ran contrary to good medical practice
or violated their deeply held values.4

Decision making should be a collaborative
enterprise based on mutual respect with the
shared goal of the good of the patient.

Distributive justice also deserves consid-
eration here. If patients demand expensive
treatments such as caesarean sections, in cir-
cumstances for which there is little or no
evidence of benefit—and, indeed, there may
be evidence of harm—the costs should be
considered.

The profession and the public, in the
interest of patient welfare, should consider
setting limits to personal autonomy and to
professional self effacement.
Paquita de Zulueta Clinical lecturer
Department of General Practice and Primary Care,
Imperial College School of Medicine, London
W2 1PG

1 Paterson-Brown S; Amu O, Rajendran S, Bolaji II. Should
doctors perform an elective caesarean section on request?
BMJ 1998;317:462-5. (15 August.)

2 Re C (adult refusal of treatment) [1993] 15 BMLR 77.
3 Re J (A minor) (Child in Care: Medical Treatment) [1992]

4 All ER 614, CA .
4 General Medical Council. Good Medical Practice. London:

GMC, 1998.

All types of anaesthesia carry risks

Editor—We agree with Paterson-Brown
that obstetricians should perform an elective
caesarean section if a fully informed woman
requests it.1 Obstetric anaesthetists are faced
with a similar dilemma. A woman who is to
have a caesarean section may have the
procedure performed under regional or
general anaesthesia. Once she has been fully
informed of the relative risks of anaesthesia,
her right to choose the type of anaesthesia is
accepted by anaesthetists. In practice, it is
uncommon for women not to choose the
anaesthetic technique recommended. While
some obstetricians argue that vaginal and
abdominal delivery may be equally safe, in
contrast, regional anaesthesia is regarded as
considerably safer than general anaesthesia
with respect to maternal mortality.2

The position of Amu et al, that maternal
choice alone should not determine the
method of delivery, seems less tenable.1 Vari-
ous risks of caesarean section are quoted,
including hysterectomy because of haemor-
rhage, increased risk of maternal death, and
Mendelson’s syndrome. Mendelson’s syn-
drome, however, which is most commonly
associated with general anaesthesia, is

extremely rare nowadays. Only one instance
is cited in a 1991-3 report on confidential
inquiries into maternal deaths in the United
Kingdom,2 while the increased risks of
hysterectomy, haemorrhage, and maternal
death associated with caesarean section are
almost certainly due to the fact that it is often
the method of delivery chosen for patients at
high risk. All types of anaesthesia carry risks,
however, particularly increased morbidity, a
point not mentioned by Amu et al.

Amu et al conclude by stating that active
participation by patients should be encour-
aged to arrive at a safe and logical informed
decision about the method of delivery. The
implication is that to choose caesarean
section for an uncomplicated pregnancy is
illogical. We do not believe that the 31% of
female obstetricians in London who would
choose caesarean section for themselves in
those circumstances are making an illogical
choice.3 This population of women really is
without doubt fully informed of all risks and
hazards. Pregnant women must be made
aware that they all are potential candidates
for anaesthesia, and potential risk factors
should be sought and assessed during preg-
nancy.4 In obstetric practice in the 1990s,
most women who give birth, irrespective of
the mode of delivery, receive regional
analgesia or anaesthesia.
Bernard Norman Specialist registrar in anaesthesia
John A Crowhurst Reader in obstetric anaesthesia
Felicity Plaat Consultant obstetric anaesthetist
Queen Charlotte’s and Chelsea Hospital, London
W6 0XG

1 Paterson-Brown S; Amu O, Rajendran S, Bolaji II. Should
doctors perform an elective caesarean section on request?
BMJ 1998;317:462-5. (15 August.)

2 Department of Health, Welsh Office, Scottish Office Home
and Health Department, and Department of Health and
Social Services, Northern Ireland. Report on confidential
enquiries into maternal deaths in the United Kingdom,
1991-93. London: HMSO, 1996.

3 Al-Mufti R, McCarthy A, Fisk NM. Survey of obstetricians’
personal preference and discretionary practice. Eur J
Obstet Gynaecol Reprod Biol 1997;73:1-4.

4 Crowhurst JA. Obstetric anaesthesia and analgesia. Fam
Med 1998;2(5):19-21.

Obstetricians are more than technicians

Editor—Paterson-Brown thinks that doc-
tors should perform elective caesarean
sections on request as long as the woman is
fully informed.1 We consider such advice to
be irresponsible. How can a mother be
properly informed when there is an almost
total lack of reliable information on mor-
tality related to the procedure and on the
short and long term morbidity of caesarean
section compared with vaginal delivery in
normal women at term? Existing evidence
suggests that vaginal delivery is generally
safer for the mother. Nor should we forget
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the baby. The need for resuscitation at birth
and the incidence of both transient tachy-
pnoea and respiratory distress are consider-
ably higher after caesarean delivery. In
addition, caesarean section leaves a scar on
the uterus, which not only has implications
for future pregnancies but will complicate
any subsequent pelvic surgery. It is true that
the pelvic floor may be damaged during
vaginal delivery. Rather than stimulate ever
more ready recourse to caesarean section,
however, our first concern should surely be
to review aspects of the modern manage-
ment of labour that may contribute to it—for
example, maternal posture and mobility, the
use of epidural anaesthesia, the length of the
second stage of labour, and the liberal use of
episiotomy.

Informed maternal choice is fundamen-
tal to the practice of midwifery and
obstetrics today. Maternal autonomy is, how-
ever, only one element in ethical clinical
practice: another is not doing harm. To carry
out a caesarean section on a woman when,
in the opinion of the obstetrician, it is not in
the best interests of her and her baby is,
therefore, unethical. Here, the autonomy of
the doctor not to act unethically must be
exercised. Unfortunately, maternal
autonomy is often assumed as doing what
the woman requests at a particular moment.
It is far more complex than that. Doctors
should help the mother in the process of
exercising her autonomy in the best interests
of herself and her child. Despite her
assertion to the contrary Paterson-Brown
consigns the obstetrician to being little more
than a technician in the matter. Our patients
expect and professional standards require
more of us than that.
Gordon M Stirrat Professor of obstetrics and
gynaecology
Peter M Dunn Emeritus professor of perinatal
medicine
g.m.stirrat@bristol.ac.uk
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Safest option is still to aim for vaginal
delivery

Editor—The debate about elective caesar-
ean on request will continue.1 Maternal and
fetal mortality have been reduced to a point
that allows us to shift the focus to reduction
of morbidity, but we caution against dismiss-
ing the mortality associated with caesarean
section.

Elective caesarean section is now
regarded as safe, but we believe that the rel-
evant comparison of mortality is between
elective caesarean and trial of labour result-
ing in a number of emergency caesarean
sections and vaginal deliveries. The mor-
tality ratio in healthy women between
caesarean and vaginal delivery has been
estimated at 5:1.2 If the attributable mortality
ratio of elective versus emergency caesarean
is 1:1.5 as has been suggested,2 then a
success rate of vaginal delivery of approxi-
mately 40% would lead to a maternal death
rate equal to that for elective caesarean.

Thus for healthy women without complica-
tions a trial of labour with an emergency
caesarean rate of less than 60% provides a
safer alternative to elective caesarean.

Although deaths from elective caesarean
in the United Kingdom have decreased, they
still accounted for 16.5% of all deaths from
caesarean section in the most recent
confidential inquiry.3 In the most recent
confidential inquiry into stillbirths and
deaths in infancy there were 42 deaths after
ruptured uterus.4 Three quarters concerned
women with pre-existing uterine scars, high-
lighting one of the long term implications of
a caesarean section.

