
Using patient identifiable data without consent

Obtaining individual consent may hinder
studies

Editor—The editorial by Al-Shahi and
Warlow is timely and well argued.1 The
implications of a strict requirement for writ-
ten consent from patients in observational
and epidemiological research are extremely
serious. Research in histopathology would
be particularly severely affected. It is
essential that patients’ consent is obtained in
interventional studies or where information,
or, in the case of pathology, tissue, is
collected solely for the purpose of research.
However, applying this requirement for
every study of archived biopsy, surgical or
necropsy tissue blocks, or review of patient
records, where diagnosis has been made and
where patient management will not be
affected, is impracticable.

Studies of archival material have been
the core of research in histopathology. A
glance at the methods section of the papers
of any pathology journal reveals that most
have used archival tissue with no indication
that specific patient consent has been
obtained. For recent issues of the Journal of
Pathology, Histopathology, and the Journal of
Clinical Pathology the proportions of archi-

val, non-consented research were 9/16, 9/9,
and 11/13 papers, respectively.

Until now, this form of research has
been simple and cheap to undertake, and
has provided valuable information on the
causes and pathology of many human
diseases. It is unlikely that any of the large
studies of gastric biopsies, cancers, etc would
have been conducted had every patient or
their relatives had to be contacted to obtain
consent. We would be left with only anecdo-
tal information on which to base prognosis
and treatment for many common cancers
and we would know much less about many
common diseases. Despite considerable
problems in obtaining funding for research
in histopathology, authors in the United
Kingdom continue to produce papers of
high quality, but it is doubtful that this will
continue if individual consent for each study
becomes a legal requirement.

Either a general consent for use of
residual tissues for research should be
allowed or alternatively the NHS needs to
fund the staff necessary to obtain the consent
from central or regional research and
development budgets, which could be
accessed by researchers wishing to undertake
archival studies. This would, however, be both
cumbersome and costly. If observational
research in pathology or other subjects and
epidemiological studies are to be outlawed,
the public interest will be damaged and
patients in the future will be the losers.
Phillip Cox consultant pathologist
Birmingham Women’s Hospital, Birmingham
B15 2TG
PHILLIP.COX@bham-womens.thenhs.com

1 Al-Shahi R, Warlow C. Using patient identifiable data for
observational research and audit. BMJ 2000;321:1031-2.
(28 October.)

Argument for consent may invalidate
research and stigmatise some patients

Editor—We would like to congratulate
Al-Shahi and Warlow on their editorial.1 A
blanket requirement for anonymisation of
data and informed consent from all partici-
pants to use identifiable data about them
would jeopardise the methodological integ-
rity of research and audit. This point has
been highlighted during our recent work.

Patients with schizophrenia suffer from
increased physical ill health and excess mor-
tality.2 3 As such patients increasingly rely on
primary care for their physical health care, it
is important to audit that the care they
receive is comparable to that of patients who

are not mentally ill. Our study, addressing
this issue, was a case-matched retrospective
review of primary care records. Local
research ethics committees originally
requested that patients provide consent. But
systematic bias could invalidate the findings
of observational studies if people were
excluded because they did not consent.1

Obtaining consent heightened this risk in
our study for two reasons. Firstly, we are
examining care given to patients—those
feeling strongly about this (having had very
good or poor care) may be more likely to
consent. Secondly, study patients have
schizophrenia and characteristics of the dis-
ease themselves—for example, paranoia—
may reduce the likelihood of unwell patients
consenting. Therefore, consenting patients
could be less ill and better approximated to
the control population. The need for
consent may minimise the effect observed,
potentially invalidating the results.

