
JAMA’s editor sacked

World medical journal editors should
establish an award for editorial integrity
in Lundberg’s name

Editor—The sacking of Lundberg as JAMA’s
editor1 is a very sad event for editorial
freedom in general and for medical journals
world wide in particular. This disgraceful inci-
dent has shown that neither size nor success
gives any guarantee for editorial freedom—
not even the two combined. The fight for
integrity must go on continuously in every
editorial office every day. Lundberg has been
an example for other editors through his edi-
torial integrity, scientific judgment, and his
personal strength and warmth.

I suggest that the global community of
medical journal editors, through its organi-
sations, establish an award for editorial
integrity and name it the George D
Lundberg Award.
Magne Nylenna Editor, Journal of the Norwegian
Medical Association
PO Box 1152, Sentrum, 0107 Oslo, Norway
magne.nylenna@legeforeningen.no

1 Tanne JH. JAMA’s editor fired over sex article. BMJ
1999;318:213. (23 January.)

[Published as a rapid response on our website 19
January 1999]

World medical journal editors should
draw up email protest petition

Editor—As every editor knows, editors
sometimes time the publication of a piece of
research so as to add new information to a
current community or political debate, an
upcoming major report, or an important
anniversary. If editors are supposed to make
a virtue out of being indifferent to topicality
and relevant world events, heaven help
medical publishing. Lundberg’s “crime” was
that he scheduled a study to be published
that has information that many would find
germane to one of the central issues in
President Clinton’s impeachment.1 Among
the many things to which Clinton’s conduct
and its sequelae have drawn world attention
are issues about changing sexual standards.
While many found it incredible that he
played word games about whether fellatio
was actually sex, a key finding in the new
study shows that 59% of young people share
the same opinion.

At a recent dinner with friends we were
talking about our teenage children’s sexual-
ity. One parent who had recently hosted a
teenage party had been advised by other
parents to leave the garden lights on to dis-

courage an epidemic of fellatio in the
bushes. All those present who were aged 45
or more were stunned by the very thought
that this is what young people are up to. But
later when I discussed it with my doing-well-
at-school, considerate, and civilised teenag-
ers, they were all “Gee, Dad, you haven’t a
clue have you?” While I didn’t sense that they
themselves were up to such tricks, I sensed it
was hardly exotic. I felt very old.

The pecksniffs at the American Medical
Association, who may be motivated by
Republican sentiments, want the medical
community to accept that changing commu-
nity standards are immaterial to the debate
and that Lundberg could only have been
exercising some naked political agenda.
Numbered among JAMA readers would be
many health researchers and clinicians
interested in adolescent and sexual health.
The idea that JAMA readers ought not to be
subjected to papers mapping such social
changes is plainly comical.

The timing of the publication, at a time
when the whole world is being force fed this
subject, is relevant and highly appropriate. I
urge that an email petition of protest be
drawn up among the world’s medical
journal editors.
Simon Chapman Editor, Tobacco Control
Department of Public Health and Community
Medicine, University of Sydney, Sydney, NSW 2006,
Australia
simonc@pub.health.usyd.edu.au

1 Tanne JH. JAMA’s editor fired over sex article. BMJ
1999;318:213. (23 January.)

[Published as a rapid response on our website
21 January 1999]

Dark cloud of sanctimonious cliché
settles on BMJ ’s website

Editor—The outpouring of support for
Lundberg on the BMJ ’s website in response
to his sacking1 is gratifying in its promptness;
mom and apple pie seem universally desired.
It makes me particularly warm inside to see
citizens of the former Soviet Union chastising
their American counterparts (justifiably) on
the issue of free speech. It’s good that people
care for journalists, but let’s not forget that, so
far, Lundberg hasn’t been shot or jailed and
that he was coming up to retirement age.

It is naive to imagine that publications
exist for any reason other than to serve the
interests of their owners. The editorial
latitude allowed by tolerant Victorians such
as the BMA merely reflects the security of its
establishment and, perhaps, a belief that to

do anything else would result in a publi-
cation of such stupendous tediousness that
we all might as well go home.

JAMA’s hideous typography meant that I
for one would never read it for pleasure; but
if Lundberg was such a great guy no doubt
the American Medical Association will live
to regret its decision as all his friends and
allies in the office resign or strike in protest
and America’s doctors cancel their subscrip-
tions in great numbers.

It’s a useful maxim that you ought to try
to do something every day that should get
you fired. (Yes, this is today’s attempt for me.)
Lundberg has finally succeeded. Well done,
George, and a happy retirement. Congratu-
lations to JAMA for a hot start to the public
relations campaign on the “paper that
turned the impeachment hearings,” and the
best of luck with the redesign.
Douglas Carnall Editor, Career Focus, BMJ
London WC1H 9JR
douglas@carnall.demon.co.uk

1 Tanne JH. JAMA’s editor fired over sex article. BMJ
1999;318:213. (23 January.)

[Published as a rapid response on our website
22 January 1999]

*** The sacking of George Lundberg, JAMA’s
editor, caused a strong reaction in the medi-
cal world. Within 10 days of the BMJ posting
an editorial comment we received 67 rapid
responses to our website: 55 of the respond-
ents (82%) were outraged by the dismissal of
Lundberg, about the half of this group were
editors themselves. Only two responses
approved AMA’s action; five took a more
neutral view, even though three of them
disagreed with AMA’s action. The remaining
responses did not offer a judgment.

Teachers should aim to be
stimulating rather than
entertaining
Editor—Donald’s article on “effective teach-
ing”1 left us with the feeling that this was an
opportunity missed. To begin with the anal-
ogy of good teaching sessions being akin to
parties gives the impression that the prime
aim of teachers is to entertain whereas what
we need is teachers who are trained to be
effective and stimulating.

To illustrate a different approach, in our
department all academic members of staff do
a formal induction programme on how to
teach.2 This programme is planned with the
staff concerned and is geared to their particu-
lar needs. Initially, they have a detailed analy-
sis of their consulting skills as this gives many
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relevant insights into their likely attitudes to,
and behaviour in, teaching.

The teacher then learns how to encour-
age students to adopt a deep approach to
learning by creating an environment in
which, among others, the following charac-
teristics are modelled and valued by the
tutor: an intention to understand material
for yourself, interacting vigorously and criti-
cally with content, relating ideas to previous
knowledge or experience, using organising
principles to integrate ideas, relating evi-
dence to conclusions, and examining the
logic of an argument.

The novice teacher progresses by first
observing experienced teachers in action
and then analysing video recordings of their
seminars. In this way they learn how to rec-
ognise particular teaching strengths and
weaknesses in other teachers and them-
selves and then how to overcome weak-
nesses and enhance strengths.