One of the main reasons driving this
“fashion” for elective caesarean seems to be
a desire to avoid damage to the pelvic floor
during childbirth. The evidence for this is
incomplete, and it has been suggested that
many of the studies in this field of research
are subject to criticisms such as small
numbers, case selection, lack of long term
follow up, and failure to consider the impact
of other possible risk factors for pelvic floor
dysfunction, such as family history, connec-
tive tissue disorders, and lifestyle.5

So while we concede that obstetric care
should seek to minimise the risk of injury to
the pelvic floor, we believe that for now the
safest option should still be to aim for a
vaginal delivery in an uncomplicated preg-
nancy but the woman should participate
fully in the decision making process.
Tennyson O Idama Specialist registrar
St James’s University Hospital, Leeds LS9 7TF

Stephen W Lindow Senior lecturer in perinatology
Hull Maternity Hospital, Hull HU9 5LX
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Unnecessary caesarean sections should
be avoided

Editor—The fact that 31% of 85 London
based female obstetricians with an uncom-
plicated singleton pregnancy at term would
choose an elective caesarean section for
themselves1 is presented as a changing view
and interpreted to mean that the concept of
a prophylactic caesarean section is not
outrageous because almost a third of female
obstetricians would choose it for themselves.

This does not mean, however, that almost
a third of female obstetricians worldwide
would make this choice—these obstetricians
are far less than 1% of all female obstetricians
worldwide. In our anonymous postal survey
of all obstetricians in the Netherlands

(response rate 67%) only 8 out of 567 obste-
tricians (1.4%) opted for caesarean section in
an uncomplicated singleton pregnancy.

Prophylactic caesarean section must still
be considered clinically unjustifiable
because of its excess maternal mortality and
morbidity (including infertility) and its
excess neonatal and respiratory morbidity in
comparison with vaginal birth.2 Financial
costs are much higher. Women are denied
the experience of giving birth themselves,
instead becoming victims of medicalisation.

The paper states that vaginal delivery of
a fetus in breech presentation is becoming a
rare obstetric art. In our survey 60-79% of
obstetricians would opt for vaginal delivery
of a breech fetus in primigravidas and
86-94% for such a delivery in multigravidas
compared with 43% and 60% of our
London colleagues.

Although caesarean section is compara-
tively safe in some parts of the world, short
and long term maternal mortality and mor-
bidity are serious problems elsewhere.3 If
Paterson-Brown’s suggestion is taken up
lightly by obstetricians in other places it will
definitely lead to more maternal deaths and
misery for women who already have a
disproportionate share of ill health in this
world. As part of a confidential inquiry into
maternal deaths in the Netherlands, we
stated: “If the caesarean birth rate in the
United States of America was similar to the
rate in the Netherlands (9%), approximately
half a million more births would occur
annually by the vaginal route. At present,
these births occur by caesarean section and
would be associated with approximately 130
extra maternal deaths, if the reported Dutch
death rates after caesarean section were
applied in the United States.”2

Demanding unnecessary intervention in
some cases implies denying that service in
other cases. “Developed” countries have
unnecessarily high rates of caesarean sec-
tion, while ”developing” countries have a
high unmet need for caesarean section.4 The
suggestion that a valid reason is not needed
to perform caesarean section will worsen
this unacceptable gap.
Jos van Roosmalen Consultant obstetrician
J.vanRoosmalen@KGC.AZL.NL
Leiden University Medical Centre, Leiden,
Netherlands
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Maternal age is important

Editor—Paterson-Brown et al argue against
open access for caesarean section in the
absence of a medical indication.1 I take issue
with their assertion, however, that maternal
age does not influence vaginal delivery rates.
A wealth of data show increased incidence
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of instrumental and caesarean deliveries in
older women.2 3 I recently examined this
issue at Queen Charlotte’s and Chelsea
Hospital in London and found that this
effect is incremental—the older the woman
the lower her chances of having a spontane-
ous vaginal delivery.4

In the Queen Charlotte’s series of over
6000 nulliparous women, those aged 35 had
only a 49% chance of a spontaneous vaginal
delivery compared with a 71% chance in
women aged 20. By the time a woman was
40 or older, her risk of an instrumental
delivery in labour was 42%. It could be
argued that older women or their obstetri-
cians may be more anxious, which may
prompt higher rates of intervention, but the
incremental increase in operative delivery
rates, and the fact that there was also an
incremental increase in failure to progress
as a cause of instrumental delivery, point to a
genuine biological effect. Older women have
a right to know that their chances of a spon-
taneous vaginal delivery decreases with each
year they delay childbirth. If they then
request an elective caesarean section to
avoid the high risk of emergency operative
delivery (and its proved long term sequelae),
then shouldn’t obstetricians grant them that
wish?
Adam Rosenthal Clinical research fellow
Gynaecology Cancer Research Unit,
St Bartholomew’s Hospital, London EC1A 7BE
a.n.rosenthal@mds.qmw.ac.uk
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Pregnant women should have choices

Editor—Paterson-Brown et al are incorrect
when they say that there is no relation
between maternal age and increased risk of
caesarean section.1 Studies have shown that
there is,2 and this point is increasingly
important as women leave childbirth to a
later age.

Two further issues have not been
evaluated in this debate. Firstly, estimates
suggest that a caesarean section costs £760
more than a vaginal delivery, and therefore
every 1% increase in the rate of caesarean
sections nationally costs £5m.3 Secondly,
with the onset of clinical governance it is
important that we give women correct
advice when recommending a delivery route
when the evidence for benefit is still
uncertain. Women are routinely counselled,
however, and given choices regarding
regarding other surgical interventions (for
example, different surgical treatments for
menorrhagia) and such choices should
therefore be available to pregnant women
when the delivery route is discussed. Some
women do not wish to experience natural
childbirth, and professionals should support
these women as well as those who wish to
achieve a normal vaginal delivery.

Senior midwives have participated in
this debate, and I have heard the argument
that maternal choice should be discouraged
as with “proper explanation and support”
women would not choose an elective caesar-
ean delivery without a clear obstetric indica-
tion. I hope that this debate in the pages of
the BMJ will generate a response from mid-
wives.
Richard J Howard Consultant in obstetrics and
gynaecology
King George Hospital, Ilford, Essex IG3 8YB
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Protease inhibitors in HIV
infection

Lipodystrophy may be a consequence of
prolonged survival

Editor—Berger’s article on HIV protease
inhibitors and the putative increased risk of
heart disease contains inaccuracies and
could be unnecessarily alarming.1 Several
recent reports describe one or more
syndromes in HIV infected people known
variously as buffalo hump, protease paunch,
or lipodystrophy.2 3 The symptoms include
fat accumulation associated with increased
abdominal girth or abnormal dorsal cervical
fat coupled with wasting in extremities.
Some reports have also highlighted hyper-
triglyceridaemia, hypercholesterolaemia,
and insulin resistance.2

Case reports on small numbers of
patients have suggested that these symp-
toms are associated with protease inhibitors.
However, similar symptoms occur in some
HIV positive patients not receiving protease
inhibitors.3 4 They may therefore be a
characteristic of HIV infection, possibly
unmasked by prolonged survival associated
with treatment with protease inhibitors.

In the cases that are associated with pro-
tease inhibitors differences are emerging
between the various types of drug. One cross
sectional analysis of 116 patients receiving
one or more protease inhibitor in combina-
tion with nucleoside reverse transcriptase
inhibitors found that symptoms of lipodys-
trophy developed more rapidly in patients
receiving ritonavir–saquinavir than in those
receiving indinavir,2 while in two other stud-
ies high relative risks occurred with ritonavir
or indinavir. Carr and colleagues recently
suggested that the differences between
protease inhibitors may at least partly relate
to variable degrees of inhibition of the cyto-
chrome P-450 3A enzyme.5 This is consist-
ent with a high risk being associated with
ritonavir, the most potent inhibitor of this
enzyme currently available.

