
The sexual health of boys and men

Commercial advertisements are needed
to create a condom culture

Editor—Yamey highlighted the need for
work on the sexual health of boys and men,
and he identified education and service pro-
vision as the key factors in increasing
condom use, among other outcomes.1 Both
of these factors fail to address the underly-
ing problem, that condoms are unpopular—
they are far short of desired items among
young men in particular.

A major factor influencing cultural
attitudes is not education or services but the
media. Global marketing, vast advertising
budgets, and sexual imagery are used to sell
items as diverse as chocolate bars and
sanitary products on television. However,
noticeably absent in the United Kingdom is
any commercial television advertisement
promoting particular condom brands or
targeted to the growing market for con-
doms. Consequently, the promotion of con-
dom use falls largely on public sector bodies.
Education and health bodies have already
made condoms more available to young
people and developed an understanding of
their health benefits. However, without a cul-
tural move making condom use popular,

such efforts have limited success as health
promotion fights to convince people to use
unpopular products. Partly as a result, sexu-
ally transmitted infections in young people
are increasing in England,2 and there are
90 000 teenage conceptions a year.3

Condoms are produced commercially
and lend themselves to many images that are
used to market other products successfully, so
you would predict a deluge of television
adverts promoting one brand above another.
Antiquated advertising rules may explain why
this has not happened. Those governing con-
dom advertisements on UK television
expressly forbid companies from showing the
product unwrapped, and consequently the
image of an unwrapped condom cannot be
normalised or promoted.4 Advertising limita-
tions also dictate social responsibility in
advertisements and prohibit anything pro-
moting promiscuity. How far these other
measures limit advertisers seems to be
unknown, but such restrictions should be
measured against the numerous television
hours showing promiscuity without any
reference to condoms. Furthermore, these
considerable restrictions on condom adver-
tising may prevent movement of new
producers into markets and consequently sti-
fle the competition necessary to refine
marketing and product development.

The government is pursuing strategies
in communicable disease, sexual health, and
HIV, as well as reductions in teenage
pregnancy.3 Pragmatic revisions to existing
rules on the commercial advertising of con-
doms may allow commercial interests to
work with those of health to alter the image
of condoms and increase markets (particu-
larly among young people) in order to help
reduce sexually transmitted infections and
unwanted pregnancies.
Mark A Bellis head of public health
Public Health Sector, Liverpool John Moores
University, Liverpool L3 2AB
m.a.bellis@livjm.ac.uk

John R Ashton regional director of public health
NHS Executive North West, Birchwood, Warrington
WA3 7QN

1 Yamey G. Sexual and reproductive health: what about boys
and men? BMJ 1999;319:1315-6. (20 November.)

2 Nicoll A, Catchpole M, Cliffe S, Hughes G, Simms I,
Thomas D. Sexual health of teenagers in England and
Wales: analysis of national data. BMJ 1999;318:1321-2.

3 Social Exclusion Unit. Teenage pregnancy. London: Station-
ery Office, 1999.

4 Independent Television Commission. Guidelines on the
advertising of branded condoms. 71/87. 1987. (Guidelines
available from the Independent Television Commission,
33 Foley Street, London W1P 7LB. Tel: 020 7255 3000;
fax: 020 7306 7800; www.itc.org.uk)

Attitudes to adolescent boys’ sexual and
reproductive health urgently need
changing

Editor—Yamey questions the appropriate-
ness of ignoring sex differences in sexual
and reproductive health, a grave omission in
view of the obvious differences in boys’
and girls’ experiences of their culture,
adolescence, and sex.1 The fact that the focus
has been on girls is not surprising because,
physically at least, they bear the burden of a
pregnancy, delivery, or termination. How-
ever, as sex is a joint experience, research
and clinical practice should recognise and
address this. Last year’s Our Healthier Nation
consultation paper acknowledged the
importance of individual differences in
behaviour.2 Our study of 2018 adolescents
confirmed significant differences in self effi-
cacy: girls were more able to say no to sex
(61.5%) than boys (38.5%) (P < 0.0001).

The media, a powerful source of
information, refer more to the conse-
quences of sex for girls than for boys.
Although results are divided about the
usefulness of sex education, girls unequivo-
cally benefit more than boys from sex
education from school and the media.3 Our
data show that, although more boys than
girls had used contraceptives, paradoxically
boys were more willing to have sex without
contraceptives and were less unhappy with a
pregnancy than were girls. Whether this is
through ignorance or boys’ unrecognised
wish to be involved in the consequences of
unsafe sex is not clear.

Yamey urges the nation to change its
approach to adolescent sex.1 By recom-
mending that safe sex services be made
“more attractive,” he acknowledges that a
shift in culture is imminent. Research and
government echo this. The question now is:
why can’t we effectively implement the
attitudinal change that is needed? If research
continues to fail to have an impact on prac-
tice, perhaps the media could redress the
covert sexual health equality imbalance for
boys in the same way that they, rather than
policy or health care, have impacted overtly
on the sexual health of girls.
Olga van den Akker senior research fellow
Department of Public Health and Epidemiology,
University of Birmingham, Birmingham B15 2TT
O.B.A.Van-den-Akker@bham.ac.uk

1 Yamey G. Sexual and reproductive health: what about boys
and men? BMJ 1999;319:1315-6. (20 November.)

2 Dobson F, Jowell T. Our healthier nation: a contract for health.
A consultation paper. London: Stationery Office, 1998.

3 Van den Akker OBA, Andre J, Lees S, Murphy T.
Adolescent sexual behaviour and knowledge. Br J
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Doctor, help! My child has
cancer

Health professionals have the dilemma of
how to get it right without getting it
wrong

Editor—The paired articles by the mother
and general practitioner of Antony, a child
who died of neuroblastoma, were both exas-
perating and encouraging.1 The story
highlights a dilemma for health profession-
als: how to get it right without getting it
wrong. Surely I am not alone in thinking
that the general practitioner was damned if
he did and damned if he didn’t visit the
family.

Doctors are not mind readers. The gen-
eral practitioner offered an open door to the
family and yet was criticised for not being
proactive, for not second guessing the fami-
ly’s needs and the frequency of those needs.
Other parents would criticise their general
practitioner for coming when they wanted
privacy, or for interfering when he or she
lacked knowledge of the condition. Antony’s
mother describes being on “an emotional
roller coaster, feelings and tension are high.”
The consequence is that every action (or
lack of action) or phrase (or silence) can be
given a meaning far beyond its intention.2

We get the health service we pay for.
The general practitioner has a list of, say,
2000 patients. Multiply that by the number
of partners in the practice and add the
welter of paperwork and administration
that he or she faces as a general practitioner
and a course organiser; anyone with any
experience of general practice will realise
that we don’t live in Tannochbrae with Dr
Finlay popping in for a chat. From the
information given by both parties, the gen-
eral practitioner has nothing to reproach
himself for.