Eventually, the novice teacher pro-
gresses to teaching in concert with an
experienced teacher, receiving feedback on
his or her performance. Self assessment and
reflection on the experience gained are
encouraged as these are essential for
continuing development. To assist the
teacher training process we have developed
assessment instruments.3 4

This induction programme ensures that
new teachers have a repertoire of teaching
skills from which they can choose the most
appropriate for the particular teaching task.
Their key aims are to ensure that students
can see the relevance of their learning and
that they can apply it effectively in practice.
Kit Kats are gimmicks which will not
succeed if the teacher’s basic skills are
inadequate.
M E Preston-Whyte Staff training coordinator
R C Fraser Head of department
Department of General Practice and Primary
Health Care, Medical Faculty, University of
Leicester, Leicester LE5 4PW

1 Donald A. Effective teaching [Career Focus]. BMJ
1998;318 (classified section 18 July):2-5. (http://
classified.bmj.com/careerfocus/index.html)

2 McAvoy P, Fraser RC. Teaching the teachers at Leicester:
the general practice approach. Med Teach 1990;12:35-8.

3 Preston-Whyte ME, McCulloch R, Fraser RC. Establishing
the face validity of the criteria of teaching competence in
the Leicester package for the assessment of teaching skills
(L-PAST) for tutor-led, task-orientated small group teach-
ing. Med Teach 1996;18:135-9.

4 Preston-Whyte ME, McCulloch R, Fraser RC. Modifying
the categorisation of validated criteria to assess teaching
performance in the tutor-led, task orientated small group
setting. In: Advances in medical education. Dordrecht: Kluwer
Academic, 1997:575-80.

Clinicians and epidemiologists
view crude death rates
differently
Editor—We agree with Tunstall-Pedoe that
crude death rates are misleading in com-
parisons.1 However, clinicians and epidemi-
ologists have different attitudes towards
these health indicators.

Mortality from ischaemic heart disease
has been low in Japan.2 None the less, its
recent trends were interpreted differently by
clinicians and epidemiologists. On the basis

of their experience, clinicians believed that
mortality from ischaemic heart disease was
on the rise. Trends in crude rates were com-
patible with their belief. Epidemiologists
argued that to see the secular trend required
age adjustment, which reduced the resultant
rates. There was no simple answer about the
validity of the two interpretations.3 Which
was true?

If age adjusted mortality is higher in one
population than in another, discovering the
cause is a concern of public health. However,
age adjusted mortality differs from the crude
mortality that directly reflects the real
number of deaths because it is a hypotheti-
cal value. Crude rates may be used to
estimate the extent of the needs for health
services. The difference between these two
indices may be seen in a community with a
high proportion of elderly people and a low
age adjusted mortality.

Mortality from ischaemic heart disease
has been increasing in Japan, while age
adjusted mortality has been decreasing.
Therefore, the assumption that an individual
is exposed to a higher risk of dying from the
disease cannot be validated. On the other
hand, the need for improving medical facili-
ties to serve a growing patient population is
real because the actual number of patients is
increasing, as clinicians noted. A former
president of the national cancer centre in
Japan described his impression as a clini-
cian: “Age adjusted mortality is overused; an
estimated incidence is more important for
health care planning.”4 In Japan the popula-
tion in 1985 replaced that in 1935 as the ref-
erence for age adjustment in 1990. Because
the aged population was small in 1935, the
age adjusted mortality on this basis tends to
be unrealistically small.5 The age adjusted
mortality may be misleading if it is used to
plan for present and future health care
because it differs noticeably from the actual
situation.

Measuring the frequency of disease in
an aged society is important not only for
estimating health risks but for allocating
health services. Both age adjusted and crude
rates, with actual numbers, are important.
With the collaboration of clinicians, epide-
miologists must convey the meaning of
these indices and use them as appropriate.
Takeo Nakayama Postdoctoral fellow
University of California at Los Angeles School of
Public Health, Department of Epidemiology, 10833
Le Conte Avenue, Los Angeles, CA 90095-1772,
USA
takeo18@ibm.net

Nobuo Yoshiike Epidemiologist
Division of Adult Health Science, National Institute
of Health and Nutrition, 1-23-1, Toyama, Shinjuku,
Tokyo 162-8636, Japan

Tetsuji Yokoyama Epidemiologist
Department of Epidemiology, Medical Research
Institute, Tokyo Medical and Dental University,
2-3-10, Kanda-Surugadai, Chiyoda, Tokyo
101-0062

1 Tunstall-Pedoe H. Crude rates, without standardisation
for age, are always misleading. BMJ 1998;317:475-6.
(15 August.)

2 Nakayama T, Yokoyama T, Yoshiike N, Iwaoka H, Zaman
MM, Chowdhury AH, et al. Secular trends in death rates
from ischemic heart diseases and cerebrovascular diseases
in selected countries. J Epidemiol 1996;6(suppl):S189-96.

3 Shimamoto T, Komachi Y. Epidemiology and aetiology of
coronary disease [in Japanese]. Nippon Naika Gakkai
Zasshi 1990;79:1485-90.

4 Ichikawa H. Re-evaluation of cancer mass screening in
Japan [in Japanese]. J Jpn Med Assoc 1992;107:622-5.

5 Abe Y, Kamiya K, Onodera M, Saito F. Reconsideration on
the reference population for age-adjusted death rates [in
Japanese]. J Health Welfare Stat 1990;37:28-33.

[Published as a rapid response on our website
21 October 1998]

Misusers may receive
methadone from drug centres
and GPs simultaneously
Editor—Heroin use continues to rise in
England and Wales,1 and the government
has recently outlined steps to combat this
increase.2 The misuse of drugs (supply to
addicts) regulations of 1997 revoked the
requirement for all doctors to send to the
Home Office details of drug addicts.
Previously, the regulations of 1973 required
that “any doctor who attends a person who
the doctor considers or has reasonable
grounds to suspect, is addicted to any of the
14 notifiable drugs shall, within seven days
of the attendance, furnish in writing particu-
lars of that person to the chief medical
officer.”3 The index of addicts has now been
closed, although doctors are expected to
continue to report drug misusers and their
treatment to the appropriate regional or
national drug misuse database.

During June to July 1998 we became
aware of several cases of simultaneous
prescription of methadone and other
misused drugs by both our centre and local
general practitioners. This is worrying for
three reasons. Firstly, it may increase the risk
of methadone overdose, the subject of a
recent study in Manchester.4 Secondly, the
opportunity for diversion of prescribed
drugs to the illicit market is increased, thus
undermining the harm minimisation strat-
egy of prescribing drugs of misuse. Finally, it
undermines effective management plans in
both primary and secondary care and
contributes to the prescribing problems
highlighted in other studies.5

When the notification system was in
place it was in principle a simple matter for
any doctor to obtain information about a
potential drug misuser’s treatment. How-
ever, with the abolition of compulsory
notification, information held in local drug
misuse databases can no longer be said to be
reliable and is usually inaccessible due to
anonymous recording techniques. We are
aware that staff at the local West Midlands
database have noticed that some subjects
have been entered by two different sources
and may be receiving two or more prescrip-
tions simultaneously. Currently, these staff
have no way of alerting medical staff to their
findings.

