
young adults that starting drug treatment for life in
people in their 30s costs up to £1m ($1.4) per year of
life extended.15 Until the price of statins comes down a
lot, this is not a reasonable expenditure of medical
resources.

Of course, people who are well off can ignore con-
cerns of cost. In a world that allows statins to be bought
over the counter, they could also bypass the need to
persuade a physician to prescribe them. But the prob-
lems of deciding who should be treated and how to
monitor adverse effects underscore the wisdom of the
Food and Drug Administration’s conclusion to leave
decisions about taking statins in the hands of
healthcare providers.

However, this does leave us with the obligation to
do it right. Many people who could substantially
benefit from statins are not getting them, perhaps due
to a lack of understanding by physicians or to
organisational and fiscal policies that do not support
prevention.4 16 It is time to get serious about identifying
and removing these obstacles. Physicians must do a
better job of following practice guidelines for using
statins to treat undesirable cholesterol concentrations
in people at substantial risk of coronary events over 10
years, including most patients with a history of coron-
ary disease and a good many (mostly older) people
who may soon develop it.

Stephen B Hulley department chair
Deborah Grady vice chair
Warren S Browner associate professor, medicine
Department of Epidemiology, Biostatistics, and Medicine, University of
California San Francisco, School of Medicine, 500 Parnassus Avenue,
420 MU-W, San Francisco, CA 94143-0560, USA

1 Smith SC. A symposium: expanding the impact of statin therapy: would
patients benefit from broader treatment and access? Am J Cardiol
2000;85:1-23E.

2 Hebert PR, Gaziano M, Chan KS, Hennekens CH. Cholesterol lowering
with statin drugs, risk of stroke, and total mortality: an overview of rand-
omized trials. JAMA 1997;278:313-21.

3 Gordon DJ. Cholesterol lowering reduces mortality: the statins. In:
Grundy SM, ed. Cholesterol-lowering therapy: evaluation of clinical trial
evidence. New York: Marcel Dekker, 2000:299-311.

4 Majumdar SR, Gurwitz JH, Soumerai SB. Undertreatment of hyper-
lipidemia in the secondary prevention of coronary artery disease. J Gen
Intern Med 1999;14:711-7.

5 Schrott HG, Bittner V, Vittinghoff E, Herrington DM, Hulley S.
Adherence to national cholesterol education program treatment goals in
postmenopausal women with heart disease. JAMA 1997;277:1281-6.

6 Pignone M, Phillips C, Mulrow C. Use of lipid lowering drugs for primary
prevention of coronary heart disese: meta-analysis of randomised trials.
BMJ 2000;321:983-6.

7 Downs JR, Clearfield M, Weis S, Whitney E, Shapiro DR, Beere PA, et al.
Primary prevention of acute coronary events with lovastatin in men and
women with average cholesterol levels: results of AFCAPS/TexCAPS.
JAMA 1998;279:1615-22.

8 Jackson R. Guidelines on preventing cardiovascular disease in clinical
practice. BMJ 2000;320:659-61.

9 Wallace EJ, Ramsay LE, Haq I, Ghahramani P, Jackson PR, Rowland-Yeo
K, et al. Coronary and cardiovascular risk estimation for primary preven-
tion: validation of a new Sheffield table in the 1995 Scottish health survey
population. BMJ 2000;320:671-6.

10 Avins AL, Browner WS. Improving the prediction of coronary heart dis-
ease to aid in the management of high cholesterol levels: what a
difference a decade makes. JAMA 1998;279:445-9.

11 Ulrich S, Hingorani AD, Martin J, Vallance P. What is the optimal age for
starting lipid lowering treatment? A mathematical model. BMJ
2000;320:1134-40.

12 Pedersen TR, Wilhelmsen L, Faergeman O, Strandberg TE, Thorgeirsson
G, Troedsson L, et al. Follow-up study of patients randomized in the
Scandinavian simvastatin survival study (4S) of cholesterol lowering. Am J
Cardiol 2000;86:257-62.

13 Hunninghake DB, Stein EA, Dujovne CA, Harris WS, Feldman EB, Miller
VT, et al. The efficacy of intensive dietary therapy alone or combined with
lovastatin in outpatients with hypercholesterolemia. N Engl J Med
1993;328:1213-9.

14 Furberg CD, Herrington DM, Psaty BM. Are drugs within a class
interchangeable? Lancet 1999;354:1202-4.

15 Prosser LA, Stinnet AA, Goldman PA, Williams LW, Hunink MGM, Gold-
man L, et al. Cost-effectiveness of cholesterol-lowering therapies accord-
ing to selected patient characteristics. Ann Intern Med 2000;132:769-79.

16 Hoerger TJ, Bala MV, Bray JW, Wilcosky TC, LaRosa J. Treatment
patterns and distribution of low-density lipoprotein cholesterol levels in
treatment-eligible United States adults. Am J Cardiol 1998;82:61-5.

