
Evaluating “payback” on biomedical research

Biomedical funding decisions should be
audited

Editor—Grant et al note that organisations
that fund biomedical research assume that
the research they support will lead to an
eventual improvement in health.1 Because
clinical guidelines represent one of the final
links between basic research and actions to
improve health, they looked at which studies
were cited in guidelines.

Although their analysis is a valuable
move away from the naive use and abuse of
citation counts and impact factors, they may
have attempted to bridge too great a
distance in assessing which publications in
the serial peer reviewed literature were cited
in guidelines. Guidelines should be based on
systematic reviews of all the studies relevant
to particular clinical questions. They should
not be based on the biased subsets of reports
of primary research included in biblio-
graphic databases or those that are suffi-
ciently concise to be published in serial
journals.2

It would be helpful if Grant et al would
indicate the extent to which references to
systematic reviews were cited in the guide-
lines they studied. The “payback” from

primary studies might then be studied by
assessing their contribution to these system-
atic reviews. For example, was a primary
study judged to be of sufficiently high quality
to have been included in a systematic review
at all? If so, what contribution did it make to
the totality of the relevant evidence?

Grant et al suggest that an alternative to
the retrospective approach that they used
for assessing payback would be “to identify a
body of basic research published some time
ago and follow its subsequent knowledge
flow.” A more informative approach would
be to identify a body of basic research
funded some time ago. Payback could
then be assessed not only in terms of
whether it led to an eventual improvement
in health but also whether it was completed
and published.

Failed research and failure to publish
successful research are costs to the public.
Yet I am not aware of any public or charit-
able organisation that funds biomedical
research that routinely publishes audits of its
investment decisions using criteria such as
these.
Iain Chalmers director
UK Cochrane Centre, NHS Research and
Development Programme, Oxford OX2 7LG
ichalmers@cochrane.co.uk

1 Grant J, Cottrell R, Cluzeau F, Fawcett G. Evaluating ‘‘pay-
back” on biomedical research from papers cited in clinical
guidelines: applied bibliometric study. BMJ 2000;320:
1107-11. (22 April.)

2 Clarke M, Chalmers I. Discussion sections in reports of
controlled trials published in general medical journals:
islands in search of continents? JAMA 1998;280: 280-2.

Authors’ reply

Editor—Chalmers asks what proportion of
references cited in the guidelines we studied
were systematic reviews. The answer is
68/2501 (2.7%). We made this calculation by
using the keywords “systematic” (for system-
atic review) and “meta” (for meta-analysis) in
the title of the publication. Interestingly,
there was no difference between publica-
tions in peer reviewed journals (56/2043;
2.7%) and the so called grey literature
(12/458; 2.6%). Although Chalmers argues
that clinical guidelines should be based on
systematic reviews of the literature, these
data show that authors of guidelines are cit-
ing the primary research.

The Cochrane Database of Systematic
Reviews could provide a useful resource in
undertaking applied bibliometric studies.
Chalmers notes that the prospective tracing
of funded research, as opposed to that only

published, may be more informative in
auditing the outcomes of public or charit-
able funding of biomedical research. We
agree.
Jonathan Grant policy adviser
j.grant@wellcome.ac.uk

Robert Cottrell policy officer
Gail Fawcett policy officer
Policy Unit, Wellcome Trust, London NW1 2BE

Françoise Cluzeau lecturer in health services
Health Care Evaluation Unit, St George’s Hospital
Medical School, London SW17 0RE

Pragmatic approach is effective
in evidence based health care
Editor—We agree with Guyatt et al that
providing evidence based answers to clinical
questions requires intensive study and appli-
cation if the process is seen in the context of
a systematic review of the original literature.1

The main stumbling block remains the diffi-
culty of constructing complex searches
appropriate for a range of potential sources.

We suggest that many typical clinical
questions can be answered by using a limited
range of extracting, evaluating databases,
which can be interrogated with simple two
step or three step search formulations. Typi-
cally these sources contain several thousand
references, as opposed to several millions
on large databases such as Medline or
EMBASE with their unfavourable signal to
noise ratio.

The three sources that in our experience
have a high yield of material related to
evidence based health care are the clinical
queries option in PubMed2; the Cochrane
Library with its four sections (systematic
reviews, the CRD (Centre for Reviews and
Dissemination) database of reviews of effec-
tiveness, the register of controlled trials, and
the NHS economic evaluation database)3;
and the TRIP (turning research into
practice) database from the Centre for
Research Support, Cardiff.4

These three databases typically retrieve
fewer than 10 references provided that two
or at most three relevant and discriminating
terms are selected for a simple search. We
often suggest to trainees that they should
formulate their searches as if they were
sending a telegram: which two or three
words would you transmit to a colleague to
ensure that he or she can imagine the clini-
cal question? Thus the question “How
efficient is a single dose of a steroid for out-
patient croup?” suggests the search “croup
and outpatient,” which identifies small sets
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( < 10) containing a target reference5 on any
of the three databases mentioned above.

This pragmatic approach, although no
substitute for systematic reviews for those
undertaking more extensive searches, is
influenced by William of Occam’s principle
of “if in doubt keep it simple” and is a valid
option for busy clinicians.
John Clarke librarian
Reinhard Wentz trial search coordinator, Cochrane
Injuries Group
r.wentz@ich.ucl.ac.uk
Institute of Child Health, London WC1N 1EH

1 Guyatt GH, Meade MO, Jaeschke RZ, Cook DJ, Haynes RB.
Practitioners of evidence based care. BMJ 2000;320:954-5.
(8 April.)

2 Pubmed. www.ncbi.nlm.nih.gov:80/entrez/query/static/
clinical.html

3 www.update-software.com/clibhome/clib.htm [password
required].

4 www.ceres.uwcm.ac.uk/frameset.cfm?section = Trip.
5 Geelhoed GC, Turner J, Macdonald WBG. Efficacy of a

small single dose of oral dexamethasone for outpatient
croup: a double blind placebo controlled clinical trial. BMJ
1996;313:140-2.

Evidence should be accessible
as well as relevant
Editor—National policy on research and
development encourages the delivery of
health care that is of proved efficacy and
based on research.1 Barker and Gilbert say
that evidence of clinical effectiveness has to
be relevant to health professionals for it to
be incorporated into clinical practice.2 We
conducted a survey of community nurses
and community based professionals allied to
medicine (PAMs) employed by one east
London community trust to identify the
areas of their work where they see evidence
as important.

We adapted a postal questionnaire
survey that we used in 1997 among general
practitioners and practice staff in teaching
practices.3 In all, 124 completed question-
naires were returned (51%). Respondents
were asked for their views on the role of evi-
dence and the sources of evidence that they
accessed and were also asked to list up to
three areas where research evidence would
be relevant to their work.

Eighty one per cent of the respondents
showed a positive attitude to the use of
research evidence in the daily management
of patients and clients and in the planning of
services. This compares with 90% of general
practitioners in the 1997 survey. There were
differences between these two groups in the
sources of evidence that were accessed
(table).

Colleagues were used as a source of evi-
dence by a similar proportion in each group,
but community nurses and PAMs were less
likely to consult experts or journals. Nor did

these professionals access the internet for
evidence: 64% (77/121) reported never hav-
ing used the internet for any purpose. Com-
puter projects such as PRODIGY are
bringing evidence based decision making
into clinical settings.4 However, half of our
respondents (58/117) reported having no
access to a clinical computer system.