The BMJ is to be praised for publishing
both sides of the story—something that I
have long advocated, particularly when arti-
cles describe a specific incident or a person’s
course of treatment. Publishing one side of a
story (the patient’s side) with the author’s
name and address can cause immense
distress to the criticised doctor, who will
often recognise himself or herself and prob-
ably be recognised by colleagues (R Taylor,
personal communication). The BMJ does
not publish articles written about patients
without their consent in case they recognise
themselves in the journal or the story is
reported by other media (R Smith, personal
communication). Not to have given the same
protection until now to doctors discussed in
articles written by patients is unjust. I hope
this heralds a new trend in the right to reply
for doctors.
Charles Essex consultant neurodevelopmental
paediatrician
Gulson Hospital, Coventry CV1 2HR

1 Doctor-patient relationships in primary care: Doctor, help!
My child has cancer. BMJ 1999;319:554-6. (28 August.)

2 Metcalfe D. Doctors and patients should be fellow
travellers. BMJ 1998;316:1892-3.

Patients mustn’t expect their GP to read
their mind

Editor—Whenever I see the word “should”
in an article or paper these days I
immediately expect a complaint to follow. In
a recent article the mother of a child who
had neuroblastoma says, “Regular contact
with us should have been an integral part of
his role as our family doctor.”1 Further on in
the article there is a statement that the doc-
tor should have initiated the contact.

May I suggest a different approach? In
this case the mother had the idea that she
would like the family doctor to call. This is a
fair idea. What actions could she have taken
to bring the doctor to visit the family? The
simple approach, and the one most likely to
be successful, is to telephone the surgery
and speak to the doctor about the case. I
cannot imagine a doctor declining such a
request. The hardest approach, and the one
least likely to be successful, is to keep hoping
the doctor will call and then blame him or
her for not turning up.

In this case there is no blame on the
doctor. He was not asked and could not have
known (or guessed) that the family wanted
him to call. In all the calls for clear commu-
nications in the rest of the article one thing
is lost. The message I would love patients to
take from this article is that if you want
something from your doctor, ask him or her
directly and say what your hopes and fears
are. If my patients do this I as a doctor can
then respond honestly and directly to them.
If they want something from me but will not
say what it is I cannot give it to them. They
may then be disappointed, but I would not
be the cause of their disappointment. I
would welcome more direct communication
between my patients and myself: less
guesswork, please.
Peter Davies general practitioner principal
Alison Lea Medical Centre, East Kilbride G74 3BE
mpdavies@strathaven22.freeserve.co.uk

1 Doctor-patient relationships in primary care: Doctor, help!
My child has cancer. BMJ 1999;319:554-6. (28 August.)

Cancer care is team care, and the GP
must be included

Editor—Traumatic as they may be, the
experiences described by the parent and
general practitioner of a dying child are not
unusual.1 Alienation, uncertainty, and
ambivalence were the frequent experiences
of a large proportion of the 85 general prac-
titioners who attended the Royal College of
General Practitioners’ cancer workshops in
1998 when describing their involvement in
the care of patients with cancer—adults as
well as children (report in preparation).

Most general practitioners believe that
their traditional role in the care of patients
with cancer is in recognising the disease,
referral, and palliative care, with little
involvement in diagnosis, treatment, and fol-
low up. They also believe that they have a
role in the management of intercurrent
illness, psychosocial care, and advocacy dur-
ing the treatment phase.

Studies among patients with cancer
show a similar ambivalence over the

expected involvement of general practition-
ers in treatment and follow up. Some
patients did expect contact generated by the
doctor during treatment but then after
remission rejected the idea of follow up
being taken over by primary care.2

There is irony too in the Calman/Hine
declaration that primary care should be the
focus for cancer care.3 The Expert Advisory
Group on Cancer’s document provided no
evidence to support this statement and no
practical recommendations beyond improv-
ing communications between generalists
and specialists. We await further advice on
this from the NHS Executive.

The numbers of patients with cancer seen
by each general practitioner may be small
(5-6 patients a year)4—and the numbers of
children particularly so (2-3 per lifetime)—
but, as this paper shows, such incidents can
have an overwhelming effect on the general
practitioner and the family. They need to be
managed better. The child’s mother states
that “cancer may no longer be the taboo it
once was,” but this is only partially true. The
workshops provided some illustration of per-
sistent nihilistic behaviour by some general
practitioners. A diagnosis of cancer can still
be equated with a death sentence.

The answer is not simply better commu-
nication. Improved undergraduate teaching
and vocational training in cancer must
change attitudes. The Macmillan general
practitioner facilitator programme will help.
But it is not just general practitioners who
need to change. The cancer units and centres,
particularly those managing the rarer cancers
and paediatric cancers, must remove their
isolation from primary care and give general
practitioners regular updates during treat-
ment of their patients. General practitioners
must be enabled to maintain contact with the
families with accurate information; such
inclusion encourages the continuity that most
patients need.
Ivan G Cox Macmillan general practitioner adviser in
cancer and palliative care
Laurie Pike Health Centre, Birmingham B19 1LH
ivan.cox@btinternet.com

1 Doctor-patient relationships in primary care: Doctor, help!
My child has cancer. BMJ 1999;319:554-6. (28 August.)

2 National Cancer Alliance. Patient centred cancer services?
What patients say. Oxford: NCA, 1996.

3 Expert Advisory Group on Cancer. A policy framework for
commissioning cancer services. London and Cardiff: Depart-
ment of Health and Welsh Office, 1995.

4 Summerton N. Diagnosing cancer in primary care. Oxford:
Radcliffe Medical, 1999.

Relatives are often grateful for GP’s
presence at patient’s death

Editor—I was moved by the openly
expressed feelings of a general practitioner
responding to criticism of his lack of attention
to the emotional needs of parents of a sick
child.1 All general practitioners could benefit
from careful consideration of the issues so
eloquently and sensitively raised.

As a general practitioner with a special
interest in terminal care, I was particularly
struck by the doctor’s observation that he
felt that his presence with the family at the
time of the child’s death was an unhelpful
intrusion. I have experienced similar feel-
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ings as a general practitioner at such times,
but my outlook changed completely at the
time of my father’s death, when I saw a simi-
lar situation from the relative’s viewpoint.

My father died in a hospice, in a private
room with my mother and three siblings
seated around the bed. One of my clearest
memories is of the presence of the nurse
who had been on duty through the night.
She stood quietly in the room, obviously
affected by the emotion of the moment. Her
presence was an unexpected and quite
remarkable comfort at the time—an expres-
sion of empathy from the outside world, a
feeling that we were allowed to care as much
as we did. The reassurance that all was
proper in an “official” sense was also impor-
tant to all the family.

It is only natural that doctors feel
awkward if they think that their presence is
unwanted, but it is unwise to assume that the
relatives feel the same way. Over the years I
have received feedback from many patients’
families acknowledging that my presence or
that of a nurse has been a great comfort at
the time of a patient’s death. As general
practitioners we are remarkably privileged
to be able to perform a valuable service at
such moments.
Rebecca Baron general practitioner
Bracondale Medical Centre, Stockport SK2 6EQ
rebecca@dower.demon.co.uk

1 Doctor-patient relationships in primary care: Doctor, help!
My child has cancer. BMJ 1999;319:554-6. (28 August.)

Patients get great benefit from their GP
visiting them in hospital

Editor—I well understand the mother’s
wish that the general practitioner had taken
more of the initiative in offering help during
her child’s illness.1 He should have visited
the child in hospital, spoken to the medical
and nursing staff, and read the notes. He
then would have been in a much more
favourable position to provide help to both
the child and the worried parents.