Another look at visual standards and driving
Better tests are needed to determine driving ability

The law in the United Kingdom requires that a
car driver must be able to read, in good daylight
with the aid of corrective lenses if necessary, a

vehicle number plate containing letters and figures
79.4 mm high at a distance of 20.5 metres. This is a test
of binocular static visual acuity and corresponds to a
geometric visual angle of 6/15 Snellen acuity. (In the
United States this translates into the equivalent of the
20/20 notation, in which the measurement is
expressed at a test distance of 20 feet rather than 6
metres as in the Snellen notation. In other parts of
Europe people use both the Snellen notation and a
system of expressing the visual angle as a decimal frac-
tion—for example 6/6 = 1 6/12 = 0.5 6/60 = 0.1. The
rest of the world uses the Snellen notation.) Because of
differences in letter types the driving visual test is clini-
cally similar to a Snellen acuity of approximately 6/10.1

These tests should be performed with both eyes
open because the acuity of the better eye when tested
separately is often different from the binocular visual
acuity. This is the result of interactions in the visual
cortex between the input from each eye. The lack of
equivalence between performance in the Snellen
acuity test and the number plate test is highlighted in

the paper by Currie et al (p 990).2 The paper also
emphasises how this discrepancy causes different
healthcare professionals to give drivers widely conflict-
ing advice about their driving fitness based on
measurements of visual acuity.

The Royal College of Ophthalmologists in the
United Kingdom has recommended that the minimum
visual field permissible for safe driving is at least 120° on
the horizontal meridian with no significant field defect
within 20° of fixation. When a driver who is visually
impaired fails to meet these standards and is advised to
give up driving it is difficult to justify this restriction of
freedom on the basis of scientific literature. Retrospec-
tive studies of large numbers of drivers show only a weak
association between a reduction in static visual acuity3–6

and increased crash rates. No significant increase in col-
lision rates generally exists when 6/12 is used as a cut-off
point to predict the ability to drive safely.3 4 7

Studies that have examined visual field loss and the
history of drivers’ crashes have also failed to show a
significant relationship.3 4 6–8 These negative findings
may partly be explained by the unsophisticated
methods used to assess the visual field,3 4 8 poorly con-
trolled testing conditions8 and failure to adjust for the
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amount of miles that a person drives.6 8 When modern
methods were used to examine the visual field of
10 000 drivers, severe binocular field loss was
associated with a 100% increase in crash rates.9 Unfor-
tunately, these authors did not define “severe binocular
field loss.” This association between peripheral field
loss and increased crash frequency has been confirmed
by some investigators5 but not others.6 7

It is difficult to establish the relation between visual
impairment and crash rates because visually impaired
drivers tend to restrict their driving habits and change
their behaviour to compensate for their visual loss.8 10 11

Crashes are fortunately rare events with multiple
causes, and the effects of a driver’s visual impairment
are dwarfed by other factors such as the annual
mileage driven, the driver’s age, inattention, intoxica-
tion, and speeding. Furthermore, it is unsurprising that
it is difficult to predict crash rates from measures of
static visual acuity and the peripheral visual field since
these indices do not reflect the visual, perceptual, and
cognitive complexity of the driving task. There is some
evidence that relicensing policies based on measure-
ments of static acuity and visual field reduce accidents
on the road.12 However, many drivers who fail these
requirements are at no greater risk of being involved in
a crash than a road user who is not visually impaired.
Although the relationship between reduced acuity,
visual field loss, and crash rates is weak, relaxing the
requirements further cannot be justified because it
would lead to a small increase in crash frequency. As
the population ages so the incidence of visual
impairment will increase, and with it the number of
drivers who are unfairly debarred.4–7

The solution to this problem lies in the use of cog-
nitive and perceptual tests that are better predictors of
crash involvement. These may take the form of more
sophisticated tests of vision,5 7 driving simulator assess-
ments,12 driving tests on the road,13 or other objective
measures of performance.14 In a retrospective study of
an older population a test of central processing time,
divided attention, and peripheral discrimination
abilities within the central part of the visual field corre-
lated highly with crash frequency over the preceding
five years.5 A further prospective study shows that over
a three year follow up a poor performance in this test
was associated with a doubling in the relative risk of

crash involvement.7 No association was found between
visual acuity or field measurements and crash rates for
the same population.

In the short term the low cost, widespread
acceptance, and availability of static visual acuity and
perimetric measures justifies their use. But other tests
should be developed to help determine the driving
ability of people who do not meet the current
standards and, when appropriate, allow them to retain
their licences.

Meanwhile the Driver and Vehicle Licensing
Authority in the United Kingdom should monitor and
audit the results of the current visual requirements. It
should collect data to confirm that there is at least
some benefit for society from the devastating effect that
removal of a driving licence can have upon a visually
impaired individual.
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Headaches after diagnostic dural punctures
Smaller, atraumatic needles and protocols for early treatment should reduce morbidity

In a dural puncture a needle is passed through the
dura mater into the cerebrospinal fluid within the
spinal canal. It is commonly performed and is

indicated for diagnostic lumbar puncture, spinal
anaesthesia, myelography, and intrathecal chemo-
therapy. The most common adverse event after the
procedure is a headache. This occurs in about a third
of patients after diagnostic lumbar puncture in an
ambulatory setting with a 20 or 22 gauge standard
Quincke bevel spinal needle.1

The aetiology of the headache from the dural
puncture is most likely related to the hole left in the

dura after the needle has been withdrawn. This allows
the cerebrospinal fluid to leak out of the subarachnoid
space, which depletes the “cushion” of fluid supporting
the brain and its sensitive meningovascular covering,
resulting in gravitational traction and the classic head-
ache, which is made worse when the patient is upright
and relieved on lying down.2 The headache, the onset
of which is often delayed for 24 to 48 hours, usually
lasts for one or two days and is frequently severe
enough to immobilise the patient.3 Rarely, it can persist
for a year or more and if untreated can predispose to
subdural haematomas.4 5 In one survey of 14 people
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