Ultimately, the risk of dual prescribing
could lead to increasing vulnerability for
general practitioners, who may be liable to
criticism in the case of overdoses or acciden-
tal deaths from prescribed drugs. The ensu-
ing reluctance to consider prescribing for
drug misusers can lead only to pressure on

Letters

395BMJ VOLUME 318 6 FEBRUARY 1999 www.bmj.com



specialist drug services and so inhibit the
government’s desire to broaden the scope of
medical management of drug problems.
E Day Senior house officer
A Kahn Consultant
G Georgiou Senior registrar
Addictive Behaviours Centre, All Saints’ Hospital,
Birmingham B18 5SD

1 Harling R. Heroin use among young people is increasing
in England and Wales. BMJ 1998;317:431. (15 August.)

2 President of the Council. Tackling drugs to build a better
Britain. The government’s ten year strategy for tackling drug
misuse. London: Stationery Office, 1998.

3 BMA-Royal Pharmaceutical Society of Great Britain. Con-
trolled drugs and drug dependence—Misuse of Drugs Act.
In: British national formulary. No 33. London: BMA-RPS,
1997:9. (March 1997.)

4 Cairns A, Roberts ISD, Benbow EW. Characteristics of fatal
methadone overdose in Manchester 1985-94. BMJ
1996;313:264-5.

5 Strang J, Sheridan J, Barber N. Prescribing injectable and
oral methadone to opiate addicts: results from the 1995
national postal survey of community pharmacies in
England and Wales. BMJ 1996;313:270-2.

[Published as a rapid response on our website 26
August 1998]

BMA’s gold medal award to the
president of the South African
Medical Association

Is this a travesty?

Editor—We were surprised and disquieted
to hear that the BMA awarded its highest
honour—the gold medal for distinguished
merit—to Bernard Mandell, president of the
South African Medical Association, at its
annual general meeting last year. Appar-
ently the award was made for Mandell’s “dis-
tinguished contribution to the understand-
ing of the relationship of medicine and
human rights in the national and inter-
national spheres.”

Mandell was chairman of the Medical
Association of South Africa’s federal council
and board of trustees from 1987 to 1998,
and from 1975 he was a member of the Fed-
eral Council, the highest decision making
body of the organisation. For most of the
time before 1990 the Medical Association of
South Africa was notable in its slavish
support of the apartheid government’s poli-
cies and was condemned both locally and
internationally for failing to speak out
against human rights abuses in the health
sector and in the country in general.1–3

From 1990, after the unbanning of the
African National Congress, the Medical
Association of South Africa discovered
human rights and repositioned itself within
the new order to maintain its influence and
power. At the health sector hearings of the
Truth and Reconciliation Commission in
June 1997, the association begrudgingly
admitted its complicity in applying apart-
heid policies, but many people believe that it
has yet to come entirely clean on its activities
during that time.4 Furthermore, although
Mandell may have played an important part
in steering the association through its
restructuring into the South African Medi-
cal Association, the new organisation has yet
to show an active commitment to human
rights in health.

The nature of Mandell’s “distinguished
contribution” to human rights in health is
not at all clear. Indeed, the award becomes a
travesty when so many who fought against
apartheid in health care, often at great
personal cost, remain unrecognised. We call
on the BMA to set the record straight on
Mandell’s record at the helm of the Medical
Association of South Africa and to bestow its
award on someone more deserving.
Simon Lewin Research fellow
Centre for Epidemiological Research in Southern
Africa, Medical Research Council of South Africa
and Department of Public Health and Policy,
London School of Hygiene and Tropical Medicine,
London WC1E 7HT
s.a.lewin@lshtm.ac.uk

Jeanelle de Gruchy Research fellow
Health and Human Rights Project, PO Box 13124,
Cape Town 7915, South Africa

1 Rayner M. Turning a blind eye? Medical accountability and the
prevention of torture in South Africa. Washington, DC: Ameri-
can Association for the Advancement of Science, 1987.

2 American Association for the Advancement of Science.
Apartheid medicine: health and human rights in South Africa.
Washington, DC: AAAS, 1990.

3 American Association for the Advancement of Science.
Medical mission of inquiry to South Africa. Washington, DC:
AAAS, 1989.

4 Health and Human Rights Project. The final submission of
the HHRP to the Truth and Reconciliation Commission. Cape
Town: HHRP, 1997.

Response of the BMA’s secretary

Editor—There will be many who will be
surprised to find in the pages of the BMJ,
published by the BMA, a letter so heavily
critical of the BMA. This underlines the free-
dom enjoyed by the editor of the BMJ.

I welcome the opportunity to respond
vigorously on behalf of the BMA and, in
particular, to reassure the South African
Medical Association (SAMA) of our continu-
ing support. The award signals a recognition
of the part played by Mandell in ensuring
that the medical profession in South Africa
owned up to its past sins and the roots of
those attitudes. The Medical Association of
South Africa was open and explicit in
accepting its share of blame before the
Truth and Reconciliation Commission.

Its leaders, such as Mandell, willingly
accepted considerable personal risk in this
process. The BMA’s message to doctors and
to medical associations in Medicine Betrayed,1

and in our forthcoming human rights
report, is that owning up to past errors and
trying to ensure that they are not repeated
will earn the respect and trust of colleagues.
The suggestion that Mandell and the new
South African Medical Association are
unforgiven will be a highly negative message
to current transgressors.

Lewin and de Gruchy may sincerely
believe what they are saying, but they are
misguided and do not reflect the real
processes of change in South Africa. The
South African Medical Association repre-
sents the majority of doctors in the new
South Africa. Refusing to accept the process
of reconciliation and the courageous part
played by people like Mandell in the process
plays into the hands of reactionary forces
still within the country.

In a letter to me of 12 November
Mandell wrote: “In acclaiming the birth of

SAMA and in acknowledging the tortuous
and difficult route the medical profession in
South Africa had to travel through towards
the recognition of human rights and the
protection of those rights, the award of the
Gold Medal is an endorsement of the role
that SAMA intends playing to prevent the
abuse of those rights which its predecessor,
the Medical Association of South Africa,
certainly did not do.”

The refusal to acknowledge that “tortu-
ous and difficult route,” as Lewin and de
Gruchy would have us do, is the road to the
dark days of the past, not the bright dawn of
the future which we all in the BMA sincerely
pray awaits our colleagues and the people of
South Africa.
Mac Armstrong Secretary
BMA, London WCIH 9JP

1 British Medical Association Working Party on Torture.
Medicine betrayed: the participation of doctors in human rights
abuses. London: Zed Books, 1992.