General practitioners who visit their
patients in hospital bestow incalculable ben-
efit on them. The visit eases the fear of the
unknown and restores the patients’ confi-
dence and sanity in the terrifying world of
modern medicine. The general practitioner
also benefits. They increase their medical
knowledge, establish better relationships
with the hospital staff, and, after discharge,
can cope with patient and family in a more
meaningful way.

I have had some 40 years in general
practice and have enjoyed visiting patients
in hospital. I believe it to be a worthwhile
exercise of value to both doctor and patient.
Joseph Saperia retired general practitioner
5 Ambassador Court, Century Close, London
NW4 2EE

1 Doctor-patient relationships in primary care: Doctor, help!
My child has cancer. BMJ 1999;319:554-6. (28 August.)

Summary of rapid responses

We received 11 electronic responses to this
pair of articles on a general practitioner’s
involvement in the care of a terminally ill

child—eight of which were from general
practitioners.1

W Lewis argues that the publication of
the articles illustrates “why today’s GP
cannot wholeheartedly be the mythical
‘friend of the family’. . . . Can we afford to
make friends who then complain about or
sue us? Or even write in the BMJ?”

M Brimacombe adds: “GPs on the whole
have high expectations of themselves which
they find difficult to reach. When patients’
expectations become so unrealistic and their
criticism so sophisticated, finely tuned, and
punitive this is destruction indeed.”

T Jones points out: “Patients will often
relate how close they feel to their doctor, but
this intensity of relationship can only,
normally, be sustained for the duration of a
consultation . . . this case shows the dividing
line between when it is right or wrong to
extend the relationship is difficult to gauge.”

A Williams admits that he, too, finds it
“incredibly difficult to become involved in the
care of patients who have unusual illnesses or
who are cared for in tertiary centres. Despite
holding higher qualifications in medicine it is
easy to feel intimidated by specialist centres
and specialists with special interests.”

R Sloan concludes: “Patients presume all
doctors to be trained to a high level in
communication skills. With more and more
emphasis on the technical aspects of medi-
cine, the reality is that students and practition-
ers often become de-skilled in areas such as
empathy and self-understanding, qualities
which they may have had before conditioning
and battle-fatigue took over.”

Opinion was divided about the useful-
ness of publishing such articles in the BMJ.

“Doctors do need reminding of the
human nature of medicine and for looking
for covert needs but the article suggests that
reasonable steps to identify these were taken.
I am no further forward in identifying a
hidden plea or comfortable at pursuing the
initiative unilaterally. Retrospective analysis is
open to bias and [perhaps] should have been
acknowledged more clearly” (J Ellerton).

“The pen is mightier than the sword and
in this case more damaging. The BMJ should
have refrained from publishing this one
sided and unfair attack” (M Brimacombe).

“I found this article very thought
provoking and helpful—I wish there were
more in the BMJ ” (T Jones).

“This article was one of the most
thought provoking I have read for some
time and an oasis in the desert of ‘scientific’
medicine” (D Syme).

1 Electronic responses. Doctor-patient relationships in
primary care: Doctor, help! My child has cancer. eBMJ
1999;319:554 (www.bmj.com/cgi/eletters/319/7209/
554). (Accessed 8 December.)

Do you believe in God?
Editor—Barraclough told an interesting
story in his soundings article entitled “Do
you believe in God?”1 No patient in nearly
40 years in general practice ever asked me
this directly, although no doubt many

gathered that the answer would have been
no, and some I told when it seemed
appropriate and helpful. I had not believed
in God since my first (and only) confirma-
tion class at school in London in 1932, and I
still do not.

In my early years in practice I was struck
by how well non-believers faced death. I
remember particularly well Sid, a young
cockney wideboy who had an inoperable
carcinoma of the stomach. Somewhat
unusually for those days (the early 1950s) he
asked about his illness and I told him the
diagnosis and prognosis. I was amazed and
humbled by the dignity and serenity he
showed when he died in the presence of his
young wife and me.

I also remember, at the other end of the
age span, a great grandmother dying at the
home of her granddaughter. Again I had
formed a close relationship with her after I
told her that her nightdress was made from
the same material as that of my recently
born daughter’s nightdress. She too had no
religious faith. The old woman lay on her
side in bed with her granddaughter behind
her and murmured, “I know I’m dying.” The
granddaughter bent down and whispered in
her grandmother’s ear, “If so you will soon
be in Heaven.” The old woman, unseen by
her granddaughter, gave me a great wink,
and soon after died calmly and happily.

As the years slipped by in practice and I
developed a better relationship with more of
my patients I began to find how coura-
geously and tranquilly the believers also
died. It gradually dawned on me that it was
not their faith or lack of it which sustained
them. But their trust in their doctor surely
helped them.

For me it is my lack of dependence on
God and my belief in Humanism that has
sustained me.
Mac Knowles retired general practitioner
Worcester WR2 5LA

1 Barraclough K. Do you believe in God? BMJ 1999;319:929.
(2 October.)

Injection with
methylprednisolone for carpal
tunnel syndrome

Local steroid injections only reduce
inflammation temporarily

Editor—I am surprised that the BMJ has
published the article by Dammers et al with-
out a public health warning.1 As an
orthopaedic surgeon, I occasionally use
local steroid injection as temporary treat-
ment for the carpal tunnel syndrome when
operation cannot be carried out promptly.
To suggest that patients should be offered
steroid injection as definitive treatment,
however, is both wrong and irresponsible.
Pressure on the median nerve in the
medium term can result in permanent dam-
age to the nerve. Local steroid injections do
not reduce the pressure on the nerve in the
long term; all they do is reduce inflamma-
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tion temporarily—nerve compression
almost always returns, recurrence rates of
80% at one year2 and 87% at 11 months3

having been reported.
The danger with injections is that the

patient feels better, believes that he or she is
cured, and does not return to see the doctor
for two or three years. Orthopaedic out-
patient waiting lists of six months and over
in the United Kingdom compound this
problem. By this time the thenar muscles
may be wasted and numbness of the hand in
the distribution of the median nerve may
have occurred; at that stage it may not
respond to surgical decompression—that is,
it is permanent.4

Local steroid injections are justified in
one specific situation: in the carpal tunnel
syndrome associated with pregnancy. These
injections are effective in 85% of cases, but in
some cases with serious axonal loss surgical
release is justified.5

W Angus Wallace professor of orthopaedic and
accident surgery
Queen’s Medical Centre, Nottingham NG7 2UH
Angus.Wallace@rcsed.ac.uk

1 Dammers JWHH, Veering MM, Vermeulen M. Injection
with methylprednisolone proximal to the carpal tunnel:
randomised double blind trial. BMJ 1999;319:884-6. (2
October.)

2 Stahl S, Yarnitsky D, Volpin G, Fried A. Conservative
therapy in carpal tunnel syndrome. Harefuah
1996;130:241-3.

3 Weiss AP, Sachar K, Gendreau M. Conservative manage-
ment of carpal tunnel syndrome: a reexamination of ster-
oid injection and splinting. J Hand Surg [Am]
1994;19:410-5.