Community nurses and PAMs are inter-
ested in having access to evidence that is rel-
evant to their work, especially in areas such
as community mental health interventions,
appropriate timing of developmental checks
in children, prevention of falls among
elderly people, pain management, interven-
tion of health visitors in postnatal depres-
sion, foot and leg ulcer care, and music and
art therapy. Training courses in evidence
based health care need to consider the effec-
tiveness of interventions in these areas. We
agree with Barker and Gilbert that the
impact of evidence based health care
depends on its relevance to the work of
practitioners in the field, but practitioners
also need access to such evidence.
M Falshaw research coordinator
m.falshaw@qmw.ac.uk

Y H Carter professor
R W Gray research assistant
Department of General Practice and Primary Care,
St Bartholomew’s and the Royal London School of
Medicine and Dentistry, Queen Mary and Westfield
College, London E1 4NS

1 Department of Health. National research and development
strategy for primary care. London: DoH, 1997.

2 Barker J, Gilbert D. Evidence produced in evidence based
medicine needs to be relevant. BMJ 2000;320:515. (19
February.)

3 Hagdrup N, Falshaw M, Gray RW, Carter Y. All members of
primary care team are aware of importance of evidence
based medicine. BMJ 1998;317:282.

4 Purvess I. PRODIGY: implementing clinical guidelines
using computers. Br J Gen Pract 1998;48:1552-3.

Costs are as important as
outcomes
Editor—History provides the framework
within which meaning is generated in any
system, and the issue of the BMJ focusing on
doctors and nurses in the NHS (15 April)
showed the complex interplay of stakehold-
ers and their motives. Against a background
of increasing demands on limited resources,
however, decisions about the doctor-nurse
skill mix should be made on the basis of cost
effectiveness, not historical precedent.1 To
facilitate this process, Venning et al showed
that there were no differences in outcomes
whether nurses or general practitioners pro-
vided care in minor illness and that health
service costs were similar.2

The perspective of a study defines which
costs to count. For questions that have impli-
cations for long term skill mix, all NHS costs

should be considered irrespective of who
bears them. For example, the estimated cost
of training annuitised over the expected
working life is £4735 a year for a nurse and
£21 215 a year for a doctor.3 Including these
values will alter this study’s conclusion and
show that nurses are more cost effective than
general practitioners for the treatment of
minor illness.

The important lesson is that when inter-
preting studies that influence health service
delivery, researchers and decision makers
must not focus on a comprehensive
measurement of outcomes at the expense of
an inadequate consideration of costs.
D P Kernick general practitioner
St Thomas’ Health Centre, Exeter EX4 1HJ
sul832@eclipse.co.uk

1 Kernick DP. Nurses and doctors in primary care: decisions
should be based on maximising the cost effectiveness of a
system of primary care and not the dictates of historical
precedent. Br J Gen Pract 1999;49:647-9.

2 Venning P, Durie A, Roland M, Roberts C, Leese B.
Randomised controlled trial comparing cost effectiveness
of general practitioners and nurse practitioners in primary
care. BMJ 2000;320:1048-53. (15 April.)

3 Netten A, Knight J. Annuitising the cost of health service
professionals. Health Econ 1999;8:254-5.

Breast cancer screening

Screening has to be combined with good
surgical and oncological services

Editor—Dickinson in her editorial stated
that there are serious doubts about the con-
tribution of breast screening to a fall in
breast cancer deaths.1 This statement is
based on the controversial article by
Gotzsche and Olsen,2 which at the time of its
publication attracted much media attention.
The repetition of this allegation without a
more balanced view is erroneous, seems to
support the findings of this article unequivo-
cally, and has the potential to undermine
confidence in the breast screening pro-
gramme.

The article by Gotzsche and Olsen was
based on a meta-analysis of eight ran-
domised trials of breast screening including
half a million women. Because of the
randomisation process and using age as a
marker of imbalance, Gotzsche and Olsen
believed that only the trials from Malmö and
Canada were methodically correct, and
because these two trials failed to show a sur-
vival advantage in the screened group, they
concluded that breast screening was not jus-
tifiable. The article can be criticised on
several points including its own methods,3

the inclusion of the Canadian trial, which
was a combined mammogram and physical
examination compared with physical exam-
ination and should therefore not have been
included in an analysis of trials of mammog-
raphy alone, and the exclusion of the most
recent data from the Malmö trial, which had
shown a relative risk of death from breast
cancer of 0.81 and a 26% reduction in breast
cancer mortality. The study is also at odds
with other meta-analyses such as that by
Wald et al, which showed a 24% lower mor-
tality related to breast cancer in women aged
over 50 years invited for mammography.4

Sources of evidence accessed at least weekly. Values are percentages (numbers)

Source
Community nurses and community based PAMs

(n=119) General practitioners (n=129)

Colleagues 63 (75) 77 (99)

Experts 37 (44) 91 (117)

Journals 35 (42) 95 (123)

PAMs=professionals allied to medicine.
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In the United Kingdom the known facts
are that breast cancer in women over the age
of 50 is being detected earlier since the
national screening programme was intro-
duced5 and that there has been a clear
reduction in mortality from breast cancer.
Screening, however, is one factor, along with
adjuvant chemotherapy and hormonal
treatment, that is contributing to the
reduction in breast cancer related mortality.
On the basis of current evidence and
consensus opinion, women aged over 50
should be encouraged to take up breast
screening, but this has to be combined with
the provision of adequate specialist surgical
and oncological services to ensure prompt
and optimal treatment.
Carlo Palmieri Cancer Research Campaign clinical
research fellow
c.palmieri@ic.ac.uk

Sam Fishpool medical student
Department of Cancer Medicine, Cancer Cell
Biology Section, Cancer Research Campaign
Laboratories, Imperial College School of
Medicine—Hammersmith Campus, London
W12 0NN

1 Dickinson HO. Cancer trends in England and Wales. BMJ
2000; 7239: 884-5. (1 April.)

2 Gotzsche PC, Olsen O. Is screening for breast cancer with
mammography justifiable? Lancet 2000;355:129-33.

3 de Koning HJ. Assessment of nationwide cancer-screening
programmes. Lancet 2000;355:80-1.

4 Wald NJ, Chamberlain J, Hackshaw A, on behalf of the
evaluation committee. Consensus statement: report of the
European Society for Mastology Breast Cancer Screening
Committee. Breast 1993;2:209-16.

5 Moss SM, Michel M, Patnick J, Johns L, Blanks R,
Chamberlain J. Results from the NHS breast screening
programme 1990-1993. J Med Screen 1995;2:186-90.

Author’s reply

Editor—In their meta-analysis of breast
cancer screening trials Gotzsche and Olsen
assessed the adequacy of randomisation
mainly through the comparison of baseline
characteristics in the screened and control
groups and the consistency in reported
numbers.1 They may have set overly strict
criteria for these, failing to appreciate that
very small age differences in large screening
trials easily become significant2 and that
continuous cleaning of large databases
results in changes in reported numbers.
Nevertheless, they raised many serious con-
cerns about the quality of cancer screening
programmes.