Roche is performing exploratory analy-
ses of over 500 patients participating in
three ongoing clinical trials of combination
therapy with saquinavir either alone or in

combination with nelfinavir or ritonavir.
Preliminary data suggest that mild increases
in triglyceride and cholesterol concentra-
tions occur in some patients with long term
treatment, and these rises seem greatest in
patients receiving ritonavir plus saquinavir.
When saquinavir is the only protease inhibi-
tor, very little lipid disturbance is seen; in
one study of saquinavir with two nucleotide
reverse transcriptase inhibitors large
increases in triglyceride concentrations
occurred in only 2% of 90 patients at 48
weeks.

Protease inhibitors have been clearly
shown to prolong life and reduce opportun-
istic infections in HIV, not only in clinical
trials but in practice. More research is
needed to assess the potential long term
effects of these drugs on lipid metabolism. In
the meantime, however, their clinical ben-
efits should not be overlooked.
Neil Buss International medical director
F Hoffmann-La Roche, CH-4070 Basle, Switzerland
neil.buss@roche.com

Frank Duff Clinical director
Roche Laboratories, Nutley, New Jersey, USA
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Article contained some inaccuracies

Editor—Berger’s report on lipodystrophy in
HIV infection contains some minor inaccura-
cies.1 Firstly, the term lipodystrophy refers
primarily to the peripheral loss of fat tissue
which occurs in the limbs and face, not to
truncal obesity. Increased abdominal fat is not
seen in all cases.2 Also, she states that the con-
dition occurs most commonly in association
with the drugs ritonavir and saquinavir. How-
ever, although the condition has been
strongly associated with the use of these two
protease inhibitors in combination,3 it has
rarely been seen with saquinavir alone.

She then discusses whether lipodystro-
phy and metabolic changes, such as hyperli-
pidaemia, are due to an effect of the
protease inhibitors or advancing HIV
disease itself. However, many patients with
hyperlipidaemia do not have clinical lipo-
dystrophy and it is premature to assume that
these conditions have a common cause.
Andrew J Shaw Registrar
Ken A McLean Consultant
Department of Genitourinary Medicine, Charing
Cross Hospital, London W6 8RF

1 Berger A. Protease inhibitors may cause fat abnormalities
and heart disease. BMJ 1998;317:100. (11 July.)

2 Shaw AJ, McLean KA, Evans BA. Disorders of fat distribu-
tion in HIV infection. Int J STD AIDS (in press).

3 Carr A, Samaras K, Burton S, Law M, Freund J, Chisholm
DJ, et al. A syndrome of peripheral lipodystrophy, hyperli-
pidaemia and insulin resistance in patients receiving HIV
protease inhibitors. AIDS 1998;12: F51-8.

Letters

122 BMJ VOLUME 318 9 JANUARY 1999 www.bmj.com



Palliative care needs to be
provided on basis of need
rather than diagnosis
Editor—Williams et al and Russon and
Alison raise important debates about extend-
ing palliative care beyond the initial remit of
cancer.1 2 The example of anorexia nervosa in
their debate is a rare example of a potential
role for palliative care. But good evidence
suggests that people with progressive circula-
tory and neurological disorders have prob-
lems that require a palliative approach.3

Palliative care is an active approach to
managing the whole patient and family and
their problems which applies to many con-
ditions. The potential numbers of people
with these conditions far exceed those of
people with cancer. Although pain is
slightly less prevalent in the last year of life
in these conditions than in cancer, breath-
lessness, constipation, and many other
symptoms and family needs are equally or
more common.4

Although the Calman Hine recommen-
dations include the development of pallia-
tive care in cancer centres, palliative care in
other settings is as important. What is
required to take this forward? Firstly, a better
understanding is needed of the problems
that patients and their families experience
towards the end of life and of the likely
effective treatments. For some patients a
dual approach to care needs to be adopted,
with the possibility of death being acknowl-
edged and discussed while efforts are
continued to preserve or lengthen life. A
better understanding of prognostic indica-
tors would aid this process. Secondly,
specialist palliative care services need to
widen their brief so that they can include
patients with conditions other than cancer.
Such a step may require resources and the
development of working relationships and
collaboration with those who work in other
specialties.

The National Council for Hospice and
Specialist Palliative Care Services has
recently prepared evidence to encourage
such a step.5 A challenge for medical profes-
sionals is to develop mechanisms of provid-
ing specialist palliative care on the basis of
need rather than diagnosis.
Irene J Higginson Professor of palliative care and
policy
Julia M Addington-Hall Senior lecturer
Department of Palliative Care and Policy, King’s
College School of Medicine and Dentistry, London
SE5 9PJ
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Only half of GPs in study
knew that advance directives
could carry legal force in UK
Editor—Zaman and Battcock are right:
doctors need to know more about advance
directives.1 We hope that our paper will help
them.2 Like Zaman and Battcock, we
conducted a postal survey, surveying all 270
general practitioners who refer patients to
our hospitals in Hampshire and London;
214 (79%) replied. Of these, only 104 (49%)
were aware that there were circumstances
under which advance directives currently
carried legal force in the United Kingdom.

A further six questions answered by
these 104 doctors showed that most did not
know important aspects of the law in
relation to advance directives. For example,
13 thought that doctors were legally obliged
to give all treatment that was requested in a
valid directive, and only 44 knew that they
were obliged to withhold treatment that was
refused; only 15 were aware that the
nomination of relatives or friends as proxy
decision makers does not carry any legal
force. Only one respondent answered all six
supplementary questions correctly.

Zaman and Battcock are not strictly cor-
rect when they state that advance directives
are invalid in the case of patients receiving
treatment under the Mental Health Act.
These directives may still be valid provided
that the treatment to which they refer is not
covered by the terms of the patient’s
detention under the act.3 This precedent was
set in the Sidaway case, when the right of a
schizophrenic patient to refuse leg amputa-
tion was upheld even though he had been
detained under the act.4

Kevin Stewart Consultant physician
Lesley Bowker Medical registrar
Royal Hampshire County Hospital, Winchester
SO22 5DG
kevinstewart1@compuserve.com

Suzy Hayes Specialist registrar
Michael Gill Consultant physician
Newham General Hospital, London E13 8SL
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Acute obstructive
hydrocephalus complicating
bacterial meningitis

In meningitis, one antibiotic is better than
than two

Editor—A recent lesson of the week
highlighted the possibility of meningitis in
childhood presenting as obstructive hydro-
cephalus, with cerebrospinal fluid from ven-
triculostomy proving sterile but subsequent
lumbar fluid yielding Streptococcus pneumo-
niae.1 In the two paediatric cases described,
treatment consisted of both a third genera-

tion cephalosporin and benzylpenicillin. In
children between 3 months and 18 years of
age, however, it is recommended practice for
empirical treatment to consist of a third
generation cephalosporin alone.2 3 The arti-
cle may be misleading in giving the impres-
sion that use of two antibiotics in this type of
case is routine.

There is no sound microbiological basis
for using a cephalosporin and a penicillin
together, with the exception of patients who
may be infected with Listeria monocytogenes.
Listeriosis is extremely uncommon in
England and Wales, with only 64 reported
cases in the first seven months of 1997,
including a total of 14 neonatal cases.4 A
third generation cephalosporin is adequate
cover for Neisseria meningitidis, Streptococcus
pneumoniae, Haemophilus pneumoniae, or
Escherichia coli, and benzylpenicillin provides
no extra benefit. Two â lactam antibiotics
should not be given together unless this is
unavoidable: there is potential for antago-
nistic interaction between agents, as both act
by inhibiting cell wall synthesis. It is not
likely that the penicillin was used to cover
the possibility of listeriosis, as the drug of
choice in such cases is ampicillin (with or
without an aminoglycoside).5

We recommend that empirical treat-
ment for patients aged between 3 months
and 18 years who are suspected of having
bacterial meningitis (not thought to be due
to listeria or tuberculosis) should be
monotherapy with high doses of a third
generation cephalosporin, such as cefo-
taxime or ceftriaxone. Patients in the United
Kingdom with a rash typical of meningococ-
cal sepsis may be treated with a high dose of
benzylpenicillin alone.
Christopher Settle Specialist registrar
Mark H Wilcox Consultant
Department of Microbiology, General Infirmary
and University of Leeds, Leeds LS2 9JT

1 Mactier H, Galea P, McWilliam R. Acute obstructive hydro-
cephalus complicating bacterial meningitis in childhood.
BMJ 1998;316:1887-9. (20 June.)