4 Katz JN, Keller RB, Simmons BP, Rogers WD, Bessette L,
Fossel AH, et al. Maine carpal tunnel study: outcomes of
operative and nonoperative therapy for carpal tunnel syn-
drome in a community-based cohort. J Hand Surg [Am]
1998;23:697-710.

5 Seror P. Carpal tunnel syndrome in pregnancy. J Gynecol
Obstet Biol Reprod (Paris) 1997;26:148-53. [In French.]

Study does not show long term benefits
of injection for the syndrome

Editor—Dammers et al’s trial shows that, at
one month follow up, symptoms of the
carpal tunnel syndrome were considerably
more likely to have resolved in patients who
had received steroid injection than in those
injected with a placebo.1 The study does not,
however, provide any evidence to support
the suggestion that steroid injection is more
effective than placebo after more than three
months of follow up. This is because all non-
responders were transferred to surgical
treatment or steroid injection at either one
month or three months’ follow up, so we do
not know whether their symptoms would
have resolved after this.

In the United States DeStefano et al
studied 227 patients who were not given
surgical treatment (most were treated with
splinting and oral analgesics or non-
steroidal anti-inflammatory drugs and only
six received steroid injection).2 They found
that at one year symptoms had completely
resolved in over half of these patients given
conservative management. For many
patients, though, the response took several
months to occur. The 50% response to ster-
oid injection at one year reported by
Dammers et al is therefore probably no dif-
ferent from the response that could be

achieved by using non-invasive forms of
conservative management.
Andrew C Hayward lecturer
Division of Public Health and Epidemiology,
School of Community Health Sciences, University
of Nottingham Medical School, Nottingham
NG7 2UH
Andrew.Hayward@Nottingham.ac.uk

1 Dammers JWHH, Veering MM, Vermeulen M. Injection
with methylprednisolone proximal to the carpal tunnel:
randomised double blind trial. BMJ 1999;319:884-6. (2
October.)

2 DeStefano F, Nordstrom DL, Vierkant RA. Long-term
symptom outcomes of carpal tunnel syndrome and its
treatment. J Hand Surg [Am] 1997;22:200-10.

Study is needed to determine best
treatment for this syndrome

Editor—Dammers et al report that injec-
tion of methylprednisolone near the carpal
tunnel relieves symptoms of compression.1

Every general practitioner knows that the
carpal tunnel syndrome is a miserable
condition that affects many people and may
be disabling, so it is a subject well worth
studying.

Although the authors mention possible
danger from injections into the carpal
tunnel itself, they present no evidence that
such difficulties are widespread or that such
injections are any less effective than other
treatments. This was a placebo controlled
experiment rather than a trial of different
treatments.

Taught from a book, I have been
injecting the carpal tunnel to the ulnar side
of the palmaris longus tendon at the most
distal wrist crease with lignocaine and triam-
cinolone hexacetonide for over a decade,
without difficulty. I have never knowingly
caused ill effects and have had apparent
long term success in many cases. Our local
orthopaedic surgeon seems to use a
technique involving an (anecdotally more
painful yet no more effective) injection into
the hand. Perhaps there are yet other
techniques than these three. I do not know
whether my injections or those of my ortho-
paedic colleague do actually go into the car-
pal tunnel or whether they only go near it.

Practically speaking, those who manage
the carpal tunnel syndrome need to know
five things:
x which injection site and method are best;
x which preparation (methylprednisolone,
hydrocortisone, triamcinolone) and what
dose or volume are best;
x whether such procedures are most
economically undertaken in general prac-
tice, in the orthopaedic clinic, or in
neurology outpatient clinics;
x whether clinical diagnosis (as opposed to
electrophysiological diagnosis) alone is an
adequate basis for injection treatment;
x whether there is any prospective differ-
ence (for example, age, underlying cause or
precipitant, length of symptomatic period)
between patients for whom injections will be
curative and patients who will need surgical
treatment eventually.

The best site and preparation would
have to be decided by reference to the
patient’s preference, the effectiveness in the
short and long term, and the absence or

presence of dangerous or unpleasant side
effects. It would also be nice to know the sci-
entific basis for the therapeutic effect of such
injections.

Disappointingly, Dammers et al do not
really help us on any of these points.
Perhaps one day someone will organise a
systematic study to elucidate the manage-
ment of this, perhaps neglected, problem.
Tim Davies general practitioner
East Street Medical Centre, Littlehampton
BN17 6AW
TDaviesUK@aol.com

1 Dammers JWHH, Veering MM, Vermeulen M. Injection
with methylprednisolone proximal to the carpal tunnel:
randomised double blind trial. BMJ 1999;319:884-6. (2
October.)

Author’s reply

Editor—Wallace fears a poor outcome for
patients with the carpal tunnel syndrome if
they receive injections as in our study. He
would even like to see a health warning.
Recurrences in our study, when they
occurred, were usually seen within three
months; nine tenths occurred within six
months. In almost all patients these recur-
rences consisted of sensory symptoms. Wast-
ing of thenar muscles is rare (8%) even in
patients with long lasting symptoms. The
favourable results of our study are probably
explained by relief from pressure and not by
anti-inflammatory effects as these are of
short duration.

Hayward had expected many more spon-
taneous recoveries in the placebo group, as
has been reported in the literature. In our
study patients had had symptoms for at least
three months; the average duration was over
two years before treatment was started.

Davies wishes to know which injection
site and method are best. We gave injections
proximal to the carpal tunnel to avoid dam-
age of the nerve as well. Possibly because of
this our results are better than those that
have been reported for other injection sites.
After having read Davies’s letter we expect
that he will soon start a randomised study
comparing different doses of methylpred-
nisolone, injected, as is usual in Alkmaar,
proximal to the carpal tunnel.
J W H H Dammers neurologist
Medisch Centrum Alkmaar, Postbus 501, 1800 AM
Alkmaar, Netherlands
J.Dammers@mca.alkmaar.nl

Keeping joint medical and
nursing notes at foot of bed

What about confidentiality if notes can be
accessed by anybody?

Editor—Luke et al’s report on the views of
patients’ families and staff on the placing of
notes at the foot of the bed shows some
advantages of promoting partnerships in
health care.1 The authors hint at but
unfortunately do not address some difficul-
ties with patients’ autonomy, confidentiality,
and the content of records, all of which
require further consideration.
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There are substantial differences
between patients and within the same
patient at different times in terms of
attitudes to patient autonomy.2 3 A blanket
policy of making records available to
patients without first inquiring about their
wishes or explaining the significance of the
options listed in a differential diagnosis or
test results would be the opposite of a
patient centred approach. Staff often mis-
judge patients’ wishes for information and
involvement in decisions,2 3 and direct
communication between the parties seems
the simplest route to reaching agreement.

The question of who else besides the
patient might be able to browse through the
case notes needs to be considered: should
information about termination of preg-
nancy, psychiatric treatment, or HIV testing
be accessible to partners, relatives, and
visitors? Patients would need to be fully
aware of the contents of their case notes
before agreeing to making them potentially
available to others.