Palmieri and Fishpool point out that the
meta-analysis by Gotzsche and Olsen is at
odds with that which Wald et al reported five
years earlier.3 Wald et al did not assess the
adequacy of randomisation and included
both the Edinburgh study, which should be
excluded from such meta-analyses because
its cluster randomisation resulted in large
differences in the socioeconomic character-
istics of the screened and comparison
groups,1 2 and the New York study, which
suffered from imbalance in exclusions after
randomisation.1

Palmieri and Fishpool point to the
earlier detection of tumours and the
reduction in mortality from breast cancer in
the United Kingdom as evidence that
screening reduces mortality, whereas neither
of these effects is a definitive argument for
such a causal association. Earlier detection

does not necessarily reduce mortality. A
reduction in mortality after the introduction
of screening could be the result of many
other temporally changing factors. In
acknowledging that improved treatment is
likely to have contributed to the reduction in
breast cancer mortality, Palmieri and Fish-
pool are making the same point as I made:
that it is difficult to estimate the proportion
of the recent reduction in breast cancer
mortality that is attributable to screening
rather than improved treatment.4 5 The only
valid way to assess whether screening
reduces breast cancer mortality is by
randomised controlled trials, properly
designed, run, evaluated, and reported, and
it is regrettable that many trials have fallen
short on these criteria.

Gotzsche and Olsen have highlighted
the basic but often neglected issues of statis-
tical design, data quality and adequate
recording of technical detail. Journals are
pressed for space and are often forced to
present only a superficial treatment of these
issues. With the facility to put such technical
detail on the web, we now have the means to
rectify this.
Heather O Dickinson senior research associate
Department of Child Health, University of
Newcastle, Newcastle upon Tyne NE1 4LP
heather.dickinson@ncl.ac.uk

1 Gotzsche PC, Olsen O. Is screening for breast cancer with
mammography justifiable? Lancet 2000;355:129-33.

2 de Konig HJ. Assessment of nationwide cancer-screening
programmes. Lancet 2000;355:80-1.

3 Wald NJ, Chamberlain J, Hackshaw A, on behalf of the
evaluation committee. Consensus statement: report of the
European Society for Mastology Breast Cancer Screening
Committee. Breast 1993;2:209-16.

4 Dickinson HO. Cancer trends in England and Wales. BMJ
2000;320:884-5. (1 April.)

5 Quinn M, Allen E. Changes in incidence of and mortality
from breast cancer in England and Wales since the
introduction of screening. BMJ 1995;311:1391-5.

Non-steroidal
anti-inflammatory drugs

Article was inconsistent

Editor—Gøtzsche’s review on non-steroidal
anti-inflammatory drugs contains some
inconsistencies that we would like to
highlight.1 In the summary section on inter-
ventions Gøtzsche states that H2 blockers are
likely to be beneficial in high risk patients
who cannot avoid non-steroidal anti-
inflammatory drugs, albeit to a lesser extent
than omeprazole. This statement is mislead-
ing and contradicts the clinical evidence
presented later in the review.

The author describes two randomised
controlled trials comparing ranitidine with
omeprazole2 and misoprostol.3 The results
of these trials showed that ranitidine was
inferior to both of these drugs in reducing
ulcers induced by non-steroidal anti-
inflammatory drugs. A systematic review
quoted by Gøtzsche showed that H2

blockers did not reduce the risk of gastric
ulcer induced by non-steroidal anti-
inflammatory drugs although they did
reduce the risk of duodenal ulcer.4 From the
evidence, H2 blockers do not seem to be

beneficial for high risk patients who cannot
avoid non-steroidal anti-inflammatory
drugs.

In his comment on the effects of cotreat-
ments to reduce the risk of gastrointestinal
adverse effects of non-steroidal anti-
inflammatory drugs Gøtzsche states that the
clinical relevance of the randomised con-
trolled trials that he describes is doubtful. He
contradicts himself by stating that the trial
that used clinically relevant outcomes such
as perforation, gastric outlet obstruction, or
bleeding found a significant reduction in
these outcomes with misoprostol compared
with placebo in high risk patients (age > 75;
history of peptic ulcer, bleeding, or cardio-
vascular disease).5 In other words, patients at
high risk of complications induced by
non-steroidal anti-inflammatory drugs
would seem to benefit from active cotreat-
ment.

The inconsistencies in this review should
be clarified. H2 blockers are unlikely to be of
benefit in high risk patients who cannot
avoid non-steroidal anti-inflammatory
drugs. Cotreatment to reduce the risk of
gastrointestinal adverse effects of non-
steroidal anti-inflammatory drugs does
seem to be beneficial in high risk patients
and so is surely clinically relevant.
Heather Ferguson senior house officer in medicine
Tony C K Tham consultant gastroenterologist
ttham@sharman.dnet.co.uk
Ulster Hospital, Dundonald, Belfast BT16 1RH

1 Gøtzsche PC. Extracts from “Clinical Evidence.” Non-
steroidal anti-inflammatory drugs. BMJ 2000;320:1058-61.
(15 April.)

2 Yeomans ND, Tulassy Z, Juhasz L, Racz I, Howard JM, van
Rensburg CJ, et al. A comparison of omeprazole with rani-
tidine for ulcers associated with nonsteroidal antiinflam-
matory drugs. Acid suppression trial: ranitidine versus
omeprazole for NSAID-associated Ulcer Treatment
(ASTRONAUT) Study Group. N Engl J Med 1998;338:719-
26.

3 Raskin JB, White RH, Jaszewski R, Korsten MA, Schubert
TT, Fort JG. Misoprostol and ranitidine in the prevention
of NSAID induced ulcers: a prospective, double blind,
multicenter study. Am J Gastroenterol 1996;91:223-7.

4 Koch M, Dezi A, Ferrario F, Capurso I. Prevention of non-
steroidal anti-inflammatory drug-induced gastrointestinal
mucosal injury. A meta-analysis of randomized controlled
clinical trials. Arch Intern Med 1996;156:2321-32.

5 Silverstein FE, Graham DY, Senior JR, Davies HW,
Struthers BJ, Bittman RM, et al. Misoprostol reduces
serious gastrointestinal complications in patients with
rheumatoid arthritis receiving nonsteroidal anti-
inflammatory drugs. A randomized, double-blind, placebo-
controlled trial. Ann Intern Med 1995;123:241-9.

Author’s reply

Editor—It is not inconsistent to say that H2

blockers are likely to be beneficial in high
risk patients who cannot avoid non-steroidal
anti-inflammatory drugs; a systematic review
found an effect of these drugs on the risk of
duodenal ulcer in patients receiving non-
steroidal anti-inflammatory drugs com-
pared with placebo. And it is pretty obvious
from my review and its summary statements
that H2 blockers seem to be inferior to ome-
prazole and misoprostol. The reason I wrote
“high risk patients” in the summary state-
ment is that the effect of all of these drugs is
so small that it would be difficult to justify
their routine use.

I do not contradict myself, although Fer-
guson and Tham make it look like that by
quoting me selectively. I wrote that “The
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clinical relevance of these findings is doubt-
ful. The only trial that used clinically relevant
outcomes found little difference between
active drug and placebo, except for high risk
patients.” This is the reason why I stated in
the summary that misoprostol is beneficial
in high risk patients who cannot avoid non-
steroidal anti-inflammatory drugs. So where
is the disagreement with Ferguson and
Tham?
Peter C Gøtzsche director
Nordic Cochrane Centre, Rigshospitalet, DK2100
Copenhagen Ø, Denmark

Generalisations on benefits of
aspirin are dangerous
Editor—The publication of the pulmonary
embolism prevention (PEP) trial has created
considerable interest in the medical and lay
press about the optimal thromboprophylac-
tic strategy to minimise the substantial mor-
bidity and mortality experienced by patients
with hip fractures.1 Minerva’s interpretation
of the trial is misleading,2 and we wish to
counter each of her four claims.

Firstly, the claim that the trial showed
clearly that aspirin prevents deep vein
thrombosis and pulmonary embolism and
saves lives is misleading. Although the
primary efficacy end point of the trial was all
vascular deaths, this primary efficacy finding
is not clearly stated in the Lancet manuscript.
Aspirin did not reduce vascular deaths (haz-
ard ratio 0.72, 95% confidence interval 0.29
to 1.79), clearly disproving the assertion that
aspirin saves lives.