More extensive analysis is
needed when assessing facial
structure in SIDS
Editor—In their short report on facial
structure in infants who died of the sudden
infant death syndrome Rees et al evaluated
the role of retroposition of maxillae and
mandibles in predisposing to narrowing and
occlusion of the upper airway in the sudden
infant death syndrome.1

Their hypothesis assumes that maxillary,
mandibular, or bimaxillary retroposition
reduces the nasopharyngeal airway. This
may seem logical, but a range of congenital
syndromes exhibit maxillary hypoplasia,
such as Binder’s syndrome (maxillonasal
dysplasia), in which a reduced nasopharyn-
geal airway has been measured; patients
with Binder’s syndrome are not prone to
obstructive apnoeas.2 In adult obstructive
sleep apnoea the patency of the naso-
pharyngeal airway is partly determined by
environmental factors such as obesity,
allergy, and infections and the distribution of
submucosal fat in addition to facial form.

The authors’ previous cephalometric
work was based on four adults with obstruc-
tive sleep apnoea whose families had a
history of the sudden infant death syn-
drome. This work suggests a common
pathophysiology for obstructive sleep
apnoea and sudden infant death syndrome
through a familial tendency towards maxil-
lary retroposition. As neonates are obligate
nasal breathers, however, fundamental dif-
ferences exist between the sudden infant
death syndrome and obstructive sleep
apnoea. Investigation of the effect of facial
form by use of recognised bony and soft tis-
sue lateral cephalometric landmarks would
be valuable in the evaluation of nasopharyn-
geal airway patency.

Methodological errors may result from
the use of lateral cephalography at
necropsy; these include difficulty in ensuring
a consistent mandibular position and the
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subsequent unreliability of the recording of
cephalometric landmarks, resulting in sys-
tematic and random methodological errors.3

In the assessment of facial form, modern
geometric morphometrics is more rigorous
and takes into account both shape and size
difference.4

Maxillary and mandibular retroposition
may depend on deficient orthocephalisation
of the cranial base.5 The sella-nasion-
subspinale and sella-nasion-supramentale
angles are highly correlated, so that the find-
ing of a reduction in one means that there is
more likely to be a reduction in the other, as
in this study. Rees et al’s study suggests a lower
sella-nasion-subspinale angle in the sudden
infant death syndrome, although this finding
must be interpreted with caution as the confi-
dence intervals in the group who died of the
syndrome and the control group overlap.

This paper indicates the need for more
extensive analysis when testing the associ-
ation between facial hard tissue morphology
and the related soft tissues in the sudden
infant death syndrome. Further study of
craniofacial morphometrics and dysmor-
phology in the syndrome would benefit
from collaboration.
P Mossey Consultant in orthodontics
G D Singh Clinical lecturer in oral biology
M E Smith Clinical lecturer in dental surgery
University of Dundee, Dundee Dental School,
Dundee DD1 4HR
p.a.mossey@dundee.ac.uk

1 Rees K, Wright A, Keeling JW, Douglas NJ. Facial structure
in the sudden infant death syndrome: case-control study.
BMJ 1998;317:179-80. (18 July.)

2 Olow-Nordenram M, Sjoberg S, Thilander B. The
craniofacial morphology in individuals with maxillonasal
dysplasia (Binder’s syndrome): a cross-sectional cephalo-
metric study. Eur J Orthod 1986;8:53-60.

3 Houston WJB. The analysis of errors in orthodontic meas-
urements. Am J Orthod 1983;83:382-90.

4 Moyers RE, Bookstein FL. The inappropriateness of
conventional cephalometrics. Am J Orthod 1979;75:599-617.

5 Singh GD, McNamara JA Jr, Lozanoff S. Morphometry of
the cranial base in subjects with class III malocclusion.
J Dent Res 1997;76:694-703.

Alcohol consumption is not
related to fertility in Italian
women
Editor—Jensen et al observed decreased
fecundability among women who drank
alcohol compared with those who did not.1

The decrease was found even among
women reporting a weekly intake of five or
fewer drinks. The authors call for further
corroboration of their findings.

We analysed the relation between
alcohol intake and difficulties in conception,

using data collected on women in the
control group of a case-control study of risk
factors for spontaneous abortion.2 The
present analysis is based on 1769 women
(median age 31 years, range 14-45) who
gave birth on randomly selected days at the
Clinica Luigi Mangiagalli (the largest
obstetric hospital in Milan) and a network
of obstetric departments in the greater
Milan area. During their stay in hospital the
women were interviewed by trained inter-
viewers. Information was collected about
general sociodemographic characteristics
and habits (including lifetime alcohol
drinking) and gynaecological and obstetric
history. Difficulty in conception was defined
as taking two or more years to conceive or
receiving medical treatment for infertility.

Of the 1769 women interviewed, 135
(median age 32 years, range 22-43) reported
difficulty in conception. These women were
compared with the 1634 women reporting
no such difficulty. We found no relation
between alcohol drinking and risk of
difficulty in conception. In comparison with
never drinkers, the multivariate odds ratios
for difficulty in conceiving after age, educa-
tion, history of spontaneous abortion, and
smoking were adjusted for were 0.9 (95%
confidence interval 0.6 to 1.3) for women
reporting fewer than two drinks a day while
trying to conceive and 1.0 (0.6 to 1.7) for
those reporting two or more drinks a day
(table).

These data agree with the results of previ-
ous studies.3 4 They should, however, be
considered cautiously. In particular, we
included only women who had difficulty in
conception but had a successful pregnancy.
Despite this limitation, these findings do not
support an increased risk of difficulty in con-
ception among moderate alcohol drinkers.
Fabio Parazzini Chief, analytical epidemiology unit
Liliane Chatenoud Researcher
Elisabetta Di Cintio Senior fellow
Istituto di Ricerche Farmacologiche Mario Negri,
20157 Milan, Italy

Carlo La Vecchia Professor of Epidemiology
Istituto di Statistica Medica e Biometria, Università
di Milano, 20133 Milan

Guido Benzi Researcher
Prima Clinica Ostetrico Ginecologica, Università di
Milano, 20100 Milan

Luigi Fedele Director, obstetric and gynaecology clinics
Ospedale Policlinico, Borgo Roma, Università di
Verona, 37100 Verona, Italy

1 Jensen TK, Hjollund NHI, Henriksen TB, Scheike T,
Kolstad H, Giwercman A, et al. Does moderate alcohol
consumption affect fertility? Follow up study among
couples planning first pregnancy. BMJ 1998;317:505-10.
(22 July.)

2 Parazzini F, Chatenoud L, Tozzi L, Benzi G, Dal Pino D,
Fedele L. Determinants of risk of spontaneous abortions
in the first trimester of pregnancy. Epidemiology 1997;8:
681-3.

3 Florack EIM, Zielhuis GA, Rolland R. Cigarette smoking,
alcohol consumption, and caffeine intake and fecundabil-
ity. Prev Med 1994;23:175-80.