Patients’ access to health records is regu-
lated by the Access to Health Records Act
1990, and refusal to disclose information is
possible if the health professional is satisfied
that serious physical and mental harm can
occur. Whether entries in the case notes and
correspondence from third parties should
be automatically accessible to patients
without the consent of the author of the
communication is questionable. As a general
hospital psychiatrist, I routinely write in the
case notes of patients seen for consultation
and correspond with doctors who have
referred them; I would wish to be asked
before my assessment and management
advice were made available to patients.
Alternatively, case notes could be screened
and third party or potentially harmful com-
munications removed, but this would lead to
two sets of records (confidential and
super-confidential?), which would defeat the
object of the exercise.

New technologies in the form of
electronic records and PINs (personal iden-
tification numbers) allowing patients access
to health records may well provide answers
to some of these difficulties and new
challenges. They will not, however, do away
with the need for healthcare workers to
communicate directly with their patients to
find out how much they already know or
wish to learn about their health, to keep
them involved in decisions about treatment,
and to ensure that a true partnership
develops.
Jose Catalan reader in psychiatry
Imperial College, Psychological Medicine, Chelsea
and Westminster Hospital, London SW10 9NG
j.catalan@ic.ac.uk

1 Luke SGM, Gallagher A, Lloyd BW. Staff and family
attitudes to keeping joint medical and nursing notes at the
foot of the bed: questionnaire survey. BMJ 1999;319:735.
(18 September.)

2 Catalan J, Brener N, Andrews H, Day A, Cullum S, Hooker
M, et al. Whose health is it? Views about decision-making
and information-seeking from people with HIV infection
and their professional carers. AIDS Care 1994;6:349-56.

3 Carretero MD, Chiswick A, Catalan J. Whose health is it?
The views of injecting drug users with HIV and their
professional carers. AIDS Care 1998;10:323-8.

Authors’ reply

Editor—We agree with Catalan that the
results of our study on a general paediatric
ward cannot automatically be generalised to
other settings. We would reassure him that
families are aware of what is in the notes that
are placed at the end of the bed. This is partly
because the notes are written in the family’s
presence and partly because the family can
read what has been written. The families are
told that the normal practice is to keep the
notes at the foot of the bed. Occasionally par-
ents have asked that the notes be kept on the
trolley in the ward office.

It is only the notes concerning the
current admission that are kept at the foot of
the bed. The hospital folder containing the
old medical notes are kept in a trolley in the
ward office. Any healthcare professional can
choose whether the child’s interests are best
served by them writing their comments in the
notes at the foot of the bed or on a sheet in
the main hospital folder. It is unusual for pro-
fessionals, other than healthcare profession-
als or social workers, to write their notes in
the main folder rather than in the folder at
the foot of the bed. The main occasions are
when there are child protection concerns,
when the patient is a disturbed adolescent, or
when an adolescent does not wish his or her
parents to have access to information shared
with medical or nursing staff.

We have found that, because doctors and
nurses know that the family is likely to read
their notes, they not only think carefully
before they write but are also more likely to
talk to the family about what they have writ-
ten. The system of keeping the notes at the
foot of the bed on the children’s ward
continues to evolve at North Middlesex
Hospital. The disadvantages seem to be
largely theoretical and to be greatly out-
weighed by the benefits of openness and
partnership.
S G M Luke consultant paediatrician
Redbridge Health Care Trust, King George
Hospital, Ilford, Essex IG3 8YB

A Gallagher clinical nurse specialist
North Middlesex Hospital, London N18 1QX

B W Lloyd consultant paediatrician
Royal Free Hospital Hampstead NHS Trust,
London NW3 2QG
blloyd@rfhsm.ac.uk

Prediction of survival for
preterm births

Survival table was not easy to understand

Editor—The article by Draper et al
deserves further comment.1 The objective of
the study was to produce current data on
survival of preterm infants, yet theirs was a
retrospective study for 1994-7. Since it is
now 1999 we believe that their data, albeit
useful, are recent rather than current.
Antenatal administration of steroids to the
mothers was not mentioned as one of the
additional factors affecting infants’ survival.

As a neonatologist and two mothers of
extremely premature babies we do not find
the tables described in the paper easy to

understand. Draper et al may be interested
in our paper published last month, which
describes a table giving outcome for parents
of babies at less than 28 weeks of gestation.2

This table contains information on survival
rates, and also short term complications and
treatment of the most recent cohort of such
babies. This table could be unit based,
updated annually, and be made available to
the parents and each member of the perina-
tal team to promote consistency in the
information given to the parents. We also
suggest that parents be informed of 11
points, four of which are:
x Outcome for the baby depends on many
factors, not all obvious and including
infection and maternal and fetal health.
x A reasonably easy to remember guide is
that the survival rate is about 40% for all
babies born at 24 weeks’ gestation, 50% for
those born at 25 weeks, 60% for those born
at 26 weeks, 70% for those born at 27 weeks,
and 80% for those born at 28 weeks.3

x Every baby is an individual, and the
parents need to realise that their baby may
be different from the average. The table is
designed to share with parents risk factors
that need to be understood within the
unique context of the child and family.
x Babies born at 25 weeks and less are at
high risk of death, a long, tortuous journey
through life, and disability. Some babies
born at 24 and 25 weeks do, however, seem
to be developing normally.

The views of doctors, nurses, and parents
with respect to such information must be
sought out. We have just completed a study of
71 perinatologists, 35 neonatal nurses, and 48
parents of extremely premature babies,
seeking their views of our outcome table. We
found that parents were the most positive and
accepting of the table, followed by nurses in
second position, and finally by doctors.
T H H G Koh neonatologist
Kirwan Hospital, Thuringowa, Queensland 4817,
Australia

H Harrison mother of a child born at 28 weeks
1144 Sterling Avenue, Berkeley CA 94708, USA

A Casey mother of a baby born at 27 weeks
Seaholme, Victoria 3018, Australia

1 Draper ES, Manktelow B, Field DJ, James D. Prediction of
survival for preterm births by weight and gestational age:
retrospective population based study. BMJ
1999;319:1093-7.

2 Koh THHG, Harrison H, Morley C. Gestation vs morbid-
ity chart for parents in NICU. J Perinatol 1999;19:452-3.

3 Koh THHG. Simplified way of counselling parents about
outcome of extremely premature babies. Lancet
1996;348:963.

Curve presents information on survival
and morbidity more clearly than tables

Editor—We read with great interest the arti-
cle by Draper et al on prediction of survival of
preterm neonates.1 It provides valuable data
on the mortality of preterm infants in the
Trent region. However, the tables, although
detailed, seem cumbersome to use and do
not provide information on morbidity. We
have used the data collected on 395 white
neonates born at the two main teaching hos-
pitals in Leeds from 1995 to 1997. These data
are presented as a mortality/morbidity curve
(figure). Morbidity is defined as babies
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developing any of the following pathologies:
chronic lung disease, periventricular leu-
komalacia, intraventricular haemorrhage
(grade 3/4) or necrotising enterocolitis.

Although the curve does not provide the
same degree of accuracy we have found it
easy to use as it clearly presents information
on survival and significant morbidity, which
is paramount for clinicians and parents in
the decision making process. The curves are
simple for any centre to construct from their
own databases, and we hope further to
improve our own data by including infor-
mation on one year survival and morbidity.
Emma L Ferriman subspecialty training fellow in
feto-maternal medicine
Department of Feto-Maternal Medicine, Leeds
General Infirmary, Leeds LS1 3EX

M Assaf Doulah lecturer in paediatrics
Nigel A B Simpson senior lecturer in obstetrics and
gynaecology
Department of Child Health and Obstetrics,
University of Leeds, Leeds LS2 9JT

1 Draper ES, Manktelow B, Field DJ, James D. Prediction of
survival for preterm births by weight and gestational age:
retrospective population based study. BMJ
1999;319:1093-7.