Secondly, the interpretation that aspirin
works, whether or not patients are given
other prophylactic drugs, including sub-
cutaneous heparins, is wrong. The trial
showed that patients receiving concomitant
low molecular weight heparin and aspirin
did not experience a reduction in sympto-
matic venous thromboembolism compared
with heparin alone. Furthermore, bleeding
in patients receiving concomitant anticoagu-
lant treatment was a concern. Aspirin was
associated with a 12 per 1000 excess of
transfused bleeds among patients also
receiving subcutaneous heparin (48%
increase).

Thirdly, orthopaedic surgeons who are
now wondering whether or not to continue
with their traditional perioperative proto-
cols as well should consider the following:
The meta-analysis of thromboprophylaxis
with heparin by Collins et al showed a 67%
reduction of fatal pulmonary embolism in
patients having orthopaedic surgery, a 64%
reduction in the rates of deep vein thrombo-
sis in patients having traumatic surgery, and
a 21% reduction in overall mortality.3 This
compares with a 29% proportional reduc-
tion of deep vein thrombosis in the
pulmonary embolism prevention trial with
no reduction in overall mortality.

Finally, readers may wish to consider the
following when reading the assertion by the
trial investigators that patients with hip frac-
ture should be given perioperative aspirin—

the main outcomes of the trial are that
aspirin did not reduce vascular deaths, had
no significant effect on major non-fatal
vascular events other than deep vein throm-
bosis, but did result in an excess of 6 (SD3)
per 1000 postoperative transfused bleeds.

We believe that the pulmonary embo-
lism prevention trial does nothing to alter
accepted and proved benefits of peri-
operative and extended thromboprophy-
laxis with heparin and that commentaries
on it should be carefully considered.
Dangerous generalisations about the ben-
efits of aspirin have been made that unfortu-
nately may have dire consequences for
patient care.
Dan Quinlan research fellow
dan.quinlan@kcl.ac.uk

Ander Cohen vascular physician and epidemiologist
Department of Academic Medicine, Guy’s, King’s
and St Thomas’s School of Medicine and Dentistry,
London SE5 9PJ

1 Pulmonary Embolism Prevention (PEP) Group. Preven-
tion of pulmonary embolism and deep vein thrombosis
with low dose aspirin: pulmonary embolism prevention
(PEP) trial. Lancet 2000;355:1295-302.

2 Minerva. BMJ 2000;320:1218. (29 April.)
3 Collins R, Scrimgeour A, Yusuf S, Peto R. Reduction in

fatal pulmonary embolism and venous thrombosis by
perioperative administration of subcutaneous heparin.
Overview of results of randomized trials in general, ortho-
pedic, and urologic surgery. N Engl J Med 1988;318:
1162-73.

Detecting tuberculosis in new
arrivals to UK

Occupational health screening of doctors
must be improved

Editor—In her letter Hargreaves says that
screening for tuberculosis among refugees
and asylum seekers must be improved.1 The
number of cases detected by screening of
new arrivals in the United Kingdom is, how-
ever, low.2 In this health district, which
screens on average 40% of 110 new arrivals
per year, no case of tuberculosis has been
detected in five years. Screening new arrivals
for tuberculosis is not easy, given the lack of
resources identified by Hargreaves. In
addition, refugees and asylum seekers (and
their general practitioners) are unlikely to
consider screening for tuberculosis to be
either their most important or their most
immediate health need.

Another group of people for whom
tuberculosis screening is important, and in
whom it should be easier to implement, is
doctors. All doctors are required to undergo
pre-employment screening,3 and this pro-
vides a backup for doctors recently arrived
in the United Kingdom, who might not have
been screened through the imperfect port
health system.

Recently there have been three cases of
smear negative pulmonary tuberculosis
within a six month period among doctors
living in the doctors’ residence of a local
hospital in this district. All three doctors had
arrived in the United Kingdom within the
preceding three years. With the help of DNA
typing of isolates from the three cases, the
incident team was able to establish that these

were unrelated sporadic cases. A risk assess-
ment concluded that screening should
initially be restricted to close contacts of the
three doctors, among whom no secondary
cases have been detected. The occupational
health screening details of the three doctors
were not easy to obtain, and some details
were incomplete. Two of them had previous
BCG vaccinations, and the BCG status of the
third (a locum) was unknown. Current
guidelines recommend Heaf testing for
healthcare workers without prior BCG
testing and chest radiography only for those
with suspicious symptoms.3

Doctors from the Indian subcontinent
working in Britain have a high incidence of
tuberculosis (17 per 10 000 per year), which
is thought to represent a high ethnic rather
than occupational risk.4 In view of the risk to
patients from doctors with tuberculosis, we
need to be confident that occupational
health departments are screening doctors
effectively and that systems are in place so
that the screening status of any doctor work-
ing in the NHS can be readily identified.
Kenneth Lamden consultant in communicable disease
control
South Lancashire Health Authority, Eccleston,
Lancashire PR7 5PD
ken.lamden@slancs-ha.nwest.nhs.uk

John Cheesbrough consultant microbiologist
Salem Madi consultant respiratory physician
Chorley Hospital, Chorley, Lancashire PR7 1PP

1 Hargreaves S. System to detect tuberculosis in new arrivals
to UK must be improved. BMJ 2000;320:870. (25 March.)

2 Lavender M. Screening immigrants for tuberculosis in
Newcastle upon Tyne. J Public Health Med 1997;19:320-3.

3 Joint Tuberculosis Committee of the British Thoracic
Society. Control and prevention of tuberculosis in the
United Kingdom: Code of Practice 1994. Thorax
1994;49:1193-200.

4 Hill A, Burge A, Skinner C. Tuberculosis in National
Health Service hospital staff in the West Midlands region
of England, 1992-5. Thorax 1997;52:994-7.

Screening is of doubtful value

Editor—Hargreaves expressed concern over
the lack of screening for tuberculosis in refu-
gees and asylum seekers arriving in the
United Kingdom.1 There is little evidence that
port of arrival screening has been effective in
detecting tuberculosis.2 The ideal place for
screening is the general practitioner’s surgery,
but as Hargreaves points out general practi-
tioners have shown little enthusiasm.

Before we embark on an expensive and
complex scheme of screening for tuberculo-
sis, evidence of its benefits must be shown.
Equating tuberculosis with asylum seekers
and refugees and subjecting them to unnec-
essary radiological examinations may well
raise issues of human rights.

Tuberculosis epidemiology in Birming-
ham shows a declining incidence from year
to year. New transmission of tuberculosis
infection has come to a halt in white
children and is declining rapidly in children
of south Asian origin. The increase in the
number of new cases in the south Asian
community in the past three decades reflects
an increase in the size of the population, not
a higher incidence of the disease. Also to be
taken into account are the ageing of the
Asian population and the prevalence of
maturity onset diabetes, which are contribut-
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ing factors.3 4 Tuberculosis in elderly people,
rather than being new infection, arises most
commonly through endogenous reactiva-
tion of long dormant pulmonary foci.
Screening will not reveal these dormant foci.