2 Quagliarello VJ, Scheld WM. Treatment of bacterial men-
ingitis. Lancet 1997;336:708-16.

3 Drugs used in the treatment of infections. British National
Formulary 1998;35:234.

4 Communicable Diseases Surveillance Centre. Listeriosis.
Commun Dis Rep CDR Wkly 1997;7:332.

5 Jones EM, MacGowan AP. Antimicrobial chemotherapy of
human infection due to Listeria monocytogenes. Eur J Clin
Microbiol Infect Dis 1995;14:165-75.

Use of dexamethasone remains
contentious

Editor—Mactier et al illustrate an impor-
tant complication of bacterial meningitis—
namely, acute obstructive hydrocephalus.1

The authors say that they could not find any
record of the incidence of this complication
in children. A series of 79 cases over 11 years
in Australia has been published; it shows an
incidence of 2.8%.2

Interestingly, the first child Mactier et al
described did not receive intravenous dexam-
ethasone, whereas the child in the second
case did, but when the drug was started, or its
role in treating acute obstructive hydrocepha-
lus, was not mentioned. Despite the drug’s
early promise, its use remains contentious. A
recent meta-analysis showed that if it is
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started with or before parenteral antibiotics,
dexamethasone can benefit children with
pneumococcal meningitis.3 However, there
were limitations on the analysis undertaken.

The use of dexamethasone in meningitis
clearly requires further research, but ques-
tioning whether it should be used should
not delay the administration of intravenous
antibiotics.
Asrar Rashid Clinical fellow
New South Wales Newborn and Paediatric
Transport Service, Westmead, Sydney 2145,
Australia

1 Mactier H, Galea P, McWilliam R. Acute obstructive hydro-
cephalus complicating bacterial meningitis in childhood.
BMJ 1998;316:1887-9. (20 June.)

2 Thomas DG. Outcome of paediatric bacterial meningitis
1979-1989. Med J Aust 1992;157:519-20.

3 McIntyre PB, Berkey CS, King SM, Schaad UB, Kilpi T,
Kaura GY, et al. Dexamethasone as adjunctive therapy in
bacterial meningitis. A meta-analysis of randomised
clinical trials since 1988. JAMA 1997;278:925-31.

Hydrocephalus was probably
non-obstructive

Editor—Mactier et al make important
points about the management of patients
who are seriously ill with acute bacterial
meniningitis, particularly about draining
cerebrospinal fluid via ventriculostomy.1

Raised intracranial pressure leading to
cerebral herniation is well recognised in
patients with bacterial meningitis.2 It is prob-
ably multifactorial in origin, with inflamma-
tory cytotoxic oedema, interstitial oedema
due to increased permeability of the
blood-brain barrier, venous thrombosis, inf-
arction, and hydrocephalus contributing.3

Mactier et al, however, refer to “obstructive”
hydrocephalus. In fact the hydrocephalus in
both cases is likely to be non-obstructive or
communicating in origin, as there does not
seem to be any evidence for obstruction of
the internal cerebrospinal fluid pathway. In
particular, figure 3 (computed tomography
scan of case 2) shows a dilated fourth ventri-
cle, indicating obstruction ouside the ven-
tricular system. Communicating hydro-
cephalus in bacterial meningitis reflects
failure of cerebrospinal fluid circulation in
the basal cisterns and failure of resorption
through arachnoid granulations.

The failure to diagnose meningitis on
examination of ventricular cerebrospinal
fluid is well recognised. Samples of lumbar
and ventricular cerebrospinal fluid may show
considerable disparity even when the menin-
geal inflammatory process is severe, and the
diagnosis of acute bacterial meningitis should
not be discounted when ventricular cerebro-
spinal fluid is normal or mildly inflammatory.
The authors are correct in advising that lum-
bar puncture should not be performed in
patients who have impairment of conscious-
ness before brain imaging.

Finally, the comment that “diagnosing
critically high intracranial pressure is diffi-
cult” is wrong. Intracranial pressure is easily,
reliably, and safely monitored in the
appropriate setting—which is a neuro-
sciences intensive care unit. Although there
is no hard proof that such monitoring, the
use of ventricular drainage, or other
methods of controlling intracranial pressure

will improve outcome, it seems logical that
the experience and knowledge of those
involved in neurological intensive care, par-
ticularly with regard to the management of
raised intracranial pressure, altered cerebral
perfusion, and autoregulation, should be
available for patients with bacterial meningi-
tis. Unfortunately the lack of available beds
in such units in the United Kingdom may
prevent these patients benefiting from mod-
ern, targeted treatment.
R Stephen Cooke Consultant neurosurgeon
Victor Patterson Consultant neurologist
Royal Victoria Hospital, Belfast BT12 6BA

1 Mactier H, Galea P, McWilliam R. Acute obstructive hydro-
cephalus complicating bacterial meningitis in childhood.
BMJ 1998;316:1887-9. (29 June.)

2 Horwitz SJ, Boxerbaum B, O’Bell J. Cerebral herniation in
bacterial meningitis in childhood. Ann Neurol 1980;7:
524-8.

3 Roos KL, Tunkel AR, Scheld WM. Acute bacterial menin-
gitis in children and adults. In: Scheld WM, Whitley RJ,
Durack DT, eds. Infections of the central nervous system. New
York, Raven Press, 1991:335-409.

Neuroimaging has limitations

Editor—Mactier et al’s lesson of the week
concludes with a recommendation that all
patients with suspected meningitis and
decreased level of consciousness should
urgently have brain imaging to exclude
obstructive hydrocephalus before lumbar
puncture.1 It is most important to understand
the limitations of neuroimaging in children
with acute meningitis, and to avoid the
commonly held misconception that lumbar
puncture is safe if neuroimaging is normal.

Lumbar puncture should be avoided in
children with clinically diagnosed meningi-
tis if consciousness is impaired or there are
clinical signs of raised intracranial pressure,
as it may precipitate herniation of the brain
or coning. Coning may occur after lumbar
puncture in children with meningitis even
when neuroimaging has been normal.2

Brain imaging is of no value in the
immediate diagnosis of meningitis and is an
insensitive method for the detection of
raised intracranial pressure.3 The role of
brain imaging is to identify complications of
meningitis or to exclude focal brain pathol-
ogy simulating meningitis. Positive indica-
tions for computed tomography or mag-
netic resonance imaging are progressive
focal neurological signs, prolonged
decreased level of consciousness, prolonged
or focal seizures, increasing head circumfer-
ence, evidence of continuing infection, or
recurrence of symptoms. Brain imaging
should not be done until antibiotic treat-
ment has been started, raised intracranial
pressure has been controlled, and intubation
and ventilation started, if necessary.
Laurence Abernethy Consultant paediatric
radiologist
Royal Liverpool Children’s Hospital, Alder Hey,
Liverpool L12 2AP
abernet@cybase.co.uk

1 Mactier H, Galea P, McWilliam R. Acute obstructive hydro-
cephalus complicating bacterial meningitis in childhood.
BMJ 1998;316:1887-9. (20 June.)

2 Rennick G, Shann F, de Campo J. Cerebral herniation dur-
ing bacterial meningitis in children. BMJ 1993;306:953-5.

3 Heyderman RS, Robb SA, Kendall BE, Levin M. Does
computed tomography have a role in the evaluation of
complicated acute bacterial meningitis in childhood? Dev
Med Child Neurol 1992;34:870-5.