Data on the quality of survival are needed

Editor—In their paper Draper et al
reported survival rates for infants of < 33
weeks born during 1994-7 in the Trent
health region.1 We wish to comment on sev-
eral aspects of their report.

Their survival rates seem lower than
those we found over a similar period, so we
have compared their data with reported data
from Australia and New Zealand.2–5 The
Australian state of Victoria has about 60 000
births annually, similar to the Trent region.
Data are compiled for all births in Victoria
from 20 weeks’ gestation and linked to data
reported on each death.2 We collated
survival data to hospital discharge for
1994-7 from the Victorian perinatal data
collection unit. Survival rates from all three
sources were higher than those reported for
Europeans by Draper et al, particularly at
the lower gestational ages (table).

Survival rates may differ between the
regions for the following reasons. The Trent
region, with the same number of births as
Victoria, has 16 neonatal units compared
with four in Victoria. Cohorting preterm
infants improves medical and nursing skills,
which in turn improves survival rates. The
four units in Victoria are staffed predomi-
nantly by full time neonatologists and junior
medical staff. The nurse-patient ratios are
more favourable in Australia than in the
United Kingdom. Australia has a policy of
transfer in utero to tertiary perinatal centres
for infants expected to deliver at < 33 weeks.
The improving survival rates are reported to
obstetricians, who decide whether a preterm
infant will be born alive and whether the
paediatric team will participate. Survival
rates are possibly higher because more
extremely preterm infants are actively
treated in Victoria than in the Trent region.

If the causes of death were known for
infants in the Trent region, other differences
between the systems in Australia and the
United Kingdom might be identified. We
concluded that few preventable causes of
death could be identified in preterm infants
in 1994-6.5 Not only survival data but also
data on the quality of survival help decision
making.
Lex W Doyle paediatrician
Colin J Morley paediatrician
Division of Newborn Services, Royal Women’s
Hospital, Carlton, Victoria 3053, Australia

Jane Halliday epidemiologist
Victorian Perinatal Data Collection Unit,
Department of Human Services, Melbourne,
Victoria 3001, Australia

1 Draper ES, Manktelow B, Field DJ, James D. Prediction of
survival for preterm births by weight and gestational age:

retrospective population based study. BMJ
1999;319:1093-7.

2 The Consultative Council on Obstetric and Paediatric
Mortality and Morbidity. Annual report for the year 1997,
incorporating the 36th survey of perinatal deaths in Victoria.
Melbourne: CCOPMM, 1998.

3 Donoghue DA. Australian and New Zealand Neonatal
Network, 1994. Sydney: AIHW National Perinatal Statistics
Unit, 1996. (Neonatal Network Series No 1.)

4 Donoghue DA. Australian and New Zealand Neonatal
Network 1996 and 1997. Sydney: AIHW National Perinatal
Statistics Unit, 1999. (Neonatal Network Series No 3.)

5 Doyle LW, Rogerson S, Chuang SL, James M, Bowman ED,
Davis PG. Why do preterm infants die in the 1990s? Med J
Aust 1999;170:528-32.

Managing doctors and health
care

We do not value teamwork in junior
doctors

Editor—In the editorial by Richard Smith,
“Managing the clinical performance of doc-
tors,” one of the closing remarks, “We need a
culture that . . . values teamwork,” struck me
as particularly true.1 As I progress through
my specialist registrarship in general sur-
gery I am noticing time and again how, as a
profession, we are unaware that we are
ignoring the value of teamwork.

As the hours of senior house officers and
junior house officers are reduced, as more
and more “trust” grade doctors are
employed to fill in the gaps on middle grade
rotas, and as senior house officers are cross
covering many specialties during a night on
call, it is becoming less common for me as a
senior specialist registrar to be on call with
the same junior doctors regularly. This can
have serious implications for how we
perform as an effective unit on call.

I strongly believe that the provision of a
general surgery on-call service, in common
with many other specialties, is a real “team”
game. For any team to operate effectively the
individual members must recognise one
another’s talents and weaknesses, and
communicate effectively. With house officers
and senior house officers working shifts as
short as four hours, I believe that the “team”
nature of on-call surgery is being lost for
ever. How can you build an effective training
rapport with junior members when you
rarely work together? How can I train and
nurture practical skills in any one senior
house officer when I seem to have a different
senior house officer working with me every
time I am on call? Surgical training is an
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Survival and morbidity of 395 babies born in Leeds
from 1995 to 1997

Survival rates by gestational age. Data are percentage survival (with 95% confidence intervals)

Source

Gestational age (completed weeks)

22 23 24 25 26 27 28 29 30 31 32

Draper et al1:

Girls 8 (4, 14) 16 (10, 23) 29 (22, 36) 46 (39, 52) 63 (57, 68) 77 (73, 81) 87 (84, 90) 93 (90, 95) 96 (94, 97) 98 (96, 99) 99 (97, 100)

Boys 6 (3, 12) 13 (8, 19) 24 (19, 31) 40 (34, 46) 58 (52, 63) 73 (68, 77) 84 (81, 87) 91 (89, 93) 95 (93, 96) 97 (96, 98) 98 (97, 99)

Data from Australia and New Zealand2-5:

Victoria* 3 (0, 10) 25 (17, 26) 46 (37, 55) 79 (64, 77) 85 (80, 90) 82 (77, 88) 91 (87, 94) 92 (88, 94) 96 (94, 97) 97 (95, 98) 97 (96, 98)

Australian and
New Zealand
Neonatal Network†

17 (6, 36) 32 (25, 40) 59 (54, 64) 73 (70, 77) 82 (79, 85) 90 (88, 92) 93 (92, 95) 95 (94, 96) 97 (96, 98) 99 (98, 99) NA

Royal Women’s
Hospital‡

NA 38 (21, 58) 59 (41, 75) 79 (64, 90) 86 (75, 93) 89 (77, 96) 96 (89, 99) 98 (93, 100) 97 (92, 99) 100
(98, 100)

100
(99, 100)

NA=not available. *All live births. †Admitted to neonatal units, excluding lethal malformations. ‡All live births, excluding lethal malformations.
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apprenticeship, and in any apprenticeship
there is a teacher and a trainee. The
relationship between teacher and trainee is
becoming fragmented.

Although many of the reasons why this
occurs—for example, reduction of junior
doctors’ hours—seem to be insurmountable
problems, I do not believe that they are. It
may save money to multiskill and adopt
cross covering regimens for junior staff—but
this comes at a cost. And the cost is the loss
of working as an effective team. We
desperately need a culture that values team-
work at all grades in the profession.
Richard Moore specialist registrar in general surgery
Broomfield Hospital, Chelmsford, Essex CM1 7ET
richard.moore6@virgin.net

1 Smith R. Managing the clinical performance of doctors.
BMJ 1999;319:1314-5. (20 November.)

Health service monitoring in Britain and
the United States

Editor—Smith’s editorial1 comes when
Britain’s chief medical officer, Professor
Liam Donaldson, has proposed external
clinical audit and annual appraisals for all
doctors working in the NHS. Earlier, Prime
Minister Tony Blair launched the Commis-
sion on Health Improvement to oversee
health services in England and Wales and to
respond to problems it identifies.