Production of substandard flawed
research is less ethical than the use of
anonymised data by professional research-
ers. Mental health research poses unique
problems, and adopting the argument for
consent may further stigmatise an already
stigmatised group by the production of low
quality research. After discussion, the three
local research ethics committees we
approached agreed with this. We were also
confused by the Data Protection Act 1998
while trying to clarify whether our research
fell under the umbrella “necessary for medi-
cal purposes.” Practice recruitment was
hindered by our inability to give firm
guarantees about the work not breaching
the Data Protection Act. We agree that the
law needs clarification, to protect both
researchers and the public. It may be appro-
priate for a committee to be appointed to
review protocols prospectively in a similar
manner to research ethics committees. We
aim to research issues of clinical importance
and attempt to select the most robust meth-
ods. It is inappropriate for researchers to
have to choose between adopting a weaker
and biased method or risk breaching the act.
Lesley Roberts research associate
l.m.roberts@bham.ac.uk

Sue Wilson senior research fellow
Department of Primary Care and General Practice,
University of Birmingham, Birmingham B15 2TT
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Integrity of communicable disease
surveillance is important patient care

Editor—As Al-Shahi and Warlow point out
in their article there are conflicting goals: the
drive toward greater patient autonomy and
the wish to maintain an evidence base for
medical practice by collecting and interpret-
ing observational data.1 Both are important,
but the former should not needlessly
jeopardise the latter.

The General Medical Council’s guid-
ance acknowledges the legal requirement
for local statutory notification of certain
infectious diseases without explicit consent
(paragraph 43).2 But non-statutory labora-
tory and clinical reporting systems have
added appreciably to our understanding of
communicable diseases. There is great
concern that bias will arise in national
reporting of incidents of infectious disease,
either as a consequence of patients not
agreeing to their infections being reported
or because clinicians do not have the time or
the opportunity to obtain explicit consent.
Both will diminish, and potentially destroy,
the surveillance of communicable diseases.
In the short term, there might be failures to
recognise or mount timely responses to
adverse reactions to vaccines or to outbreaks
of infectious disease, especially those that do
not form local clusters but occur as a series
of apparently sporadic cases countrywide.
Only rigorous national surveillance and
national collation of data will identify these
events as coming from a common source.3

At the surveillance centres we rely on
the goodwill of health professionals for
prompt reports of communicable diseases.
We are aware that all data relating to
individual patients must be secure. Some
within the healthcare professions, and some
patients, however, feel that patients’ right to
privacy overrides the need to maintain
surveillance. In response to such concerns
we are continuing to seek ways of reinforc-
ing the security of data entrusted to us.

The consequences if the surveillance of
infectious diseases unravels include reduced
quality or even loss of trend data; absence of
monitoring residual incidence of infections
preventable through immunisation pro-
grammes and inability to monitor effective-
ness and safety of vaccines; delayed response
to outbreaks; incomplete national data on
HIV and other infectious diseases with seri-
ous long term consequences; possible
failure to recognise imported and nosoco-
mial infections and zoonoses; and inability
to monitor effectiveness of interventions
such as infection screening.

Just as detrimental in the long term
would be loss of familiarity among health
professionals with the epidemiology of
infection, resulting in inferior care of
patients and their contacts. The integrity of
surveillance of communicable diseases is as
important to the care of individual patients
as to the health of the community as a
whole. Strict precautions are already in place
to protect confidentiality. Insisting on
explicit individual consent as a prerequisite
to the reporting of infectious diseases will

serve neither patients’ interests nor the
wider public health.
Barry Evans Caldicott guardian
Public Health Laboratory Service Communicable
Disease Surveillance Centre, London NW9 5EQ

Colin N Ramsay Caldicott guardian
Scottish Centre for Infection and Environmental
Health, Glasgow G3 7LN
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2 General Medical Council. Confidentiality: protecting and pro-
viding information. London: GMC Publications, September
2000.

3 Rushdy AA, Stuart JM, Ward LR, Bruce J, Threlfall EJ,
Punia P, et al. National outbreak of Salmonella senftenberg
associated with infant food. Epidemiol Infect 1998;120:
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Authors’ reply

Editor—We are delighted by the supportive
responses to our editorial. It is surely
testament to the far-reaching implications of
strict confidentiality and data protection
guidance that authors from so many other
disciplines have echoed our concerns:
pathology, public health laboratory sciences,
primary care and general practice, and
unpublished electronic responses from
oncology and clinical audit.1 This further
reinforces the need for urgent action to pro-
tect the wide range of activities carried out
by bona fide professionals with a utilitarian
desire to improve the public health.