50 years of the NHS

Junior doctors should have contributed to
discussion on NHS

Editor—The article on the love-hate rela-
tionship that people have with the NHS pre-
sented several views of the system in which
most of us work.1 I noticed that responses
were “invited” by the BMJ and that the article
contained replies from three chairpeople,
two chief executives, five professors, three
consultants (two in psychiatry), the general
secretary of the Royal College of Nursing, a
member of the University of York, and even
a broadcaster. It strikes me that general
practitioners were somewhat under-
represented—as the largest single group of
doctors to have completed their training—
with only one reply.

Surely the most telling omission in the
journal is that there are no replies from
junior doctors. I assume that either no junior
doctors were canvassed or their replies were
not deemed worthy of publication. Junior
doctors are leaving the NHS at worrying
rates: is this due to being overworked or
underpaid, or is it perhaps that our views of
the NHS are simply not regarded as
important?
Richard Price Senior house officer in plastic surgery
Centre for Cutaneous Research, Queen Mary and
Westfield Medical School, London E1 2AT
rickyp@cwcom.net

1 Our love-hate relationship with the NHS. BMJ 1998;
317:8-9. (4 July.)

Demand must be reduced or funding
must be increased

Editor—I am grateful to Portillo for his
clear arguments about NHS funding.1 As
doctors we are in a strange position for any
industry—that is, of being able to generate a
huge demand for our product. This arises
because we are dealing with a general popu-
lation that is scared and anxious about its
health. People are being encouraged to
report more symptoms to a doctor as
quickly as possible and to fear the worst.
How many children with self limiting viral
illnesses are brought to our surgeries
because of fears of meningitis?

We are also dealing with a scared and
anxious medical profession whose members
are all consciously or unconsciously practis-
ing defensive medicine. We are all scared to
miss things. We are usually going to give way
to the request for an extra x ray even if it is
not necessary on clinical grounds. After all,
we rationalise, it might show something
unexpected. Our real reason is to appease
our patient and our fear is of complaints and
lawyers.

So long as the meeting place between
doctor and patient is dominated by unrecog-
nised fears that affect both patient and doc-
tor the NHS will be unable to reduce the
anxiety driven demands of the public and
the anxiety driven responses of the doctors.

In a private industry in which payment is
made for each service this demand would
generate extra profits for a company. In a

Letters

124 BMJ VOLUME 318 9 JANUARY 1999 www.bmj.com



cash limited service extra demand will
generate strain on the resources and result
in anguish and disappointment for doctors
and patients alike. This friction between
demand and resources is reaching a head.
Without a reduction in demand or without
extra funding I see only disappointment and
stress for patients, doctors, managers, and
politicians.
Peter Davies General practitioner principal
Alison Lea Medical Centre, East Kilbride G74 3BE
mpdavies@email.msn.com

1 Portillo M. The Bevan legacy. BMJ 1998;317:37-40. (4 July.)

Picture painted of health service in
Singapore was too rosy

Editor—Having just arrived from Singapore
I was surprised to read about the success of
the Singaporean health service.1 In reality the
cost of medical care there is expensive and
quite beyond the reach of the average family.
Any form of surgical intervention further
increases the cost, and many people travel to
India and Malaysia for treatment because
costs in these countries are lower.

Effective primary care as practised in
United Kingdom is non-existent; any aid to
the poor is considered “welfarism” and is
strongly condemned by the ruling govern-
ment. Many doctors and health profession-
als disagree with Lim’s rosy picture of the
system but are afraid of identifying them-
selves for fear of repercussions. I feel sad and
sorry for those who are poor, those who are
unemployed, and those who are elderly; for
them there is very little health care. Perhaps,
as the NHS celebrated its golden jubilee, it
would have been more appropriate to high-
light the health services of India and Malay-
sia which provide a reasonably good service
under trying conditions.
Raj Menon General practitioner
Arthington Medical Centre, Leeds LS10 2JJ

1 Lim JME. The importance of social context. BMJ 1998;
317:51-2. (4 July.)

UK blood service is
responding to current needs
Editor—Booth’s comments on blood dona-
tion have to be considered in the context of
delivering a national service to donors, hos-
pitals, and patients. The National Blood
Service needs to collect 10 000 voluntary
blood donations every day to meet the
needs of all the hospitals in England and
north Wales. We are keen to consider
partnerships with hospitals where our com-
bined efforts could provide a better as well as
a cost effective service to patients and
donors. Indeed, we already hold many
sessions on hospital sites throughout the
country. However, voluntary blood donor
sessions need to be located in the centre of
communities to make it easy for donors to
attend.

To improve flexibility and convenience
for donors we have been increasing the
number of static units and locality based
blood collection teams. This has enabled us
to increase opening hours by reducing staff

travelling times and to introduce donor
appointment systems to help avoid long
queues.

The copper sulphate screening test used
at donor sessions may seem archaic, but it is
still the simplest, quickest, and most robust
method for detecting a pass or fail against
the haemoglobin standard acceptable for
blood donation. All those who fail this test
have their haemoglobin checked by a refer-
ence technique at the session to ensure
nobody is turned away unnecessarily. The
same applies to all the mandatory microbi-
ology screening tests required to minimise
the risk of transfusion transmitted infec-
tions. Sensitive and specific automated rapid
screening tests with “go”/ “no go” standards
and positive sample identification systems
are backed up by confirmatory testing algo-
rithms for any reactive samples.

All donor screening has to be under-
taken in an environment of good manufac-
turing practice under the control of blood
centres licensed by the Medicines Control
Agency to ensure the safety and security of
the blood supply. What seems like a simple
somewhat old fashioned “shop window” at
our donor sessions is backed up by a
complex national laboratory network.

Although autologous predeposit blood
donation seems attractive, it is suitable for
only a small proportion of patients and
requires the enthusiastic support of local
surgical teams. It can work well. Similarly, the
provision of donor and therapeutic apher-
esis services has shown our willingness to
undertake joint ventures with hospitals in
response to clinical need. The National
Blood Service is an integral part of the NHS
and therefore, by definition, welcomes
opportunities to extend and develop such
hospital partnerships.
E A E Robinson Medical director
National Blood Service, Oak House, Watford,
Hertfordshire WD1 1QH

1 Booth F. UK blood donation needs reorganisation. BMJ
1998;317:281. (28 July.)

Risk of breast cancer among
female airline cabin attendants

Findings may have been due to exposure
to cosmic radiation or recall bias

Editor—We agree with Wartenberg and Sta-
pleton that dicophane (DDT) is one of the
possible aetiological factors for breast cancer
in female airline cabin attendants.1 Two other
factors (exposure to cosmic radiation and
recall bias) also merit attention.

We are not told how the cases and
controls were selected or matched in their
survey. The exposure data should be only
data up to the date of diagnosis for flight
attendants in whom breast cancer was
diagnosed (cases) and data up to the date of
pseudo-diagnosis for controls (the date on
which the breast cancer was diagnosed in the
cases). The cabin attendants with breast
cancer would have stopped flying because of
illness, and controls would have continued to

fly; this would distort the measurement of
exposure to cosmic radiation. Moreover, the
cabin attendants with breast cancer would
probably have had fewer flights in the year
before the diagnosis owing to the undiag-
nosed breast cancer. Ideally, exposure should
be measured until the year before diagnosis
to avoid this bias. The breast is the organ most
sensitive to radiation carcinogenesis in post-
pubertal women,2 and hence cosmic radia-
tion cannot be ruled out as a potential factor
in the aetiology of breast cancer. A cohort
study of Canadian air pilots showed an
increased risk of acute myeloid leukaemia, the
type of leukaemia induced by exposure to
radiation (standardised incidence ratio 4.72
(90% confidence interval 2.05 to 9.31)).3

Recall bias needs to be considered in any
study in which exposure is measured after a
disease has been diagnosed or an event has
occurred.4 In the case of exposure to DDT,
recall bias could have led to the non-
significant increase in risk that Wartenberg
and Stapleton found. Because of the strong
link between pesticides and cancers, flight
attendants with breast cancer would have
been more likely than controls to recall pes-
ticide spray. It is always important to verify
the records, if they are available, to measure
their agreement with reported exposure in a
proportion of cases and controls.