Early diagnosis, vigorous treatment, and
follow up have long been the linchpins of
the World Health Organization’s strategy for
controlling tuberculosis. Population screen-
ing is not recommended by the WHO.5 I am
confident that the tuberculosis programme
in Birmingham is robust enough to deal
promptly with evidence of tuberculosis in
new arrivals. We have no programme for
screening of refugees and asylum seekers
and do not intend to introduce one.
Surinder Bakhshi consultant in communicable
disease control
Birmingham Health Authority, Birmingham
B20 1DF
surinder.bakhshi@hq.birminghamha.wmids.nhs.uk

1 Hargreaves S. System to detect tuberculosis in new arrivals
to UK must be improved. BMJ 2000;320:870. (25 March.)

2 Lavender M. Screening immigrants for tuberculosis in
Newcastle upon Tyne. J Public Health Med 1997;19:320-3.

3 Stead WW, Dutt AK. Tuberculosis in the elderly. Semin
Respir Infect 1989;4:189-97.

4 Rieder HL, Cauthen GM, Comstock GW, Snider DE.
Epidemiology of tuberculosis in the United States.
Epidemiol Rev 1989;11:79-98.

5 World Health Organization. TB: a crossroads—WHO report
on the global tuberculosis epidemic 1998. Geneva: WHO,
1998. (WHO/TB/98.247.)

Failure to register with a general practice
compounds the problem

Editor—Tuberculosis is increasing in Lon-
don. Almost a quarter of people with tuber-
culosis in east London arrived in the United
Kingdom in the previous year (East London
Tuberculosis Service database, unpublished
data). The availability of cheap housing has
made Hackney a common first destination
for new entrants, refugees, and asylum seek-
ers. Hargreaves notes that the port of arrival
scheme detects few cases and recommends
screening of new arrivals by general
practitioners.1

Since April 1972 the Lower Clapton
Health Centre has been screening everyone
registering at the practice for tuberculosis.2

New arrivals and patients with a high risk of
tuberculosis are identified through verbal
screening, and this is followed by tuberculin
skin testing of those under 35 years if
required. In this period there have been 12
cases of tuberculosis in this practice of
10 500. Four were identified through the
screening process (there are approximately
1000 new registrations each year). Two of
these patients had positive results on
sputum smear testing and were therefore
potentially infectious; the other two had pul-
monary tuberculosis despite negative
smears, suggesting that screening is impor-
tant in the early diagnosis of tuberculosis,
before the infectious state arises. One
patient developed lymph node tuberculosis
six weeks after the initial screening, at which
the patient had had a grade 2 Heaf test and
showed no symptoms. A further three
patients were refugees who had been in the
country for 2, 4, and 5 years. Thus, screening
for tuberculosis in new arrivals in general
practice is effective in detecting cases early.

However, of 348 patients who presented
for treatment of tuberculosis at the Homer-
ton Hospital in Hackney since 1997, 29 had
not registered with a general practitioner.
This number includes all four patients with
multidrug resistant tuberculosis—three were
new arrivals and one had been a refugee
since 1993. Sixteen who had arrived in the
Britain in the past year and two longstand-
ing refugees were identified as having tuber-
culosis through the port of arrival scheme
and have not yet been able to register with a
general practice. Three of the 29 without a
family doctor have since died, and the group
included five children and one man aged 91
years. These facts illustrate the “inverse care
law,” whereby those in greatest need of
health care find access most difficult or fail to
attend for health screening.3

Graham H Bothamley consultant physician
East London Tuberculosis Service, Homerton
Hospital, London E9 6SR
graham.bothamley@homerton-hospital.thenhs.com

Chris Griffiths senior lecturer in general practice
Mirima Beeks general practitioner
Meg MacDonald practice nurse
Esther Beasley nurse practitioner
Lower Clapton Health Centre, London E5 0PD

1 Hargreaves S. System to detect tuberculosis in new arrivals
to UK must be improved. BMJ 2000;320:870. (25 March.)

2 Bothamley G, Rowan J, Griffiths C, Beeks M, MacDonald
M, Beasley E, et al. Screening for tuberculosis: where
should it take place? Eur Respir J 1999;14(suppl):454S.

3 Griffiths C, Cooke S, Toon P. Registration health checks:
inverse care in the inner city? Br J Gen Pract 1994;44:
201-4.

Ulcerative colitis should be
investigated differently in
children
Editor—Ghosh et al have written a useful
review of ulcerative colitis, but we wish to
make some points regarding paediatric
practice.1 It is particularly important to make
these points in a general journal as a recent
survey by the British Paediatric Surveillance
Unit showed that inflammatory bowel
disease is a common childhood condition,
with an incidence of 4.7/100 000/year in
children under 16.2 It also showed that 28%
of children with the disease do not have a
consultant paediatric gastroenterologist
involved in their care.

We disagree with using rigid sigmoid-
oscopy with or without sedation as a diag-
nostic method in outpatient practice in the
paediatric population. Many children (and
their parents) have been traumatised by the
procedure because of insufficient preparation
and sedation. There is little time in outpatient
departments to give adequate preparation
and explanation to children and their
families; these are essential before any
invasive procedure is undertaken in children.
As children are more likely to have more
extensive disease they will need further inves-
tigation involving full colonoscopy anyway,
regardless of findings on proctoscopy.1

All children with possible inflammatory
bowel disease, ulcerative colitis, or other
such diseases merit investigation with upper
gastrointestinal endoscopy, ileocolonoscopy,

and small bowel radiological imaging. There
is therefore little need for investigation with
double contrast barium enema except in
specific clinical circumstances. Our prefer-
ence would be to perform the endoscopies
under general anaesthesia, which allows
accurate diagnosis and causes less distress
for patients and parents. We would not sug-
gest this for adults because of the different
patient profile and the greater time con-
straints in adult gastroenterological practice.

Lastly, all children and adolescents with
ulcerative colitis must have accurate
measurement of height and weight plotted
on a centile chart, together with pubertal
staging. This has been highlighted by Ghosh
et al previously.3

Richard K Russell clinical research fellow in
paediatric gastroenterology
richardkrussell71@hotmail.com

Peter M Gillett specialist registrar in paediatric
gastroenterology
David C Wilson senior lecturer in paediatric
gastroenterology and nutrition
Royal Hospital for Sick Children, Edinburgh
EH9 1LF

1 Ghosh S, Shand A, Ferguson A. Regular review: Ulcerative
colitis. BMJ 2000;320:1119-23. (22 April.)

2 Sawczenko A, Sandu BK. Results of the first prospective
survey of the incidence, presentation and management of
inflammatory bowel disease in the United Kingdom and
Republic of Ireland. Arch Dis Child 2000;82(suppl 1):A2.

3 Ghosh S, Drummond H, Ferguson A. Neglect of growth
and development in the clinical monitoring of children
and teenagers with inflammatory bowel disease: review of
case records. BMJ 1998;317:120-1.

Ending genital mutilation

Women in Africa have many other
problems besides genital mutilation

Editor—Abboud et al have confirmed the
continuing existence of traditional genital
surgery for men and women.1 Targeting the
social and political situation of women at
risk is needed in order to question and
eliminate these practices. This requires some
insight into traditional ceremonies and their
importance and not, as Abboud et al
suggest, the complete prohibition of the
procedure. It also means looking at many
more problems and human rights abuses
than only female genital mutilation.

As the title of, and the picture in,
Abboud et al’s personal view show, this par-
ticular aspect of oppression arouses voyeur-
istic interest, being both gory and titillating.
Similar titles of meetings, documentary
films, and articles have succeeded in creating
an alien, repulsive image of people living in
traditional societies,2 a bit like those that fol-
low reports of cannibalism.