These system-wide changes almost coin-
cide with the recent report in the United
States of an expert panel from the Institute
of Medicine, part of the National Academy
of Sciences.2 The panel found that medical
errors kill from 44 000 to 98 000 Americans
each year.3

The National Academy of Sciences, in
condemning the fragmented healthcare sys-
tem in the United States, said, “The majority
of medical errors do not result from
individual recklessness, but from basic flaws
in the way the healthcare system is
organized.” It said that a crucial strategy in
reducing errors was shifting the focus “from
blaming individuals for past errors, to a
focus on preventing future errors by design-
ing safety in the system.”

One example was the panel’s finding
that 7000 Americans die each year as a
result of “medication errors.” It pointed out
that pharmacists often have difficulty in
deciphering the illegible handwriting of
doctors who prescribe drugs. In a case of
damages awarded against a cardiologist for
an illegible prescription thought to have
caused the death of a patient, the doctor’s
lawyer said, “This jury clearly questioned
why in the electronic age . . . we’re still using
this antiquated system based on a 31⁄2 by 5
[inch] piece of paper.”4 The Institute of
Medicine panel recommended a unified
federal system of reporting serious medical
errors, and periodic re-examination and
certification of doctors and nurses by each
state. With the goal of reducing medical
errors by 50% in the next five years, the
panel said Congress should create a new
federal agency—a Center for Patient
Safety—in the Department of Health and
Human Services, costing $100m (£63m) a

year—about 1% of the $8.8bn a year in
healthcare costs that can be attributed to
preventable medical injuries.
Fred Charatan retired geriatric psychiatrist
11549 Cherrybrook Lane, Boynton Beach, FL
33437, USA
fred.charatan@gte.net

1 Smith R. Managing the clinical performance of doctors.
BMJ 1999;319:1314-5. (20 November.)

2 Kohn L, Corrigan J, Donaldson M, Committee on Quality
of Health Care in America. To err is human: building a
safer health system. Washington, DC: National Academy
Press, 1999. www.iom.edu (accessed 29 November).

3 Charatan F. Medical errors kill almost 100 000 Americans
a year. BMJ 1999;319:1519. (11 December.)

4 Charatan F. Family compensated for death after illegible
prescription. BMJ 1999;319:1456. (4 December.)

Menorrhagia and
hypothyroidism
Evidence supports association between
hypothyroidism and menorrhagia

Editor—Prentice in his review of menor-
rhagia states that there is little evidence to
link hypothyroidism with excessive men-
strual loss.1 He supports this with reference
to a retrospective analysis of the records of
50 patients with myxoedema.2 In this cohort
28 women (56%) complained of menstrual
disturbance, with the most common com-
plaint being menorrhagia (occurring in 18
(36%) of the women). The acid test of causa-
tion is, however, whether treatment of the
condition corrects the menstrual dysfunc-
tion. In this study (which reported the wom-
en’s perceived loss) and more recent studies
in which the menstrual loss was measured3

treatment of hypothyroidism with thyroxine
decreased menstrual blood loss.

Hypothyroidism may be greatly under-
diagnosed as a cause of menorrhagia.
Wilansky tested for thyrotrophin releasing
hormone in 67 women with menorrhagia
who had normal concentrations of thyroxine
and thyroid stimulating hormone.4 Fifteen
(22%) had abnormal tests and were treated
with thyroxine. Twenty four of the total
cohort (who had not had surgery and
remained without a definitive diagnosis) were
followed up one to three years later. Of these,
eight had been treated with thyroxine for an
abnormal test result for thyrotrophin releas-
ing hormone, and all considered their
menstrual loss to have returned to normal. Of
the remaining 16 (whose test results were
normal) nine (56%) still complained of men-
orrhagia. These findings were later replicated
in a study of women who had menorrhagia
associated with intrauterine contraceptive
devices.5

All the available evidence supports a
causative association between hypothyroid-
ism and excessive menstrual loss. Some of
the study methods are weak by modern
standards, but in the absence of evidence to
the contrary the conclusion must be that
hypothyroidism is a correctable cause of
menorrhagia. Prentice asserts that routine
thyroid function tests are of no value in the
investigation of women with menorrhagia.
Maybe we are just conducting the wrong test
of thyroid function, however, and all women

with unexplained menorrhagia should be
tested for thyrotrophin releasing hormone.
Andrew D Weeks specialist registrar in obstetrics and
gynaecology
Jessop Hospital for Women, Sheffield S3 7RE
aweeks@doctors.org.uk

1 Prentice A. Medical management of menorrhagia. BMJ
1999;319:1343-5. (27 November.)

2 Scott JC, Mussey E. Menstrual patterns of myxoedema. Am
J Obstet Gynecol;90:161-5.

3 Higham JM, Shaw RW. The effect of thyroxine replacement
on menstrual blood loss in a hypothyroid patient. Br J
Obstet Gynaecol 1992;99:695-6.

4 Wilansky DL, Greisman B. Early hypothyroidism in
patients with menorrhagia. Am J Obstet Gynecol
1989;160:673-7.

5 Blum M, Blum G. The possible relationship between men-
orrhagia and occult hypothyroidism in IUD-wearing
women. Adv Contracept 1992;8:313-7.

Author’s reply

Editor—It is interesting how different peo-
ple interpret the published literature. Weeks,
in responding to my article, believes that the
literature supports the concept that hypo-
thyroidism is a significant cause of menor-
rhagia and consequently we should be
assessing thyroid function in all women. This
view is at odds with the guidance from the
Royal College of Obstetricians and Gynae-
cologists. The advice given in the college’s
Evidence Based Clinical Guidelines, where the
same evidence was considered, is that thyroid
function tests do not need to be routinely
performed in the evaluation of menorrhagia.1

The reasons given were that in the studies
examined menstrual blood loss was not
objectively measured and the diagnosis of
hypothyroidism relied on a test for thyro-
trophin releasing hormone in patients with
normal concentrations of thyroid stimulating
hormone and thyroxine.2 3

The only case report in which objective
measurement was performed included only
one subject, which is not the implication in
Weeks’s letter. Hypothyroidism is a common
clinical condition, and women are affected six
times more commonly than men. It would
not be surprising if in a proportion of women
with menorrhagia hypothyroidism, clinical or
subclinical, coexisted. The routine screening
for thyroid disease is not recommended in
asymptomatic adults,4 and the treatment of
subclinical hypothyroidism is controversial.5

Weeks is advocating an expensive screening
programme of unproved value. It is only rea-
sonable routinely to test thyroid function in
women with menorrhagia as part of a
prospective study designed to address this
specific question. Until that time we should
follow national guidelines.2

Andrew Prentice consultant
Department of Obstetrics and Gynaecology, Box
233, Rosie Hospital, Cambridge CB2 2SW
ap128@mole.bio.cam.ac.uk

1 Royal College of Obstetrics and Gynaecology. The initial
management of menorrhagia. Evidence based clinical guidelines
No 1. London: RCOG, 1998.