4 Olsen J, Bolumar F, Boldsen J, Bisanti L, European Study
Group of Infertility and Subfecundity. Does moderate
alcohol intake reduce fecundability? A European multi-
center study on infertility and subfecundity. Alcohol Clin
Exp Res 1997;21:206-12.

NHS breast screening
programme

Both extended age range and reduced
screening interval are needed

Editor—“The cure for breast cancer,” said
the American breast surgeon Susan Love, “is
political action.” 1 There could not have been
a clearer illustration of this point than the
recent papers about breast cancer
screening.2–4 Unfortunately, the authors do
not estimate the cost of implementing both
strategies for improving the breast screening
service—that is, both extending the age
range and reducing the screening interval to
two years—but it seems that both policies will
save lives and cost relatively little. Interval
cancers tend to be faster growing and more
life threatening,5 and older women do
respond to screening invitations.4 The ques-
tion should not be “Which is the best
policy?” 3 but “How soon can we implement
both policies?”

In Australia, where free screening is pro-
vided from age 50 upwards at two yearly
intervals and the life time risk of breast can-
cer is 1 in 11, mortality is only 28% of the
current rate of incidence. In the United
Kingdom, which has a similar life time risk,
mortality is still 43% despite recent improve-
ments. Though other factors undoubtedly
contribute to poor survival rates in the
United Kingdom, from an international per-
spective it is not “early days”2 as far as
screening is concerned, and we should
recognise that our screening programme
needs updating.

The costs of health care cannot be seen
in isolation from other social costs. Though
breast screening may not be “the best way
of obtaining health benefit per billion
pounds,”1 it is one way of saving the lives of
women who not only deserve to survive in
their own right but also, to take a purely
utilitarian view, contribute crucially to our
economy, either by doing paid work or as
grandmothers offering free child care to
working parents. “Retired” women also often
look after elderly relatives and generally fill
in the gaps in the health and social services
by running hospital tea bars, Leagues of
Friends, meals on wheels, youth clubs,
support groups, and so on.

The UK Breast Cancer Coalition,
representing people with breast cancer
from all over the United Kingdom, cam-
paigns for everyone to have access to state
of the art treatment. The screening service
is only the first step in bringing our breast
cancer services up to internationally
accepted standards. We owe it not only to

Number (percentage) of women having difficulty in conception according to alcohol consumption,
Milan, Italy

Alcohol consumption (drinks/day)*

Difficulty in conception

No Yes Odds ratio (95% CI)†

0 73 (54.1) 911 (55.8) 1‡

1-2 40 (29.6) 499 (30.5) 0.9 (0.6 to 1.3)

3 22 (16.3) 224 (13.7) 1.0 (0.6 to 1.7)

*Sum of glasses of wine, beer, or spirits drunk each day.
†Adjusted for age, education, history of spontaneous abortion, and smoking.
‡Reference group.
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these women themselves but also to the
many other people, young and old, who
depend on them.
Heather Goodare Chair
Margaret King Vice chair
Research and Treatment Committee, UK Breast
Cancer Coalition, Horsham, West Sussex
RH13 6DF

1 Evans I. The challenge of breast cancer. Lancet
1994;343:1085-6.

2 Werneke U, McPherson K. Extending the benefits of breast
cancer screening. BMJ 1998;317:360-1. (8 August.)

3 Boer R, de Koning H, Threlfall A, Warmerdam P, Street A,
Friedman E, et al. Cost effectiveness of shortening screen-
ing interval or extending age range of NHS breast screen-
ing programme: computer simulation study. BMJ
1998;317:376-9. (8 August.)

4 Rubin G, Garvican L, Moss S. Routine invitation of women
aged 65-69 for breast cancer screening: results of first year
of pilot study. BMJ 1998;317:388-9. (8 August.)

5 Johnson AE, Shekhdar J. Interval cancers in the NHS
Breast Screening Service. Br J Radiol 1995;68:862-9.

Money may be better spent on
symptomatic women

Editor—All the hype, promotional mate-
rial, and leaflets inviting women to be
screened carry the false promise of a 25%
reduction in mortality from breast cancer.
Boer et al explode this myth without explic-
itly stating so.1 Their computer simulation
study suggests that the current programme
might achieve a 12.8% reduction in mor-
tality, half that promised by the NHS breast
screening programme when it was initiated.
Even extending the age up to 69 or reducing
the three year interval to two would come
nowhere near matching the promises on
which the whole infrastructure of this
programme was based.

To extend the age to 69 or shorten the
interval would cost an extra £10m a year.
However, it is the human resources which
are most precious. A recent report from the
Royal College of Radiologists described the
parlous state of the radiological support for
the existing programme.2 Morale is at an all
time low, recruitment of radiologists to
provide the current service cannot be
sustained, and therefore any extension to
the programme at present is completely
impractical.

Yet to do nothing is not an option, as
Werneke and McPherson point out.3 How-
ever, they don’t go far enough. We need to
consider the resource implications and
potential opportunity costs applying not
only to an expansion of the programme but
to the continuation of the programme as it
is. Although no doubt politically unaccept-
able, serious consideration has to be given to
dismantling the programme in favour of
improving the services for women with
symptoms or restricting invitations to
women judged to be at high risk of develop-
ing the disease.

This problem is not going to go away, and
to do nothing is to condone squandering
scarce resources and perpetuate the subtle
deception encrypted within the invitations for
mammographic screening received by the
innocent and trusting female population.4

Michael Baum Professor of surgery
Institute of Surgical Studies, University College
London Medical School, London W1P 7LD

1 Boer R, de Koning H, Threlfall A, Warmerdam P, Street A,
Friedman E, et al. Cost effectiveness of shortening screen-
ing interval or extending age range of NHS breast screen-
ing programme: computer simulation study. BMJ
1998;317:376-9. (8 August.)

2 Field S. Breast screening issues. Royal College of Radiologists
Newsletter 1998;54:12-4.

3 Werneke U, McPherson K. Extending the benefits of breast
cancer screening. BMJ 1998;317:360-1. (8 August.)

4 Slaytor E, Ward J. How risks of breast cancer and benefits
of screening are communicated to women: analysis of 58
pamphlets. BMJ 1998;317:263-4. (25 July.)

Growth rate is more important than size

Editor—Werneke and McPherson1 com-
ment that the model for cost effectiveness
adopted by Boer et al2 did not use a current
population to make comparisons. We also
note that the model required manipulation
to fit the real incidence of small tumours in
the North West region. It was fortunate that
alteration of the time spent in the diagnostic
window worked since the adjustment was
based on a fallacy. The time that any tumour
spends between two selected sizes depends
on its rate of growth (which is exponential)
and, within the small range under discus-
sion, is almost certainly independent of size.