This sort of publicity is unhelpful and
often results in “do-gooders” from rich
countries appearing in Africa and behaving
once again like patronising colonialists. An
attempt to understand women’s everyday
problems can elicit a surprising number of
complaints about polygamy or poor repro-
ductive health. Such problems seem less
bizarre and generate much less media atten-
tion yet cause much suffering and loss of
lives and are much more readily accepted as
real problems by the women concerned.
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Where are the human rights of a
teenager who is the third wife of a man the
age of her grandfather who will not allow
her to use contraception even though her
last confinement nearly killed her? Having
been “circumcised” is the last thing she is
likely to worry about, so why would she be
responding to the educational efforts of an
initiative to end female genital mutilation?

Female genital mutilation must be seen
as one of many harmful practices affecting
women in traditional societies, and the plan-
ning of programmes for its abolition must
involve the women concerned and their own
perception of wellbeing and improvement.3 4

One successful method is the introduction
of “initiation without mutilation” in the
Gambia (Y Sompo-Ceesay, BAFROW
(Foundation for Research on Women’s
Health, Productivity and Development),
Gambia, personal communication) and
similar procedures elsewhere.5 Women in
developing countries are facing a multitude
of suffering; we need a more wholesome
approach in order to reach the ultimate goal
of a dignified and healthy life for all women,
everywhere.
Caroline Scherf research fellow in gynaecology
Department of Medicine, University of Wales
College of Medicine, Cardiff CF4 4XX
scherfcf@cardiff.ac.uk

1 Abboud P, Quereux C, Mansour G, Allag F, Zanardi M.
Stronger campaign needed to end female genital
mutilation. BMJ 2000;320:1153. (22 April.)

2 Mills H. The men who will mutilate girls for money.
Observer 1997;5 Oct:9.

3 B Ras-Work. Grassroots perspective of traditional practices
affecting the health of women and children. Addis Ababa: Inter-
African Committee of Traditional Practices, 1998.
(Presentation for United Nations commemoration of
International Women’s Day, 10 March 1998.)

4 Harrison KA. The importance of the educated healthy
woman in Africa. Lancet 1997;349:644-7.

5 Chelala C. An alternative way to stop female genital muti-
lation. Lancet 1998;325:126.

Male genital mutilation in any society is
surely abhorrent too

Editor—The French doctors and midwives
who wrote this personal view should be
commended for understanding, as their
interviewees did, that male genital mutila-
tion (euphemistically called circumcision) is
the same as female genital mutilation.1 The
perceived similarity between these two muti-
lations is the norm in African societies,
where both these practices are common. In
Western societies, on the other hand,
especially those that mutilate most of their
males, such as in the United States and
Israel, male genital mutilation is considered
to be desirable and female genital mutilation
abhorrent.

It is easy to perceive the actions of others
from less sophisticated cultures as immoral
and one’s own, similar actions as justified.
After all, African religions are primitive, and
African doctors are only quack doctors who
cannot publish the medical justifications for
mutilation in respectable medical journals.

French doctors and others should have
no moral or ethical dilemma when it comes
to mutilating non-consenting minors. If they
think that religious demands for genital
mutilation are superior to human rights,

why respect Judaism and Islam but not Afri-
can religions? If they know that human
rights are superior to professing one’s
religion on the bodies of others, why are
they discriminating against me as a victim of
Jewish male genital mutilation? Are my
human rights and suffering less important
than those of African girls?

The lower morbidity and mortality of
male genital mutilation in a hospital setting
compared with the traditional setting can
also be achieved for female genital mutila-
tion. The French doctors need only con-
vince their government to respect the
cultural and religious norms of all groups
and allow female genital mutilation in
hospitals. The higher health toll of tra-
ditional female genital mutilation can thus
be eliminated. They suggest that male
genital mutilation be tolerated because it is
widespread, but should crimes be tolerated
just because there are many perpetrators?

If we go along with their logic we should
aim to eliminate female genital mutilation
only in Western societies, where it is rare,
and not in African countries, where it is
widespread. The authors say that male geni-
tal mutilation does less harm, but this is true
only if it is compared with excision or
infibulation. If it is compared with the most
common form of female genital mutilation,
the Sunni circumcision, the harm is the
same. Indeed, unlike male genital mutila-
tion, which is much more publicly verifiable,
female genital mutilation is often only a
symbolic procedure with no physical mutila-
tion.2 3

Avshalom Zoossmann-Diskin executive director
Israeli Association Against Genital Mutilation, POB
56178, Tel-Aviv 61561, Israel
zoossmann@hotmail.com

1 Abboud P, Quereux C, Mansour G, Allag F, Zanardi M.
Stronger campaign needed to end female genital
mutilation. BMJ 2000;320:1153. (22 April.)

2 Asali A, Khamaysi N, Aburabia Y, Letzer S, Halihal B,
Sadovsky M, et al. Ritual female genital surgery among
Bedouin in Israel. Arch Sex Behav 1995;24:571-5.

3 Grisaru N, Letzer S, Belmaker RH. Ritual female genital
surgery among Ethiopian Jews. Arch Sex Behav
1997;26:211-5.

Speed of treatment affects
outcome in anaphylaxis
Editor—Sadana et al give undue emphasis
to the role of intravenous adrenaline in the
treatment of acute anaphylaxis,1 which
detracts from the essential points made by
Hughes and Fitzharris in their article on
managing anaphylaxis.2 The problem is not
how to give adrenaline but to ensure that
first responders give this life saving drug
early, rather than just giving steroids and
antihistamines.

An internal audit carried out in this hos-
pital among 28 junior doctors of all special-
ties who would be called on to treat
anaphylaxis in an emergency showed that
only 15 (54%) knew how to do so appropri-
ately, by giving adrenaline first and at the
correct dose. Asked specifically about giving
adrenaline for anaphylaxis of moderate
severity, 11 (39%) would give it intrave-

nously, 11 (39%) intramuscularly, and six
(21%) subcutaneously.

Of major concern was that six doctors
would have used an intravenous adrenaline
dilution of 1:1000, and, as if to emphasise
this danger, a 23 year old man was admitted
under my care recently with ventricular
tachycardia after an intravenous injection of
1:1000 adrenaline given for mild anaphy-
laxis. There is no question over the use of
appropriately diluted intravenous adrena-
line in life threatening anaphylaxis or during
anaesthesia, but these are the minority of
cases that are seen,3 and the Resuscitation
Council has addressed appropriate treat-
ment with simplicity and clarity.4 It is the
speed of treatment that affects outcome, and
it is more important that our front line staff
know the essentials of anaphylaxis treatment
rather than hesitate as they try and absorb
the finer points of complex flow charts5 or
await the decision of experienced senior
doctors. Initial adrenaline in the quadriceps
is better than cardiac arrest after overzealous
and incorrect use of intravenous
adrenaline—or death with no adrenaline
given at all.
Nigel I Jowett consultant in cardiovascular medicine
Pembrokeshire and Derwen NHS Trust,
Haverfordwest, Wales SA61 2PZ

1 Sadana A, O’Donnell C, Gavalas M. Managing acute
anaphylaxis. BMJ 2000;320:937-8. (1 April.)

2 Hughes G, Fitzharris P. Managing acute anaphylaxis. BMJ
1999;318:1-2.

3 Ewan PW. Anaphylaxis. BMJ 1998;316:1442-6.
4 Project Team, Resuscitation Council (UK). Emergency

medical treatment of anaphylactic reactions. J Accid Emerg
Med 1999;16:243-7.

5 Gavalas M, Sadana A, Metcalf S. Guidelines for the
management of anaphylaxis in the emergency depart-
ment. J Accid Emerg Med 1998;15:96-8.