Although the point estimate for expo-
sure to DDT that Wartenberg and Stapleton
report is high (odds ratio 2.2), the wide con-
fidence interval (0.4 to 10.9) suggests that
recall bias could account for the observed
odds ratio. We agree with the authors’
suggestion that large studies will be the way
forward to determine the role of DDT in
breast cancer among airline attendants.
These studies should also explore the joint
effect of DDT and cosmic radiation.
P Badrinath Specialist registrar in public health
medicine
Sam Ramaiah Director of public health medicine
Walsall Heath Authority, Walsall WS1 1TE
Badrinathp@ha.walsall-ha.wmids.nbs.uk

1 Wartenberg D, Stapleton PC. Risk of breast cancer is also
increased among retired US female airline cabin
attendants. BMJ 1998;316:1902. (20 June.)

2 Land CE. Low-dose radiation—a cause of breast cancer?
Cancer 1980;46(suppl 4):868-73.

3 Band PR, Le ND, Fang R, Deschamps M, Coldman AJ,
Gallagher RP, et al. Cohort study of Air Canada pilots:
mortality, cancer incidence, and leukemia risk. Am J Epide-
miol 1996;143:137-43.

4 Hennekens CH, Buring JE. Epidemiology in medicine.
Boston: Brown, 1987.

Large European studies are now being
carried out

Editor—Wartenberg and Stapleton sug-
gest1 that pesticides used in aircraft could
contribute to the increased risk of breast
cancer among flight attendants previously
reported from Finland2 and Denmark.3 The
frequency and magnitude of exposures to
pesticide are unknown but probably limited.
To our knowledge, pesticide spraying was
practised only on international flights to a
few destinations. Exposure of Finnish flight
attendants has certainly been rare and is
unlikely to have contributed to our findings.
Furthermore, there is little evidence for
organochlorine pesticides as a risk factor for
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breast cancer.4 5 Therefore there is little
evidence to support the suggestion that pes-
ticides could contribute substantially to the
risk of breast cancer.

In our view, the strongest factors that
have been shown empirically to affect risk of
breast cancer among cabin crew are parity
and age at first birth.1 More research is
clearly needed to elucidate the reasons for
increased risk of breast cancer among cabin
crew. Two European studies (coordinated by
EP and MB) are now being carried out. One
is being done in 10 countries and among
30 000 pilots and 45 000 members of cabin
crews, with mortality from cancer as the end
point; the other, a Nordic study, is of cohorts
from five countries, with smaller numbers of
cases and incidence of cancer as the end
point. These studies are expected to provide
more information on the issue.
Anssi Auvinen Senior scientist
STUK—Radiation and Nuclear Safety Authority,
Helsinki, Finland

Eero Pukkala Epidemiologist
Finnish Cancer Registry, Helsinki, Finland

Maria Blettner Scientist
International Agency for Research on Cancer,
Lyons, France
Anssi.Auvinen@stuk.fi

1 Wartenberg D, Stapleton CP. Risk of breast cancer is also
increased among retired US female airline cabin
attendants. BMJ 1998;316:1902. (20 June.)

2 Pukkala E, Auvinen A, Wahlberg G. Incidence of cancer
among Finnish airline cabin crew. BMJ 1995;311:649-52.

3 Lynge E. Risk of breast cancer is also increased among
Danish female airline cabin attendants. BMJ 1996;312:253.

4 Hunter DI, Hankinson SE, Laden F, Colditz GA, Manson
JAE, Willett WC, et al. Plasma organochlorine levels and
the risk of breast cancer. N Engl J Med 1997;337:1253-8.

5 Van’t Veer P, Lobbezoo IE, Martin-Moreno JM, Guallar E,
Gomez-Aracena J, Kardinaal F, et al. DDT (dicophane) and
premenopausal breast cancer in Europe: case-control
study. BMJ 1997;315:81-5.

Authors’ reply

Editor—We did not address several issues in
our letter because of space limitations. The
study design that we used was a retrospective
cohort postal survey of members of an
organisation of retired flight attendants from
one American airline. As Badrinath and
Ramaiah suggest, selection bias, follow up
bias, and recall bias could all have occurred.
With regard to selection bias, we were more
likely to have omitted flight attendants who
developed breast cancer (or died) than
healthy flight attendants owing to their lack of
continued involvement in organisations for
flight attendants. In terms of follow up bias,
the suggestion that we should have adjusted
flying times seems logical, but all of the
women who developed breast cancer either
received the diagnosis several years after
stopping work or reported that they contin-
ued to work after diagnosis.

Therefore we do not believe that our
method underestimated exposure to radia-
tion differentially, although we also believe
that radiation may have been a contributing
factor to the breast cancers. Recall bias, as in
all survey studies, is likely but difficult to
evaluate since we know of no available
records of pesticide use. Auvinen et al
suggest that, although they do not know the
magnitude and frequency of pesticide use in
the past, it was probably limited. We based

our suggestion on the World Health
Organisation’s recommendation in 1961 for
pesticide treatments on international
flights.1 More data, from additional studies,
are needed to resolve this.

We disagree that there is little evidence
that organochlorine pesticides are a risk fac-
tor for breast cancer. Results in the literature
are mixed, but several studies currently
under way were designed to test the hypoth-
esis of a link between DDT and breast cancer
more specifically than those already con-
ducted. We recognise that reproductive
factors are likely to contribute to the risk in
our population (parity, age at first birth, age
at menarche, age at menopause), but our
sample was too small to assess this effect
directly.

Overall, our preliminary study was too
small to rule out or confirm any risk factor
for breast cancer among flight attendants.
We simply proposed adding use of DDT
pesticides to the list of risks to be considered
in exploring the aetiology of breast cancer
among flight attendants. We look forward to
the results of the studies being carried out to
provide further insight.
Daniel Wartenberg Associate professor
Cecile Pryor Stapleton Doctoral student
Environmental Health Division, Environmental and
Occupational Health Sciences Institute, Piscataway,
NJ 08855, USA

1 Aircraft disinfection. Eleventh report of the expert
committee on insecticides. WHO Tech Rep Ser 1961;206.

Patients with prostate cancer
should be enrolled in a
national, controlled trial
Editor—I endorse the views of Mulley and
Barry on treating prostate cancer.1 British
urologists are deluged with data from the
United States which encourages radical
prostatectomy, yet there is no good evidence
from randomised controlled trials to vali-
date their policy.

If the editorial had been written by an
American urologist the conclusion would
have been entirely different. Mulley and
Barry failed to emphasise the powerful
financial motives behind much of what is
published about prostate cancer in the
United States. There is an undoubted bias in
favour of papers that promote screening
and radical surgery, including papers that
estimate the resulting financial reward per
urologist.2 We should note that the Ameri-
can urologist invited by one journal to
review “watchful waiting” in early prostate
cancer is one of the leading exponents of
screening and radical prostatectomy in the
United States.3 There is therefore no
shortage of biased, uncontrolled, non-
randomised data in support of radical
surgery.

The crux of this problem is that radical
prostatectomy was “let out of the bag” before
being properly evaluated in a randomised
controlled trial. What we need is a large
study comparing watchful waiting, radio-
therapy, and radical prostatectomy.

We need a system to license new forms
of treatment as “approved for clinical trial
only.” Any costly new treatment should only
be available through a nationally approved
and controlled trial. Patients would only
have access to the new treatment by
agreeing to abide by the protocol, which
would include randomisation. Doctors
would only be licensed to use the treatment
within the trial and only after appropriate
training. Trials could recruit much larger
numbers of patients and do this more
quickly than is currently the case. Those
centres involved in the trial could then train
others wishing to use the new technique if it
is subsequently approved for use across the
NHS.