It is absolutely essential that policy-
makers and the public are fully aware of the
detrimental effects of excluding people—
who cannot, or do not, consent—from
ethically approved and peer reviewed obser-
vational studies (authorisation bias). As Cox,
Roberts and Wilson, and Evans and Ramsay
persuasively argue, studies subject to such
bias may generate the wrong conclusions,
thereby discriminating against current and
future patients. The profound impact of
authorisation bias does not seem to be as
clear to policymakers as it does to research-
ers, perhaps due to the sparse literature on
the subject.2 We encourage anyone con-
cerned about this issue to explore their own
datasets for authorisation bias and publish
their results. Moreover, this concern needs
to be explained more to the public both in
the national press3 and by doctors when
seeking their patients’ consent.

Legislation and professional guidance
on confidentiality and data protection have
both moved on since our editorial. Clause
59 of the Health and Social Care Bill now
enables the health secretary in England to
sanction the use of patient-identifiable infor-
mation for medical purposes in the interests
of improving patient care or in the public
interest.4 The General Medical Council has
given cancer registries a breathing space
until October 2001 in which to put
appropriate mechanisms in place for seek-
ing and recording consent according to
their guidance on confidentiality. But surely
registries of all important diseases, and not
just cancer, should be included?
Nevertheless, any observational study will
struggle to avoid authorisation bias under
the GMC’s terms.

We would welcome a return to prag-
matic guidance on the conduct of observa-
tional studies that both protected patients
and promoted medical progress.5 But for
now, will the medical community just stand
back and allow people, with the best of
intentions, to compromise the greater good
of research, disease surveillance, audit, and
clinical governance?
Rustam Al-Shahi MRC clinical training fellow
ras@skull.dcn.ed.ac.uk

Charles Warlow professor of medical neurology
cpw@skull.dcn.ed.ac.uk
Department of Clinical Neurosciences, Western
General Hospital, Edinburgh EH4 2XU
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Postherpetic neuralgia

Findings differ from earlier results

Editor—The article by Helgason et al
provides new data about the prevalence of
postherpetic neuralgia in Iceland.1 Their
findings differ markedly in some respects
from earlier retrospective findings. Two
points in particular are at variance with Brit-
ish and American studies. The first is the
proportion of patients with herpes zoster
who develop postherpetic neuralgia and its
duration. The Icelandic values are lower in
both categories than those previously
published from other countries.

A datum that is unfortunately missing
from all studies is the age at which
chickenpox, and therefore immunity, was
acquired.It iswellknownanecdotally thatpost-
herpetic neuralgia is both rarer and less
severe in people born on the Indian subcon-
tinent; and there is considerable evidence that
chickenpox occurs at a later age in this popu-
lation.2 Most doctors working in pain clinics
have seen patients with severe postherpetic
neuralgia of 20 or more years’ duration. Most
such patients have had their herpes zoster
when they were younger than 50 years.

The second point is that the intensity of
postherpetic neuralgia pain is rated as
considerably more severe by most European
and North American sources than it is by
Helgason et al. The mean visual analogue
pain intensity score of 246 successive
patients attending our centre for pain relief
was 86.2 at presentation, with 142 patients
having a score of over 90 (L Cossins et al,
fifth international congress on the pain
clinic, Jerusalem, 1992). Although herpes
antibody titres are probably a guide to the
severity of herpes zoster and postherpetic
neuralgia, this cannot be performed on
whole populations. It would be interesting to
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speculate, especially in view of the evidence
from the Indian subcontinent, whether the
age at which chickenpox occurs might give
some prognostic indication of the incidence
and severity of postherpetic neuralgia.
Might this differ in the isolated Icelandic
community in comparison with western
Europe and North America?

The associated editorial by Cunningham
and Dworkin advocates the pre-emptive use
of low dose tricyclic antidepressants along
with one of the newer antiviral drugs in the
treatment of herpes zoster and prevention of
postherpetic neuralgia.3 4 Since we have
urged primary care doctors in our area to
prescribe low dose tricyclic antidepressants
from the onset of herpes zoster, referrals to
our pain clinic for postherpetic neuralgia
have dropped from more than 100 per year
to fewer than 30 per year.
David Bowsher honorary senior research fellow
Pain Research Institute, University Hospital
Aintree, Liverpool L9 1AE

Competing interests: None declared.
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Prevalence of postherpetic neuralgia after a single episode
of herpes zoster: prospective study with long term follow
up. BMJ 2000;321:794-6. (30 September.)