We have addressed these issues in
relation to predicting the numbers of
interval cancers expected in the NHS Breast
Screening Service.3 Our model was based on
data from an unselected series of new,
primary breast cancers and used the range
of diameters at clinical presentation
together with the distribution of rates of
shrinkage in response to primary medical
treatment. We assumed that shrinkage rates
might be used as surrogates for growth rates.
Our predictions closely matched the inci-
dence of interval cancers reported in the
North West.4

As well as baseline data on clinical and
screen detection sizes, recognition of the
range of growth rates in breast cancer is
needed. Size alone is meaningless; tumour
behaviour is most closely related to histologi-
cal grade, which we have shown is related to
rates of shrinkage in response to treatment.5

Boer et al also suggested that reducing
the screening interval would gain more life
years. Paradoxically, this may not be so. The
current NHS screening programme favours
detection of the more slowly growing
tumours. Effective, but non-curative treat-
ment will set back their metastases for
lengthy periods while the more rapidly
growing tumours become interval cancers.
When interval cancers are included by
shortening the time between screens, the
delay imposed by their earlier treatment will
be proportionately less.

Mortality figures are meaningless with-
out some knowledge of tumour growth rate.
Equally effective treatment will produce a
long delay in regrowth in a well differenti-
ated slowly growing tumour but a relatively
short delay in a rapidly growing one.
Although time is important to individuals, it
is not a stand alone measurement of the
effectiveness of treatment. Whether earlier
diagnosis will eliminate metastasis remains
problematical. The reductions in diameter at
diagnosis so far achieved represent small
proportions of tumour life span.

Ann Johnson Surgical oncologist
Jane Shekhdar Mammography physicist
Breast Study Centre and Department of Medical
Physics, Mount Vernon Hospital, Northwood
HA6 2RN

1 Werneke U, McPherson K. Extending the benefits of breast
cancer screening. BMJ 1998;317:360-1. (8 August.)

2 Boer R, de Koning H, Threlfall A, Warmerdam P, Street A,
Friedman E, et al. Cost effectiveness of shortening screen-
ing interval or extending age range of NHS breast screen-
ing programme: computer simulation study. BMJ
1998;317:376-9. (8 August.)

3 Johnson AE, Shekhdar J. Interval cancers in the NHS
Breast Screening Service. Br J Radiol 1995;68:862-9.

4 Woodman CBJ, Threlfall AG, Boggis CRM, Prior P. Is the
three year breast screening interval too long? Occurrence
of interval cancers in NHS breast screening programme’s
north western region. BMJ 1995;310:224-6.

5 Johnson AE, Bennett MH, Cheung CWD, Cox SJ, Sales
JELS. The management of individual breast cancers. The
Breast 1995;4:100-11.

Modelling is suspect, and results lack
confidence intervals

Editor—Boer et al present results of a simu-
lation comparing the cost effectiveness of dif-
ferent screening intervals in the national
breast screening programme.1 Their results
should not pass without comment.

Firstly, their simulation model uses data
taken from the Utrecht and Nijmegen
programmes, which started in the mid-
1970s. The relevance for breast screening in
the United Kingdom in the late 1990s is
unclear, given the considerable variation in
basic screening variables between pro-
grammes, notably the interval cancer rates
and screening detection rates of small
invasive cancers.2

Secondly, their model shows a bad fit
with the results of the second screening
round in the north west region. It predicts
that at the second screening test at three
years over 60% of invasive cancers will be
<10 mm in diameter and 9% > 20 mm; the
corresponding observed frequencies are
40% and 19%. The effect on predicted mor-
tality of poorly modelling the stage distribu-
tion of cancers detected at the second or
later screen is likely to be substantial, and
even greater with a two year interval than a
three year interval since cancers detected on
screening are of relatively greater
importance. Their estimates of the marginal
effect of reducing the screening interval will
then be unreliable to an unknown extent.

Thirdly, no uncertainty is attached to the
various estimates. The authors claim that the
marginal cost per life year gained of shorten-
ing the screening interval from three to two
years is £3545—a spuriously precise figure.
This estimate is likely to be highly misleading.
With uncertainties over the data and the poor
fit of the model, sensitivity analyses are essen-
tial. Alternative data could generate marginal
costs several times greater than the quoted
estimate. The BMJ usually insists on uncer-
tainty estimates, often as confidence intervals.
For an article intended to influence policy,
omission of uncertainty bounds renders it
almost valueless.

Future policy decisions for the national
breast screening programme should be based
on evidence directly related to the United
Kingdom’s programme itself. Such evidence
will shortly be available from the results of the
multicentre randomised trial of different
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breast screening frequencies, undertaken in
the United Kingdom under the auspices of
the United Kingdom Coordinating Com-
mittee for Cancer Research.
N E Day Director
MRC Biostatistics Unit, Institute of Public Health,
Cambridge CB2 2SR
nick.day@mrc-bsu.cam.ac.uk

1 Boer R, de Koning H, Threlfall A, Warmerdam P, Street A,
Friedman E, et al. Cost effectiveness of shortening screen-
ing interval or extending age range of NHS breast screen-
ing programme: computer simulation study. BMJ
1998;317:376-9. (8 August.)

2 Day N, McCann J, Camilleri-Ferrante C, Britton B, Hurst
G, Cush S, et al. Monitoring interval cancers in breast
screening programmes: the East Anglian experience. J Med
Screen 1995;2:180-5.

Authors’ reply

Editor—We agree with Day that policy for
the national breast screening programme
should be evidence based and should ideally
be based on the results of randomised
controlled trials. We await with interest the
results of the trial being conducted in the
United Kingdom. When our study was com-
missioned in 1995 the frequency trial had
just started.1 In the same year the first
reports of unexpectedly high rates of third
year interval cancers were published2 and a
House of Commons health committee
urged the extension of the screening
programme to women aged 65-69.

Day’s letter indicates that our paper gave
rise to some confusion about uncertainty
estimates. The paper made clear that a
sensitivity analysis was performed, and this is
referenced. We did not provide confidence
intervals around the final cost estimates
because we believed that they would be mis-
leading: much of the uncertainty in the
model follows from choices about the data
used, for which uncertainty cannot be read-
ily quantified. We also made it clear that we
could have used plausible alternative data
that would have altered the final cost
estimates. The emphasis, however, was on
comparing the cost of two policy options,
and it is therefore wrong to be unduly
concerned about absolute values.

We acknowledge that the model is imper-
fect, and we draw readers’ attention to its
inability to fit accurately the stage distribution
at repeat screens. But our conclusions are
unlikely to be substantially affected, because
the reduction in mortality from screening in
the model is not derived solely from the
modelled stage distribution; it uses the reduc-
tion in mortality observed in the Swedish
randomised trials to attribute additional ben-
efits to cancers detected by screening.3

The computer simulation package that
we used is continually being refined as new
data become available. Initially data from the
Utrecht and Nijmegen screening pro-
grammes were used. The model is now based
on more current data, including those from
the Swedish randomised trials and the Dutch
national screening programme. The NHS
breast screening programme’s experience
was simulated with data from the north west
health region as these were the most com-
plete data in the United Kingdom at the time.