I do not think that it is too late to
consider such a trial for early prostate
cancer in the United Kingdom but only if an
approach is adopted along the lines
suggested—that is, only approved clinical
trials for all patients being considered for
radiotherapy or radical prostatectomy. How
else can we collect the evidence on which to
base advice for future generations of men
with this enigmatic cancer? How else can we
respond to the reasonable plea from Mulley
and Barry: “Banish dogma, get more data.”
R G Willis Consultant urologist
Carlisle Hospitals NHS Trust, Cumberland
Infirmary, Carlisle CA2 7HY

1 Mulley AG Jr, Barry MJ. Controversy in managing patients
with prostate cancer. BMJ 1998;316:1919-20. (27 June.)

2 Olsson CA, Goluboff ET. Detection and treatment of pros-
tate cancer: perspective of the urologist. J Urol 1994;152:
1695-9.

3 Catalona WJ. Expectant management and natural history
of localised prostate cancer. J Urol 1994;152:1751-2.

Bournewood: an indefensible
gap in mental health law

Law Commission’s proposals for
incapacity jurisdiction strike reasonable
balance

Editor—We agree with Eastman and Peay
that capacity will become a major issue for
mental health services,1 particularly in the
light of the consultation paper Who Decides?.2

The Law Commission’s proposals on which
the paper was based3 afford a mechanism
that could resolve much of the practical dif-
ficulty arising from the Appeal Court’s deci-
sion while also affording the rights that the
House of Lords’ decision denies.4

The Law Commission proposed an
incapacity jurisdiction, to provide an inte-
grated framework for decisions concerning
personal welfare, health, or financial matters
of incapacitated people. As with similar pro-
visions,5 the court was intended to be a juris-
diction of last resort. Its jurisdiction would
be invoked only if the making of an order
would be of greater benefit to the incapaci-
tated person than would no order.

The recommendation for the incapacity
jurisdiction covered giving or refusing
approval for particular forms of health care,
appointing managers to give or refuse such
consent, and requiring people to allow a
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proxy to take over responsibility for their
health care. In relation to mental disorders
the Law Commission recommended that
the court’s incapacity jurisdiction should
extend to the power to order admission to
hospital for assessment or treatment of
mental disorder if there are grounds for
admission under section 2 or 3 of the Men-
tal Health Act and it is in the person’s best
interest to be admitted.

Although the existence of another court
might seem a further burden on busy
clinicians, we believe that it would help con-
siderably. The right to apply to the mental
health review tribunal and the right of the
nearest relative to obtain the patient’s
discharge would not apply during the first
period of detention in these circumstances,
since a judicial determination would already
have been made. This provision would mean
that most cases would not need to be
reviewed, since the median period for
admission of patients with dementia is 5-10
weeks.

Who Decides? asked whether a new provi-
sion for compulsory admission to hospital is
needed. The House of Lords’ judgment has
underlined the urgency of a new procedure,
and the Law Commission’s proposals for an
incapacity jurisdiction strike a reasonable
balance between the rights of incapacitated
people and the duties of clinicians. The risk
of confusion between the two procedures
would be minimised if an NHS directive
advised psychiatrists to use the incapacity
jurisdiction procedures wherever they
would have used informal admission.
Donna Dickenson Leverhulme senior lecturer in
medical ethics and law
Ajit Shah Honorary senior lecturer in old age
psychiatry
Imperial College School of Medicine, London
W2 1PG

1 Eastman N, Peay J. Bournewood: an indefensible gap in
mental health law. BMJ 1998;317:94-5. (11 July.)

2 Lord Chancellor’s Department. Who decides? Making
decisions on behalf of mentally incapacitated adults. London:
HMSO, 1997. (Cm 3803.)

3 Law Commission. Mental incapacity.London: HMSO. 1995.
(Com 231.)

4 Shah A, Dickenson D. The Bournewood case and its impli-
cations for health and social services. J R Soc Med 1998;
91:349-51.

5 Children Act 1989. London: HMSO, 1991.

Law is inappropriate for patients
admitted informally but who lack
capacity

Editor—Why do Eastman and Peay think of
patients with a mental disorder as constitut-
ing a special class of patients whose treatment
must be regulated by specific mental health
legislation?1 In the wake of the House of
Lords overturning of the Court of Appeal’s
decision in the Bournewood case, concern is
being expressed about what Lord Steyn
called “an indefensible gap in our mental
health law” for non-objecting patients with-
out capacity who are admitted to hospital
informally. What should the safeguards be for
these so called detained patients?

Many see these safeguards as requiring
changes in mental health law or the involve-
ment of the Mental Health Act Commis-
sion.2 This is inappropriate. One of the

options mentioned by Eastman and Peay
needs to be put more strongly and extended.
We fail to see any difference between
patients with mental incapacity, whether
they have a mental or a physical disorder.
Both groups require the same protections,
whether they are on a psychiatric, medical,
or surgical ward. We see the Law Commis-
sion’s proposals3 and the subsequent con-
sultative paper Who Decides?4 as offering an
excellent framework for all patients who lack
capacity, including those who are mentally
ill. The range of useful options presented
will, we believe, improve the care of all
patients. A mental health act or the Mental
Health Act Commission has no role.

One could go further. The Bournewood
case illustrates the disjunction in mental
health legislation between the legal criteria
for detention in hospital and the question of
capacity. The question of capacity has no
direct role, yet for all patients (other than
those who are mentally ill) non-consensual
treatment cannot be given in their best
interests unless they lack the capacity to
make treatment decisions. We see no justifi-
cation for this discrepancy. If a patient with a
mental disorder has the capacity to make
treatment decisions why should this not be
respected as it is for all other patients?

Who Decides? discusses provisions for all
patients with incapacity, including those
who object and thus might require treat-
ment against their will. These provisions
include advance directives, continuing
powers of attorney covering healthcare
decisions, managers appointed by the court,
and judicial decisions. Thus a mental health
act for interventions with a paternalistic
justification is not needed. Indeed, a strong
case can be made that mental health legisla-
tion discriminates against patients with a
mental disorder, supporting prejudicial
stereotypes of difference, incompetence,
and dangerousness.5

G I Szmukler Consultant psychiatrist
F Holloway Consultant psychiatrist
Maudsley Hospital, London SE5 8AZ
g.szmukler@iop.bpmf.ac.uk
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Descriptions of adverse drug
events should be standardised
Editor—A news item on pharmacogenom-
ics mistakenly asserted that about two
million Americans are hospitalised annually
as a result of drug interactions instead of
asserting that they were hospitalised as a
result of adverse drug reactions.1 2 The
category of adverse drug reactions may
include drug interactions as one of many
causes of the reaction but the reverse is not

true. Readers should be cautious because
many seemingly similar terms exist. Exam-
ples of terms used to describe drug interac-
tions include adverse drug interaction, drug-
drug interaction, drug-laboratory
interaction, and drug-food interaction.

A drug interaction has been defined as
“an action of a drug on the effectiveness or
toxicity of another drug,” and “an adverse
reaction to a drug has been defined as any
noxious or unintended reaction to a drug
that is administered in standard doses by the
proper route for the purpose of prophylaxis,
diagnosis, or treatment.”3 However, the
WHO’s original definition of adverse drug
reaction excluded therapeutic failures,
intentional and accidental poisoning, and
drug abuse, as well as adverse events due to
medication errors such as errors in adminis-
tration or non-compliance.2

The more inclusive term “adverse drug
event” has recently come into use.4 Accord-
ing to Bates et al this term, which is defined
as an injury resulting from medical interven-
tion related to a drug, is preferred since it is
more comprehensive and clinically impor-
tant than the term adverse drug reaction.4

Because there is no uniformity in the use
of these terms, it is sometimes difficult to
compare studies and derive incidence rates
for adverse drug reactions and drug interac-
tions. Let us hope that standardisation of
these terms occurs as rapidly as our
understanding of these phenomena evolve.
Saeed A Khan Senior researcher
Pharmacology and Clinical Pharmacology
Department, Turku University Central Hospital,
Turku, Finland
saeed.khan@utu.fi

1 Tanne JH. The new word in designer drugs. BMJ
1998;316:1930. (27 June.)

2 Lazarou J, Pomeranz BH, Corey PN. Incidence of adverse
drug reactions in hospitalized patients: a meta-analysis of
prospective studies. JAMA 1998;279:1200-5.