2 Lee BW. Review of varicella zoster seroepidemiology in
India and Southeast Asia. Trop Med Int Health 1998;3:
886-90.

3 Cunningham AL, Dworkin RH. The management of post-
herpetic neuralgia. BMJ 2000; 321:778-9. (30 September.)

4 Bowsher D. The effects of pre-emptive treatment of
postherpetic neuralgia with amitriptyline: a randomized,
double-blind, placebo-controlled trial. J Pain Symptom
Manage 1997;13:327-31.

Authors’ reply

Editor—Bowsher’s suggestions regarding
the pathogenesis of the severity of pain after
zoster are interesting. Our study was not
designed to answer these questions, which
therefore warrant further studies. The age at
which children in Iceland acquire chicken-
pox is generally thought to be low and simi-
lar to northern Europe and the United
States. Most children acquire chickenpox
during the preschool years (aged from
about 18 months to five years). We have no
accurate data on this for most of our study
subjects. In another study (by us) into young
people who developed herpes zoster at a
younger age than 20 years, information on
age at time of chickenpox was available for
77 children.1 Their mean age at the time of
chickenpox was 3.1 years.

Contracting chickenpox late in life may
be protective against postherpetic neuralgia,
but that is not likely to have been the case for
our study population. We share with
Bowsher his recommendation of prescrib-
ing a low dose tricyclic antidepressant from
the onset of herpes zoster but point out that
these recommendations are based on only
one study.2 Further research is thus needed
on the protective effects of tricyclic antide-
pressants on the development of posther-
petic neuralgia.
Sigurdur Helgason general practitioner
Johann A Sigurdsson professor
johsig@hi.is
Department of Family Medicine, University of
Iceland, IS-105 Reykjavik, Iceland

Competing interests: SH has received honoraria
from GlaxoWellcome for lecturing on herpes zoster.
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Pathogenesis of postherpetic neuralgia
should be determined

Editor—The article by Helgason et al
suggests that postherpetic neuralgia is infre-
quent and benign.1 This has not been our
experience. In a community based study
conducted over the past two years, general
practitioners in East London referred acute
cases of shingles for evaluation. Of 247 cases
referred, 202 (84%) were confirmed as shin-
gles by immunofluorescence and polymer-
ase chain reaction. A total of 136 patients
with a laboratory diagnosis have been
followed up for six months and 134 for a
year. Most patients (68%) were treated with
aciclovir or analogues in therapeutic doses
by their general practitioners. Patients were
asked to report the presence of pain at six
weeks, three months, six months, and 12
months, and the severity was assessed by
subjective evaluation including interference
with daily activities, visual analogue scores,
and McGill questionnaires.

We found that of those aged 50 years
and over, 15% (12/79) still had pain at six
months and 12% (9/77) at one year. This is
comparable with the Icelandic study, in
which 8% of patients over age 50 still had
pain at 12 months. The fact that 16% of
patients with shingles in our study were
wrongly diagnosed suggests that the figure
for postherpetic neuralgia reported by Hel-
gason et al is low. In contrast to the findings
of the Icelandic study, our data suggest con-
siderable morbidity from postherpetic neu-
ralgia. Ten per cent of older patients (8/79)
still required analgesia at six months and 8%
at one year (table).

Postherpetic neuralgia was severe
enough to interfere with daily activities,
including sleep, in 9% (12/136) of our
cohort at three months and 7% (9/136) at
six months. The incidence of prolonged
postherpetic neuralgia in our cohort, most
of whom received antiviral treatment, is

comparable with that in treated groups
reported in other studies and lower than is
seen in most untreated groups.2 3 This would
tend to support a role for antivirals in
prevention of postherpetic neuralgia, and
we therefore caution against abandoning
their use in vulnerable groups. We agree
with the editorial and commentary that
more work is now needed to determine the
pathogenesis of postherpetic neuralgia and
to improve early identification of those at
most risk of prolonged pain.
Judith Breuer consultant in virology
breuer@mds.qmw.ac.uk