2 Wilansky DL, Greisman B. Early hypothyroidism in
patients with menorrhagia. Am J Obstet Gynecol
1989;160:673-7.

3 Blum M, Blum G. The possible relationship between men-
orrhagia and occult hypothyroidsism in IUD-wearing
women. Adv Contracept 1992;8:313-7.

4 US Preventive Services Task Force. Report of the US Preven-
tive Service Task Force: guide to clinical preventive services. 2nd
ed. Baltimore: Williams and Wilkins, 1996;209-18.

5 Hanna FWF, Lazarus JH, Scanlon MF. Controversial
aspects of thyroid disease. BMJ 1999;319:894-9.
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Revalidation in the United
Kingdom

Practicality and cost of revalidation plans
must be assessed

Editor—Scanning the contents of the BMJ
for 30 October 1999, I thought I detected an
editorial masterstroke. The education and
debate section contained five articles on
revalidation,1 followed by—here’s the flash of
inspiration—an article on the problems of
medical staffing in our hospitals.2

Sadly, this seems to have been pure ser-
endipity. Far from “debate,” the authors all
seemed blissfully unaware of any link. Article
followed article on revalidation, describing
teams of doctors, busily revalidating teams
of doctors. In apparent isolation, the last
article discussed the staffing crisis without
mention of the workload to be imposed by
revalidation.

I do not question the need for revalida-
tion, but I do question the practicality of
implementing these plans without new
resources and more staff. There was not
even an assessment of the cost, let alone a
cost benefit analysis.

Would it not be a good idea, in a section
labelled “debate,” to have at least one author
who questions the dogma?
Peter Furness honorary consultant histopathologist
Leicester General Hospital, Leicester LE5 4PW
pfurness@pathology.u-net.com

1 Education and Debate. BMJ 1999;319:1180-92. (30
October.)

2 Dowie R, Langman R. Staffing of hospitals: future needs,
future provision. BMJ 1999;319:1193-5. (30 October.)

Supportive culture must accompany
revalidation

Editor—On any aircraft flight I am com-
forted by the knowledge that the pilots are
regularly subjected to simulator exercises
and medical checks to establish fitness. It is
this last point that I wish to emphasise in the
context of revalidation.1 It is frankly scandal-
ous that the largest employer in Europe has
no formal mechanisms for looking after
both those whom it employs and those who
are in effectively monopolistic contracts to
provide its services.

We must deal with this issue in as
supportive a fashion as possible. The
evidence now is that almost a fifth of general
practitioners are as depressed as their
patients, or more so. The ability to provide
continuity of care in an environment of pro-
tected time and space is being constantly
eroded. We will have to wait and see whether
NHS Direct alleviates need or merely serves
further to fuel the demands and expecta-
tions of an increasingly stressed and
unhappy population acting out their dis-
tresses via the more acceptable medical
model.

I suggest that an essential part of
revalidation should be an annual quality
medical and psychological check up for all
health professionals; it should be provided
by an independent occupational health
service within the NHS (which would also

treat any of the acute needs of its
employees). Many doctors start off caring
and being in touch with their essential
humanity at the outset of their training or
career. Systematic brutalisation, exhaustion,
unremitting public demand, and constant
organisational change are taking their toll;
the word retirement is on the lips of many.
Tony Blair likes to parade his stripes, but
they are painted on with stage paint and
would wash off easily when bathed by a spin
doctor.

There is far greater opportunity for
praise and valuing those who work so hard
in the NHS than exists at present. I heartily
support the need for revalidation, but as part
of a supportive culture that nurtures and
provides mentors for its own.
Chris Manning co-chair PriMHE (Primary care
Mental Health Education)
29 Park Road, Hampton Wick KT1 4AS
PriMHE@compuserve.com

1 Southgate L, Pringle M. Revalidation in the United
Kingdom: general principles based on experience in gen-
eral practice. BMJ 1999;319:1180-3. (30 October.)

Prevalence of antibodies to
HTLV in blood donors in
north London
Editor—We note with interest the observa-
tion by Donati et al in their study investigat-
ing the prevalence of antibody to human T
cell leukaemia or lymphoma virus in women
attending antenatal clinic that infection with
this virus was not limited to women who
described themselves as black African or
black Caribbean.1

In an extensive study of 100 000 blood
donors in north London we detected five
donors who tested positive for antibodies to
human T cell leukaemia or lymphoma
virus.2 One, an Afro-Caribbean man, was
confirmed positive for antibodies to
HTLV-II and had a history of intravenous
drug use. The remaining four were white
women with histories of sexual exposure to
partners at risk of infection with human T
cell leukaemia or lymphoma virus. In this
situation, although we have detected anti-
bodies in Afro-Caribbean blood donors in
other studies, selective screening would have
proved inadequate.
John Barbara lead scientist in transfusion
microbiology
marina.mobed@nbs.nhs.uk

M C Moore associate specialist in transfusion
microbiology
P E Hewitt lead consultant in transfusion microbiology
National Blood Service North London, London
NW9 5BG
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Centres of excellence are
needed for clinical forensic
medicine
Editor—In their editorial Norfolk and Stark
express concern about the privatisation of
clinical forensic medical services.1 Certainly,
if this is poorly implemented without
suitable safeguards, particularly for the doc-
tors, it can greatly reduce the quality and
independence of the medical service to the
detriment of all concerned. On the other
hand, privatisation can be beneficial.

Irrespective of how clinical forensic medi-
cal services are provided, procedures must be
in place to ensure the competence and inde-
pendence of the doctor and that the medical
service is provided in a professional manner.
As with any medical service, it must be of a
high quality. No one would expect a recent
medical graduate or practising doctor not
trained in the field to perform complex
surgery on patients regularly. So too it is
inappropriate for doctors untrained in clini-
cal forensic medicine to practise in this field.

As Norfolk and Stark point out, training
for clinical forensic medicine requires far
more than a two day course. Clinical
forensic medicine requires, in addition to an
extensive knowledge of general medicine, a
detailed knowledge of forensic principles
and their limitations and an understanding
of ethics and the law well beyond that
encountered in general medical courses and
specialised medical fields. In addition, it
requires a knowledge of the custodial system
and of how to medically manage detainees
in that system, and a self confidence to
ensure that the principles of medical ethics
and the law are upheld. To achieve this, the
doctor must receive appropriate supervised
training and accreditation and engage in
ongoing education and peer review.

It is surprising that in the United
Kingdom, which has a well established system
of police surgeons of high quality, the state
has failed to understand the need for fully
funded centres of excellence (academic
departments) in clinical forensic medicine.
No one would doubt the value of university
departments of medicine, surgery, forensic
pathology, etc, to maintain and extend practi-
tioners’ knowledge in these fields. Clinical
forensic medicine isn’t any different. The
courts are becoming more demanding of
doctors and of forensic practitioners in
particular. Failure to introduce an academic
department or departments of clinical foren-
sic medicine will eventually result in a decline
in the quality and knowledge of forensic serv-
ices and become an injustice to all.
John Gall consultant forensic physician
Australian Forensic and Medico-Legal Consultants,
Cambwell 3124, Victoria, Australia
johngall@bigpond.com
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