Why is speculation so awful?
Editor—In their article on the discussion
section in medical papers Skelton and
Edwards discuss ways of controlling specula-
tion.1 Please can someone give me an
explicit and well argued statement as to why
speculation is so awful? If speculations are
wrong they attract no following and
disappear. If they are right they can be the
beginning of new fields of knowledge.

There is a serious asymmetry in the con-
sequences of suppressing speculation and
allowing it to run riot. Speculation that is
disseminated yet is wrong does no harm
apart from irritating a few people who are so
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unimaginative that they do not know how to
speculate. Speculation that is broadly correct
but is suppressed can lead to the crippling of
innovation.
David F Horrobin research director
Laxdale Research, Stirling FK7 9JQ
agreen@laxdale.co.uk

1 Skelton JR, Edwards SJL. The function of the discussion
section in academic medical writing. BMJ 2000;320:1269-
70. (6 May.)

All antihistamines cross
blood-brain barrier
Editor—With reference to the paper by
Mann et al,1 the dichotomy between anti-
histamines of the first and second genera-
tion was introduced to indicate a big
pharmacological difference between these
drugs. The second generation anti-
histamines were less soluble in lipid and
thus less readily penetrated the blood-brain
barrier. When given to people in thera-
peutic doses, terfenadine produced about
17% occupancy of histamine H1 receptors
in the frontal lobe whereas the first genera-
tion antihistamine chlorpheniramine
produced about 77% occupancy.2 In rats
receptor binding increases with the dose of
several first and second generation anti-
histamines until full receptor saturation
occurs.3 Thus the “non-sedating” title of the
second generation antihistamines refers to
a low tendency to diminish central arousal
when taken in therapeutic doses. There is
no reason to believe, however, that all
non-sedating antihistamines have exactly
the same low tendency to cross the blood-
brain barrier. The study by Mann et al illus-
trates this point.1 Their prescription-event
monitoring study showed that second
generation antihistamines differ in their
potential to produce sedation. The odds
ratios for the incidence of sedation were
0.63 for fexofenadine, 2.79 for acrivastine,
and 3.53 for cetirizine compared with
loratadine.

Although we share Mann et al’s conclu-
sion that fexofenadine and loratadine may
be more appropriate for people working in
safety critical jobs, we would like to add that
any antihistamine may produce perform-
ance impairment if H1 receptor occupancy
exceeds a certain criterion. The antihista-
mine effects on performance have previ-
ously been measured in an actual driving
test in normal traffic.4 5 The primary
outcome variable of the test is standard
deviation of lateral position, a measure of
“weaving” or road tracking error. Results of
these studies show that the extent to which
second generation antihistamines affect
driving varies with the drug, its dose, and its
dosing regimen. Acrivastine, cetirizine, and
mizolastine mildly affected driving perform-
ance when given at therapeutic doses.
Ebastine, fexofenadine, loratadine, and ter-
fenadine did not have clinically significant
effects after recommended doses but had at
least measurable effects after doses that were
twice as high. Patients who have seasonal

allergic rhinitis and urticaria often use
higher doses.

We therefore believe that warnings
about antihistamines’ possible adverse
effects on driving and other potentially dan-
gerous activities should not be waived for
the second generation drugs. Most patients
are unlikely to experience untoward reac-
tions affecting their driving safety, but if
some will be affected all patients should
receive an appropriate warning.
J G Ramaekers experimental psychopharmacologist
j.ramaekers@psychology.unimaas.nl

A Vermeeren experimental psychologist
Experimental Psychopharmacology Unit, Brain and
Behaviour Institute, Maastricht University, 6200 MD
Maastricht, Netherlands

1 Mann RD, Pearce GL, Dunn N, Shakir S. Sedation with
“non-sedating” antihistamines: four prescription-event
monitoring studies in general practice. BMJ
2000;320:1184-6. (29 April.)

2 Yanai K, Ryu JH, Watanabe T, Iwata R, Ido T, Sawai Y, Ito K,
Itoh M. Histamine H1 receptor occupancy in human
brains after single oral doses of histamine H1 antagonists
measured by positron emission tomography. Br J Pharma-
col 1995;116:1649-55.

3 Rose C, Quache TT, Lorens C, Schwartz JC. Relationship
between occupation of cerebral H1 receptors and sedative
properties of antihistamines. Assessment in the case of ter-
fenadine. Arzneimittelforschung 1982;32:1171-3.

4 O’Hanlon JF, Ramaekers JG. Antihistamine effects on
actual driving performance in a standard test: a summary
of Dutch experience, 1989-1994. Allergy 1995;50:234-42.

5 Vermeeren A, O’Hanlon JF. Fexofenadine’s effects, alone
and with alcohol, on actual driving performance. J Allergy
Clin Immunol 1998;101:306-11.

More public education and
more intubationists will
prevent prehospital deaths
Editor—In his letter in response to my edi-
torial1 Deakin2 quotes Hussain and Red-
mond’s study, which showed that at least
39% and up to 85% of preventable
prehospital deaths may be due to airway
obstruction.3 He did not, however, note the
finding in that study that all the prehospital
deaths occurred before medical or para-
medical help arrived. Neither an anaesthe-
tist nor a paramedic would have been of any
use. There is no reason to suspect that the
airway problems were complex: they might
have been resolved by simple manoeuvres.
The deaths might have been prevented if the
public was able to undertake simple airway
manoeuvres.

Deakin is correct in saying that present
training allows paramedics to intubate only
those people with a Glasgow coma scale of
3/15, a group who have a high mortality.
Those who will benefit most from early
intubation and assisted ventilation are those
who will require neuromuscular blocking
agents. Traditionally these have been given
by anaesthetists. In prehospital care, like
most areas of medicine, however, territorial-
ism is a poor argument for continuing a tra-
dition; measured outcome is far more
effective an argument. Other groups such as
accident and emergency staff and immedi-
ate care doctors are now being trained in
advanced airway control with the use of
drugs. The Royal College of Anaesthetists
and Faculty of Accident and Emergency
Medicine are working together on this edu-

cational initiative. In the United States
graduate paramedics successfully use these
techniques.

Operationally, the challenge is how to
get these skilled staff to the patient quickly.
Trauma needing advanced airway interven-
tion is still relatively rare. How are we to get
a qualified intubationist to the patient or vice
versa within a few minutes of his or her acci-
dent?
Matthew W Cooke senior lecturer in emergency care
Emergency Medicine Research Group, Centre for
Primary Health Care Studies, University of
Warwick, Coventry CV4 7AL
mwcooke@emerg-uk.com

1 Cooke MW. How much to do at the accident scene? BMJ
1999;319:1150.

2 Deakin CD. How much to do at the accident scene? BMJ
2000;320:1005-6. (8 April.)

3 Hussain LM, Redmond AD. Are prehospital deaths from
accidental injury preventable? BMJ 1994;308:1077-80.

The NHS: last act of a Greek
tragedy?

Government that puts money into
redressing inequalities is worthy of
support

Editor—How sickeningly predictable is the
editor’s response to more funding for the
NHS.1 Having spent decades demanding
more money; the journal then rubbishes the
government that finally comes up with it;
predicting that the much loved British insti-
tution is going to sink.

Primary care groups were formed only
last year, and fundholding unravelled at the
same time. Since then, in my primary care
group, we have put in place “gold standard”
care for diabetes, which will reduce morbid-
ity and mortality, and reviewed funding at
practice level to ensure it is led by workload
and needs. Furthermore, we are set to
launch a primary care group wide pro-
gramme for the management of ischaemic
heart disease and asthma, which should be
up and running by Christmas. This was
done with no expectation of the kind of
funding announced recently and was about
a desire to achieve high standards for its own
sake.