3 Vervloet D, Durham S. ABC of allergies: adverse reactions
to drugs. BMJ 1998;316:1511-4. (16 May.)

4 Bates DW, Cullen DJ, Laird N, Petersen LA, Small SD, Servi
D, et al. Incidence of adverse drug events and potential
adverse drug events: implications for prevention. JAMA
1995;274:29-34.

Other method for adjustment
of multiple testing exists
Editor—Perneger’s paper on Bonferroni
adjustments consists almost entirely of
errors.1 He states that the Bonferroni adjust-
ments are concerned with the wrong
hypothesis and that the two groups are
identical on all 20 variables (the universal
null hypothesis). This misses the main point
of multiple test adjustments.

Similarly he says, “If one or more of the
20 P values is less than 0.00256 . . . we can
say that the two groups are not equal for all
20 variables, but we cannot say which, or
even how many, variables differ.” Research-
ers who adjust P values almost always
present them for their individual hypoth-
eses. With n hypotheses each tested at level
á, Perneger claims that “the formula for the
error rate across the study is 1 − (1 − á)n.”
This formula assumes independence of the
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test statistics; the actual bound on the error
probability is ná.

Perneger sees multiple adjustment as a
violation of common sense, as a given com-
parison will be interpreted differently
according to how many other tests were per-
formed. In other words, it’s all right to
dredge your data and not tell anyone.

Perneger queries whether adjustment
should take place for each investigator—
”taking the number of tests he or she has
done in their lifetime into consideration.”
None but opponents of multiple adjusting
have ever suggested this absurd idea.

“The integration of prior beliefs with
evidence is best achieved by Bayesian meth-
ods, not by Bonferroni adjustments.” Baye-
sians compute probabilities for simultane-
ous statements about multiple variables—
which is just their way of adjusting. There is
nothing new, and no solution here.

Perneger takes it for granted that the
Bonferroni method should be used for mul-
tiple testing adjustments, whereas it has
been known for almost 20 years that there is
another procedure, the Holm method, that
is uniformly superior to the Bonferroni
method and applies in every case that the
Bonferroni method does.2 This has led the
American Journal of Public Health to declare
this alternative as the method of choice.

If we used hypothesis testing sensibly,
computing benefits and costs of right and
wrong decisions, and using the resulting
optimal decision making procedure, then
arguments about multiple adjustment would
be unnecessary and we could concentrate
on the real question—whether a given study
should be statistically analysed at all.
Mikel Aickin Senior investigator
Center for Health Research, Portland, OR 97227,
United States
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Counselling is not appropriate
for all patients with cancer
Editor—Young makes important points in
stating that psychological interventions
differ in theory and practice1; each interven-
tion must be defined so that the correct ter-
minology is used by health professionals to
facilitate appropriate interventions. She
claims that our evaluation of the use of adju-
vant psychological therapy in patients with
cancer erroneously interchanged the terms
“psychotherapy,” “counselling,” and “adju-
vant psychological therapy,” and that we dis-
missed “the benefits of counselling for
patients with cancer on the basis of a study
that used adjuvant psychological therapy.”2

She infers that the low response rate in our
study may indicate that adjuvant psychologi-
cal therapy might not have been “appropri-
ate” although other approaches to counsel-
ling might have been effective.

We believe that since all categories of
counselling are part of the “therapeutic
enterprise”3 4 the terminology is inter-
changeable. Information giving and reassur-
ance are a form of counselling since they
help to “contain” the person to whom they
are given, “containment” being the neces-
sary condition of patient support.

We do not, however, dispute that
different approaches have their own theo-
retical underpinning nor that they are made
explicit. Our report provided a reference to
the theory underlying adjuvant psychologi-
cal therapy.

When we elicited consent from patients
to enter the trial, the method of counselling
was described. The low response rate
suggests, among other things, that these
patients had an ability to cope, or a wish to
be seen to be coping, or simply an aversion
to the ethos of counselling. Patients’ refusals
to participate are as interesting as their
acceptances, and it is imperative that we
listen to their voices.

We do not dismiss the benefits of
counselling for patients with cancer. We
have evaluated a specific approach in a spe-
cific group of patients with cancer and con-
cluded that adjuvant psychological therapy
need not be routinely offered to men with
testicular tumours. We make a plea for
caution with regard to the blind faith that
counselling will be gratefully received and
will be effective despite a dearth of sound
evidence.
Clare Moynihan Medical sociologist
Alan Horwich Professor of radiotherapy
Academic Department of Radiotherapy, Institute of
Cancer Research and the Royal Marsden Hospital,
Sutton, Surrey SM2 5PT

Judith Bliss Statistician
Department of Epidemiology, Institute of Cancer
Research, Sutton, Surrey SM2 5PT
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Any variability in outcome
comparisons adjusted for case
mix must be accounted for
Editor—Parry et al draw attention to the
difficulties faced by those wishing to use
comparative outcome data to indicate
performance.1 They clearly show the
importance of adjusting for differences in
case mix and allowing for random variation
by establishing 95% confidence intervals for
estimates of adjusted outcome. In addition
to the uncertainty in the observed mortality,
however, there is uncertainty in the pre-
dicted mortality. The overall lack of clarity in
the rankings of the neonatal intensive care
units might therefore be even greater if this
additional uncertainty were acknowledged,

which would reinforce the reservations
expressed about decision making with these
kinds of data.

Predictive models are only approxima-
tions to reality. They must be estimated
from previous data and thus are themselves
prone to noise and random fluctuation.
Both the size of the original dataset and the
predictive ability of the variables used
determine the precision of the predicted
outcome. In practice this uncertainty is
reflected in the covariance matrix of the
estimated model variables, and Hosmer and
Lemeshow show how this can be used to
calculate the uncertainty associated with the
expected mortality.2

The potential influence of this variability
can be illustrated with an example from
stroke medicine. We calculated the expected
30 day fatality in a cohort of 436 patients
with stroke admitted to a Scottish hospital,
using an externally validated logistic
regression model derived from 530 patients
from the Oxfordshire community stroke
project. We used the ratio of observed to
predicted mortality to standardise the
outcome for case mix (a method independ-
ent of unit size), which gave a value of 0.95.
We calculated two different 95% confidence
intervals for this ratio. For the first we used
only simple binomial variation (95% confi-
dence interval 0.79 to 1.11); the second, for
which we used binomial variation plus
model uncertainty (0.75 to 1.16), was 28%
larger. This considerable increase in uncer-
tainty might be found in other circum-
stances, such as the study described by Parry
et al. Indeed, the clinical risk index for babies
model used for adjustment for case mix was
derived from a similar number of cases
(812), but without explicit knowledge of the
model covariance it is impossible to confirm
this hypothesis.3

In the current climate of continual com-
parison of outcomes and performance
review, it is vitally important that all sources
of variability in outcome comparisons
adjusted for case mix are accounted for; the
consequences of a false positive declaration
of significantly substandard performance
are becoming ever more serios.
D F Signorini Senior statistician
N U Weir Wellcome research fellow
Department of Clinical Neurosciences, University
of Edinburgh, Western General Hospital,
Edinburgh EH4 2XU
dfs@skull.dcn.ed.ac.uk
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