We maintain that modelling is the best
available method to extrapolate current
knowledge on breast cancer screening and
that our model performs well (at least better
than others) when answering questions
about screening policy.
Rob Boer Informatician
Harry de Koning Assistant professor
Department of Public Health, Instituut
Maatschappelijke Gezondheidszorg, Erasmus
University Rotterdam, PO Box 1738, 3000 DR
Rotterdam, Netherlands
boer@mgz.fgg.eur.nl

Anthony Threlfall Research officer
Ciaran Woodman Director
Centre for Cancer Epidemiology, University of
Manchester, Manchester M20 4QL

Andrew Street Senior research fellow
York Health Economics Consortium, University of
York, York YO1 5DD

Ellis Friedman Director of public health
Department of Public Health Medicine, West
Pennine Health Authority, Oldham OL1 2PN

1 Day N, McCann J, Camilleri-Ferrante C, Britton B, Hurst
G, Cush S, et al. Monitoring interval cancers in breast
screening programmes: the East Anglian experience. J Med
Screen 1995;2:180-5.

2 Woodman CBJ, Threlfall AG, Boggis CR, Prior P. Is the
three year breast screening interval too long? Occurrence
of interval cancers in NHS breast screening programme’s
north western region. BMJ 1995;310:224-6.

3 De Koning HJ, Boer R, Warmerdam PG, Beemsterboer
PM, van der Maas PJ. Quantitative interpretation of
age-specific mortality reductions from the Swedish breast
cancer-screening trials. J Natl Cancer Inst 1995;87:1217-23.

Some American driving
licences double as organ donor
cards
Editor—Davidson’s idea of credit cards
doubling as organ donor cards1 is good but
not new: for years “Organ donor = yes” has
been stated on the back of my driving
licence in Minnesota. American driving
licences are small plastic cards just like credit
cards. The system works, yet it is most
regrettable that not more people give the
affirmative yes to the question of organ
donation when they are asked every few
years at renewal of their licences.
Claus A Pierach Attending physician
Abbott Northwestern Hospital, Minneapolis, MN
55407-3799, USA

1 Davidson N. Credit cards could be used to indicate
availability of cadaver organs for transplantation. BMJ
1998;317:478. (15 August.)

Opt out registers for organ
donation have existed in
Belgium since 1987
Editor—I’m surprised to learn from Doro-
zynski’s news article that only one other
European country, Portugal, keeps a list of
people who have opted out of organ
donation.1 Belgium, which approved a law
on presumed consent in 1986, was the first
country in the world to establish in 1987 a
computerised network—unique at that
time—that allows citizens to register their
objections against or explicit consent to
donating their organs and tissues after
death.2

When the non-donor registry was set up
in 1987, a computerised network already
linked all Belgian municipalities with the
state registry of the ministry of internal
affairs, containing, for example, all adminis-
trative data on each individual. Citizens can
register their unwillingness to donate organs
or tissue in their local town hall. A file extract
containing only the individual’s will about
donation is downloaded daily into a smaller
database at the health ministry’s information
centre. All procurement transplant coordi-
nators in Belgium have individual, password
protected access to this computer. Consulta-
tion of this database, to check whether a
referred donor had stated unwillingness to
donate during his or her lifetime, is manda-
tory before surgeons can proceed with the
removal of any organ or tissue. At the end of
1995, the cumulative registered objections
totalled 160 425 Belgians (1.75% of the
native Belgian population) and 29 757
foreigners (3.23% of the foreigners living in
Belgium).3 Non-donor registries have also
existed in Austria since 1 January 1995 and
have recently been established in Sweden
and the Netherlands.
L Roels Transplant coordinator
University Hospital Gasthuisberg, B-3000 Leuven,
Belgium
leo.roels@uz.kuleuven.ac.be

1 Dorozynski A. France creates opt out register for organ
donation. BMJ 1998;317:234. (25 July.)

2 Roels L, Vanrenterghem Y, Waer M, Gruwez J, Michielsen
P. Effect of a presumed consent law on organ retrieval in
Belgium. Transplant Proc 1990;22:2078.

3 Roels L, Vanrenterghem Y. Legislative aspects of organ
and tissue donation in Belgium. Ann Transplant 1996;1:39.

Rate of carotid endarterectomy
in Wessex might already be
higher than necessary
Editor—The epidemiological study from the
Wessex region concludes that there is still an
unmet need for carotid endarterectomy, par-
ticularly in elderly and female patients.1 Cen-
tral to the authors’ argument is a claimed 20%
prevalence of severe (70-99%) carotid steno-
sis in patients with carotid territory transient
ischaemic attacks and a 25% prevalence after
minor stroke. The cited reference describes a
cohort of patients referred to a university
department of neurosciences with transient
ischaemic attacks or eye symptoms.2 None
had a stroke on presentation, but computed
tomography showed cortical loss in a quarter
of patients. The prevalence of severe carotid
stenosis in those selected for angiography
was only 15%, even though more than half
had presented with either amaurosis fugax or
retinal infarction.

Our own audit data for all patients
having carotid duplex sonography shows
prevalences of severe (70-99%) carotid
stenosis of 6% for transient ischaemic attack,
7% after stroke, and 16% for amaurosis
fugax.3 The Manchester pilot study of
carotid surgery in acute stroke found an 8%
prevalence of severe carotid stenosis after
cerebral infarcts in the carotid territory.4 The
recent final results of the European carotid
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surgery trial show that there is no definite
benefit from carotid endarterectomy in
women of any age unless the carotid stenosis
is greater than 85%.5 We conclude that the
rate of carotid endarterectomy in Wessex
might already exceed that required to
produce the confirmed benefits. In younger
women there may be substantial overprovi-
sion of surgical prophylaxis against stroke.
Jeremy M T Perkins Higher specialist trainee
Jack Collin Consultant vascular surgeon
Nuffield Department of Surgery, University of
Oxford, John Radcliffe, Oxford OX3 9DU
jmtperkins@yahoo.com

1 Ferris G, Roderick P, Smithies A, George S, Gabbay J,
Couper N, et al. An epidemiological needs assessment of
carotid endarterectomy in an English health region. Is the
need being met? BMJ 1998;317:447-51. (15 August.)

2 Hankey GJ, Slattery JM, Warlow CP. The prognosis of
hospital-referred transient ischaemic attacks. J Neurol Neu-
rosurg Psychiatry 1991;54:793-802.

3 Perkins JMT, Collin J, Walton J, Hands LJ, Morris PJ.
Carotid duplex scanning: patterns of referral and
outcome. Eur J Vasc Endovasc Surg 1995;10:486-8.