I would remind the editorial board of
the BMJ that the only reason that there has
been criticism of this government about
mortality from heart disease and cancer is
because clinical outcomes have been
prioritised—for decades, it was only money
which mattered.

I also remind you of the fiasco of the
Tomlinson report of 1994, which pushed
down bed numbers in London relentlessly
despite protest from general practitioners,
hospital juniors, and patients, and in the face
of a 300% rise in the use of the emergency
bed service. Well paid researchers and man-
agers, who did not bear the clinical
responsibility for 95% bed occupancy,
insisted on this policy until the current gov-
ernment was persuaded by the evidence to
abandon it; it has since published accurate
estimates of bed numbers which have been
most unfairly used against it.
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If the current leadership of the medical
profession wants something to really
whine about, the displacing of the current
administration and the installation of
the Conservative Party’s leader, William
Hague, and his party colleagues will give it
to them in abundance; but I will not be
among those assisting Mr Hague to achieve
his ambition.

For those of us working in the inner city
a government that finally recognises the link
between health and social deprivation (see
the lecture given by the Health Secretary,
Alan Milburn, to the London School of Eco-
nomics on 8 March 2000) and puts money
into redressing these inequalities is worthy
of support. The remaining years of my prac-
tice will be a challenge to make that which is
good better—a prospect that I had hardly
dared to contemplate.
Ruth Brown general practice principal
Lisson Grove Health Centre, London NW8 8EG

1 Editor’s choice. The NHS—last act of a Greek tragedy? BMJ
2000;320:1246-50. (1 April.)

Creativity is not valued in public sector

Editor—With reference to the editor’s
comments on the government’s increased
funding for the NHS,1 raising the morale
of the NHS workforce is now imperative.
The direct affirmation of this by the King’s
Fund is a breath of fresh air in an
environment where, despite the prime min-
ister’s recent statement about a feature of
Britishness being creativity, the exact oppo-
site is the experience of many in the public
sector.

Many caring “canaries” are breathing
their last in an atmosphere of top down,
reactive, and downstream attitudes. In the
past few months I have read about two doc-
tors who committed suicide and two young
teachers who left suicide notes mentioning
impending Ofsted inspections.

Instead of revaluation and plaudit, we
have revalidation and audit. Instead of advo-
cacy and support, we have governance and
punishment. We need all these surely, evenly
applied, if we are to achieve a balance?

Of course, we all want to live in a
healthier culture where care is more evenly
apportioned and better delivered, but the
evidence is mounting that this will be
increasingly realisable through the motiva-
tion of individuals, teams, and collaborations
in a culture of respect and not by the
constant politicisation of the NHS, short-
term populist agendas, and high tech medi-
cal interventions.

It is not as if most people, including
healthcare professionals, wish to be medio-
cre. It is rather that most have high hopes
and aspirations initially, to then have them
frequently frustrated and dashed by training
and working in an uncaring system. The fact
that the doctor described as exemplifying
“patient centred behaviour” and “patients’
unvoiced agendas” is known to me and has
just left the NHS for precisely these reasons
is a glaring demonstration of the truth of
this.

The fact that the NHS Executive still,
after many years of lobbying by many
concerned individuals and organisations,
has produced barely an inch of movement
in a positive direction on the morale and
health issue of the NHS workforce and the
introduction of an independent occupa-
tional health service, is indicative of the truth
of what the King’s Fund is saying.

We know enough about human needs
and aspirations to be moving this forward.
With less unhappiness, people would be
more fulfilled, more productive, and less
inefficient.

Many of us are highly committed to this
issue, and the endorsement of the need for a
new approach is warmly and genuinely wel-
comed.
Chris Manning co-chair, PriMHE (Primary care
Mental Health Education)
Hampton Wick, Kingston upon Thames KT1 4AS
chris.manning@primhe.org

1 Editor’s choice. The NHS—last act of a Greek tragedy? BMJ
2000;320:1246-50. (1 April.)

NHS should be abolished

Editor—The NHS is not the subject of a
Greek tragedy, only an anachronism.1 It
served the purposes of a nation exhausted
by war in 1948. It is ill suited to the needs of
one of the richest free market economies in
the world. All discussion of the NHS is so
bedevilled by Orwellian doublethink that it
needs to be stated loud and clear: the NHS is
long past its sell by date and should be
abolished.

I put forward some propositions for
discussion.
x The NHS is not good value for money. It
is cheap because it provides a low level of
service
x The NHS is not the “envy of the world.”
British people are, rather, travelling else-
where to get their treatment
x The general practice service rations care
and limits access to specialist opinion, and
hence is loved by the government as it saves
money
x General practitioners are forced to be
“Jacks of all trades,” which is impossible in
modern medicine
x It is insulting to a learned profession and
its clients to expect a professional medical
opinion to be given in a pressured 10
minute interview
x A general practitioner cannot be
expected to be a paediatrician, obstetrician
and gynaecologist, general physician, and
surgeon rolled into one
x General practitioners working in groups
should specialise, so that someone with a
sick child sees a doctor who sees sick
children every day. Much of the work
presenting at practices can be done by
nurses while doctors get on with being
doctors
x The concept of family medicine should
be abandoned. When I see a doctor I want
my complaint put right, I do not want a dis-
cussion with a social worker. A good doctor
takes a family history

x Central manpower planning has failed. It
is a device to ration the supply of doctors,
which should be opened up to market pres-
sures, so that, for example, there are more
than enough orthopaedic surgeons to satisfy
the demand for joint replacements, cardi-
ologists and cardiac surgeons for heart
disease, and so on. Plenty of doctors are
keen to train for these specialties. The NHS
will not, and cannot, pay for them
x There is nothing morally wrong with
having a basic tax funded service to ensure
that life saving care is available to all while
other treatments are provided by an
insurance based system. People can then get
what they want without interminable and
distressing waiting. Why are men going to
France for their prostate operations?
x The medical profession does not want to
lose the NHS because it provides secure
employment for life—and a copper bot-
tomed pension to round it of—but I fear that
it no longer serves the needs of our patients
as it should.
F S Goldby retired consultant physician
Bury St Edmunds, Suffolk IP33 2BN
Stephen@goldb.freeserve.co.uk

1 Editor’s choice. The NHS—last act of a Greek tragedy? BMJ
2000;320:1246-50. (1 April.)

Students learn infection
control on the job
Editor—Those of us involved in teaching
medical students and dealing with provision-
ally registered house officers frequently
bemoan their total lack of knowledge of
infection control. Imagine our delight here in
Bristol suddenly to find medical students to
whom MRSA, VRE, MDRTB, and C difficile
are not part of a foreign language and hand-
washing is not a totally alien concept. Have
they all been on the road to Damascus?

No, the answer is one of basic econom-
ics. Since the abolition of grants and the
introduction of tuition fees medical students
have been moonlighting as paid healthcare
assistants. Healthcare assistants are now at
the forefront of nursing and were recently
targeted by this trust as a group in need of
infection control training. For whatever rea-
son, these medical students are more
susceptible to absorbing microbiological
instruction via this alternative pathway.
Perhaps this way of teaching reaches the
parts that other ways cannot reach.
Robert C Spencer infection control doctor
robertcspencer@bristolphl.freeserve.co.uk
Christine Perry senior infection control nurse
Elizabeth Connelly infection control nurse
Elizabeth Bowden infection control nurse
United Bristol Healthcare Trust, Bristol Royal
Infirmary, Bristol BS2 8HW
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