
categorises new medicines in relation to clinical need.8

A small working group consisting of paediatricians, the
Association of the British Pharmaceutical Industry, and
the Faculty of Pharmaceutical Medicine was estab-
lished following the conference to try and take the
matter forward.

As a paediatric clinical pharmacologist I have a
clear conflict of interest in that I wish to ensure that
appropriate clinical trials are carried out. However, as
a parent and a paediatrician I have a bigger conflict of
interest in that I wish to ensure that children receive
medicines that have been proved to be effective, safe,
and of high quality. Medicines are clearly essential for
the care of children. These medicines need to be
tested scientifically as part of a controlled clinical trial.
The alternative is to continue to force paediatricians
to use these medicines without an evidence base. Such
a situation has already resulted in the death of at least
15 children from the use of propofol as a sedative in
critically ill children.11 If propofol had been studied as
part of a clinical trial, one death would have led to an
urgent reappraisal of the trial and treatment. We
cannot allow the lives of other children to be put at

risk by not establishing an evidence base for the use of
medicines in children.

Imti Choonara professor in child health
University of Nottingham, Derbyshire Children’s Hospital, Derby
DE22 3NE
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Ten years of German unification
We need to know more about the impacts on health

Ten years ago last month the postwar division of
Germany came to an end. Less than a year after
the fall of the Berlin Wall, the two halves of

Germany became a single state. In a decade during
which Europe was characterised by immense social
and political transition, the experience of the people of
the former German Democratic Republic was unique.
Institutions and policies developed over 45 years of
communist rule were swept away almost at once.
Although neighbouring countries, such as Poland and
the Czech Republic, underwent rapid change, none
could compete with the scale of the East German tran-
sition. It would be surprising if social and economic
transition on this scale had not had an impact on the
health of those living in the former East Germany. Ten
years on, it is beginning to be possible to assess what
this impact has been.

The scenes in Berlin on the night the wall fell testify
to the initial euphoria that accompanied unification.
Access to the immense resources of the Federal
German Republic seemed to offer the “best of all pos-
sible post-communist worlds.”1 Within a few months a
more realistic assessment emerged. Monetary union in
July 1990 protected the savings of the former East
Germans but also triggered collapse of the economy in
the east. Low quality East German goods could not
compete internationally when priced at western levels.
Within a year industrial output had fallen by half. Over
a third of the preunification workforce of 9.8 million
were out of work by the end of 1992.

The pace of change required “pragmatic solu-
tions.”2 A transfer of the West German model of health
care was almost inevitable, leaving little space for solu-

tions that took account of local context. The basic
elements of the Federal German model were adopted
by early 1991. The old system of polyclinics and related
facilities gained a five year reprieve, but otherwise the
new system in the east was almost exactly the same as
in the west. The eastern part of Germany still lags
behind the west economically, but, in many respects,
the two are now indistinguishable.

The immediate post-unification period was charac-
terised by an increase in deaths in the east, with life
expectancy falling by almost a year among men,
although by only 0.1 year among women.3 This was
owing primarily to a rise in deaths from injuries and
violence, reflecting the sudden availability of western
cars4 but also to an increase in homicides.5 This
worsening mortality pattern has resolved, although
deaths from injuries have only now returned to their
pre-transition levels. The rapid transition did, however,
usher in a period of sustained improvement in health
that exceeded even the most optimistic predictions.
Between 1992 and 1997, life expectancy at birth
increased by 2.3 years in males and by 2.4 years in
females, substantially more than in Poland, Hungary,
or the Czech Republic.3 The improvement was mainly
due to fewer deaths from injuries and violence among
young men and from cardiovascular diseases among
men and women aged 55 years and over. These
changes were accompanied by a decline of a third in
neonatal mortality, largely due to improved survival at
low birth weights.6

What specific factors account for these changes?
The reduction in deaths from cardiovascular disease is
not unique and is also apparent in countries such as

Editorials

BMJ 2000;321:1094–5

1094 BMJ VOLUME 321 4 NOVEMBER 2000 bmj.com



Poland and the Czech Republic.7 8 The most likely
explanation is a rapid change in diet, reflecting greater
availability of fruit and vegetable oils. Similar dietary
changes have taken place in east Germany.9 The preva-
lence of hypertension has also fallen among eastern
men, although it has increased slightly among
women.10

A second factor seems to be an improvement in the
quality of medical care. For example, a substantial
decline in deaths from testicular cancer has been
attributed to wider access to modern drugs.11 Improve-
ment in the quality of care provided to low birth weight
babies seems the likely explanation for much of the
improvement in neonatal mortality, a phenomenon
also seen in the Czech Republic.12 Finally, a general
improvement in living standards among elderly people
seems to have contributed to the fall in deaths at older
ages.

The old system may, however, have had some
advantages that now risk being lost. Smoking rates
among eastern women increased from 20.5% in
1990-2 to 29.1% in 1998.13 Previously high immunisa-
tion rates against pertussis have fallen after unification,
resulting in an increase in incidence rates of about
10-20 times in school aged children since 1989.

In all these areas there are, however, many
unanswered questions. Ten years on much has been
written about the political, social, economic, and indus-
trial consequences of German unification. Perhaps it is
now time to learn more about its consequences for
health.

Ellen Nolte research fellow
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Taking heart failure seriously
Diagnosis and initiation of treatment are the aspects to concentrate on

Heart failure is common, serious, and treat-
able,1 2 so great efforts should be made to
manage it correctly. In this issue Mason et al

point out that fear of side effects may be a major
barrier to the use of angiotensin converting enzyme
inhibitors by general practitioners (p 1113).3 However,
management is not just about prescribing the correct
treatment; it also involves obtaining a proper
diagnosis.

An estimated 10 million patients in Europe have
heart failure secondary to left ventricular systolic
dysfunction.1 2 They are dwarfed by the estimated addi-
tional 40 million who have symptoms and signs of
heart failure2 but in whom the diagnosis is subse-
quently refuted by investigation4 or attributed to
another cause such as “diastolic” heart failure,2 a
condition that is not known to respond to angiotensin
converting enzyme inhibitors.5 Only once a diagnosis
of heart failure has been established and underlying
left ventricular systolic dysfunction confirmed is
treatment with a combination of angiotensin convert-
ing enzyme inhibitors and â blockers (Cochrane
reviews in preparation) generally appropriate.

Who then should manage patients with suspected
or confirmed heart failure? The diagnostic burden of

suspected heart failure is about 50 000 patients per
million population, of which about 10 000 will have
heart failure due to left ventricular systolic dysfunc-
tion.2 Any plan that hopes to manage patients with
suspected heart failure properly must involve many
healthcare workers.

Most cases of heart failure are diagnosed during a
hospital admission—56% according to surveillance
studies in UK general practice6 and 82% according to
epidemiological data.7 Presentation is often acute and
secondary to myocardial infarction or to atrial fibrilla-
tion. An average British district general hospital can
expect to manage over 1000 deaths and discharges
related to heart failure a year,8 and in many more cases
the diagnosis will be suspected but refuted. In these
cases diagnosis and initiation of treatment should be
the responsibility of hospital doctors. Unfortunately,
few patients are admitted under consultants with a
specific interest in cardiovascular disease, and appro-
priate investigation or initiation of recommended
treatment is often neglected.9 Primary care physicians
have an important role in identifying and rectifying
these omissions.

Many suspected cases of heart failure will be seen in
primary care that require the diagnosis to be excluded.

A table of
hypotensive events
in various studies
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Editorials

General practice
p 1113

BMJ 2000;321:1095–6

1095BMJ VOLUME 321 4 NOVEMBER 2000 bmj.com