4 Mead GE, Murray H, Farrell A, O’Neill PA, McCollum CN.
Pilot study of carotid surgery for acute stroke. Br J Surg
1997;84:990-2.

5 European Carotid Surgery Trialists Collaborative Group.
Randomised trial of endarterectomy for recently sympto-
matic carotid stenosis: final results of the MRC European
carotid surgery trial (ECST). Lancet 1998;351:1379-87.

Link between breast cancer
and ATM gene is strong
Editor—We welcome Lavin’s recognition of
the important role that the ataxia-
telangiectasia (ATM) gene plays in breast
cancer despite the attention given to two
other genes, BRCA1/BRCA2, which are
numerically less important.1 It is important
to emphasise that the evidence linking the
ataxia-telangiectasia gene to breast cancer is
more than suggestive. As well as the two
smaller studies referenced by Lavin, two
large epidemiological studies have clearly

indicated the increased risk of breast cancer
among blood relatives of patients with
ataxia-telengiectasia.2 3

In 1996 a study using genotyping
technology and the statistically powerful
unbiased index test method for testing gene-
disease associations provided compelling evi-
dence that carriers of the ataxia-telangiectasia
gene have a 3.8-fold increased risk of breast
cancer compared with non-carriers.4 With a P
value of 0.0001, it is unlikely that this result
arose by chance. More precise estimates of
the magnitude of this risk will become
available as more breast cancer cases in fami-
lies with ataxia-telangiectasia are genotyped.

There is no conflict between these studies
and the study by Fitzgerald et al,5 as Lavin
suggests. The apparent lack of association
found by Fitzgerald et al is probably because
they studied only women who developed
breast cancer before the age of 40, based on a
speculation by Easton that is not supported
by any published data. Furthermore, women
with BRCA1/BRCA2 mutations accounted
for a substantial proportion (13%) of Fitzger-
ald’s study sample. An unmatched compari-
son group was used; it is highly unlikely that
the distribution of the most important factors
that affect gene frequency—ethnicity and
social class—in their blood donor “control
group” resembled that in the group of breast
cancer patients.

Such studies also have low statistical
power when the population frequency of
heterozygotes is about 1-2%. Additionally,
they sought ATM mutations through the
protein truncation test, which typically fails
to detect about half of all such mutations.

In conclusion, the evidence supporting
the association between mutations at the
ataxia-telangiectasia locus and breast cancer
is strong. No study with sound methods has
refuted this association.
Michael Swift Director
Yun Su Epidemiologist
Institute for the Genetic Analysis of Common
Diseases, New York Medical College, Hawthorne,
New York 10532, USA

1 Lavin M. Role of the ataxia-telangiectasia gene (ATM) in
breast cancer. BMJ 1998;317:486-7. (22 August.)
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Minerva should not review
retrospective audits
Editor—The back page of the BMJ is one
of the most widely read of the entire
journal. I was therefore disappointed to
read Minerva’s review1 of a paper in Archives
of Surgery about the management of
oesophageal cancer.2 The statements that
she made could not be justified on the basis
of the results of this work.

The study in question was a retrospective
audit of neoadjuvant chemoradiation for
operable oesophageal cancer of various
histologies. It was non-randomised, non-
standardised radiotherapy doses were given,
and data were not collected prospectively.
Quality of life was not measured. The main
conclusion was that median survival time was
not improved by the chemoradiation when
compared with results from other studies.

This report has major methodological
flaws. The dangers of overinterpreting such
results should be obvious to all who try to
practise evidence based medicine, which
relies on only best available evidence. This
generally means prospective randomised
trials, of which at least three exist; all show
measureable benefits for neoadjuvant
chemoradiation.3–5 Clearly, further ran-
domised studies need to be performed to
determine the precise role of combined
modality treatment in this disease, but such
negative and misinformed reporting will not
encourage recruitment.

Making dogmatic statements about end
points that were not even measured (in this
case quality of life) does a great disservice to
the BMJ. I would implore Minerva to be more
careful in future when reviewing retrospective
audits, which clearly do not have the scientific
robustness of randomised trials.
Mark Hill Consultant medical oncologist
Gastrointestinal Unit, Royal Marsden NHS Trust,
Sutton, Surrey SM2 5PT

1 Minerva. BMJ 1998;317:482. (15 August.)
2 Tamim WZ, Davidson RS, Quinlan RM, O’Shea MA, Orr

RK, Swanson RS. Neoadjuvant chemotherapy for esopha-
geal cancer. Is it worthwhile? Arch Surg 1998;133:722-6.

3 Bosset J-F, Gignoux M, Triboulet J-P, Tiret E, Mantion G,
Elias D, et al, Chemoradiotherapy followed by surgery
compared with surgery alone in squamous-cell cancer of
the esophagus. N Engl J Med 1997;337:161-7.

4 Urba S, Orringer N, Turrisi A, Whyte R, Iannettoni M,
Forastiere A. A randomised trial comparing surgery to
preoperative concomitant chemoradiation plus surgery in
patients with resectable oesophageal cancer: updated
analysis [abstract 983]. Proceedings of the American Society of
Clinical Oncology 1997;16:277a.

5 Walsh TN, Noonan N, Hollywood D, Kelly A, Keeling N,
Hennessy TPJ, et al. A comparison of multimodal therapy
versus surgery for esophageal adenocarcinoma. N Engl J
Med 1996;335:462-7.

Corrections

Resistance to antibiotics
An error occurred in this letter by Lindbaek
and Hjortdahl (28 November 1998). The first
full sentence on p 1522 should have read:
“Only symptomatic treatment should be
given during the first week of symptoms, as
the disease in many cases is self limiting.”

Elective caesarean on request
An error occurred in this cluster of letters
(9 January, pp 120-2). The last two letters, by
Adam Rosenthal and Richard J Howard,
concentrate on the second part of the
argument by Amu et al, not, as incorrectly
stated, on the first part of the argument by
Paterson-Brown. Both letters should have
started “Amu et al,” rather than “Paterson-
Brown et al” as published.

Advice to authors
We prefer to receive all responses electronically,
sent either directly to our website or to the
editorial office as email or on a disk. Processing
your letter will be delayed unless it arrives in an
electronic form.

We are now posting all direct submissions to
our website within 72 hours of receipt and our
intention is to post all other electronic
submissions there as well. All responses will be
eligible for publication in the paper journal.

Responses should be under 400 words and
relate to articles published in the preceding
month. They should include <5 references, in the
Vancouver style, including one to the BMJ article
to which they relate. We welcome illustrations.

Please supply each author’s current
appointment and full address, and a phone or
fax number or email address for the
corresponding author. We ask authors to declare
any competing interest. Please send a stamped
addressed envelope if you would like to know
whether your letter has been accepted or rejected.

Letters will be edited and may be shortened.
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