Fiona Scott research nurse in virology
Mary Leedham-Green data manager in virology
Department of Medical Microbiology, St
Bartholomew’s and the London Hospital Medical
School, London E1 1BB

Competing interests: FS is supported in part by an
educational grant from GlaxoWellcome.
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Treatment with amitriptyline is cheaper
than with aciclovir

Editor—Helgason et al report a low
incidence of postherpetic neuralgia and
suggest that as the absolute benefits of anti-
viral drugs are small, they may not be neces-
sary.1 They do not, however, mention
evidence that the antidepressant amitriptyl-
ine also prevents postherpetic neuralgia2;
neither do they estimate the cost of
treatment. Our best estimate of the effective-
ness of antiviral drugs is that oral aciclovir
started within 72 hours of the onset of
symptoms, reduces the incidence of pain at
six months by 46%.3 Our best estimate of the
effectiveness of amitriptyline 25 mg a day in
postherpetic neuralgia is that it reduces the
incidence of postherpetic neuralgia at six
months by 55% if started at presentation
and continued for 90 days.2 Consideration
of the resource implications may clarify the
relative merits of the interventions. A course
of aciclovir costs £93.12 and 90 days’
treatment with amitriptyline £0.77.

Using the estimates of Helgason et al of
the incidence of postherpetic neuralgia at
one year, we can calculate the numbers
needed to treat to prevent a case of post-
herpetic neuralgia and the prescribing costs
per case prevented (table). About 130
patients aged 70 or over will have to be
treated with aciclovir to prevent one case of
postherpetic neuralgia: a cost per case
prevented of £12 146. About 109 patients
aged 70 or older will have to be treated with

Cost per case of postherpetic neuralgia prevented

Age (years)
Prevalence of pain
at 12 months (%)

Aciclovir Amitriptyline

No needed to
treat

Cost per case
prevented (£)

No needed to
treat

Cost per case
prevented (£)

60-69 1.5 146 13 563 122 93

>70 1.7 130 12 146 109 83

Numbers (percentages) of patients with
postherpetic neuralgia who required analgesia
after shingles by age

Time after
shingles Age <50 (n=57) Age >50 (n=79)

6 weeks 2 (3.5) 25 (32)

3 months 1 (1.8) 15 (19)

6 months 2 (3.5) 8 (10)

12 months 2 (3.5) 6 (8)*

*Data missing on two patients.
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amitriptyline to prevent one case of post-
herpetic neuralgia: a cost per case prevented
of £83.
Tom Marshall lecturer in public health medicine
Department of Public Health and Epidemiology,
University of Birmingham, Birmingham B15 2TT
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Why burden the pain clinic?

Editor—Cunningham and Dworkin’s advice
is stark and unequivocal: patients who get
troublesome postherpetic neuralgia should
attend pain clinics.1 They have mentioned
antidepressants in passing, but only as
possible prophylactic drugs; they have not
mentioned gabapentin at all. Yet these two
drugs can be used in a general practice
setting. Antidepressants for postherpetic neu-
ralgia were comprehensively dealt with in an
editorial in the BMJ three years ago.2 Gaba-
pentin is effective and improves mood, sleep
quality, and quality of life.3 It is licensed and
has few side effects. Pain clinics are over-
stretched, waiting lists ridiculously long, and
many consultants who run them read the
BMJ. Such a journal should not be making
out that the pain clinic is a sort of “black box”
into which readers can pass specific troubles:
it should be disseminating evidence based
knowledge to a wide readership.
Rory Greer specialist registrar
Andrew Severn consultant
asevern@ageanaesthesia.demon.co.uk
Pain Clinic, Royal Lancaster Infirmary, Lancaster
LA1 4RP
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Could fewer islet cells be
transplanted in type 1 diabetes?

Insulin independence should be
dominant force in islet transplantation

Editor—Waugh is correct in saying that
demand for islet transplantation will exceed
supply and the ratio of risk to benefit should
be balanced for the individual patient.1

Balancing the societal benefit of cost and
utility hinges more on the definition of suc-
cess. Accepting glucose stability rather than
insulin independence has been discussed
among our group but in the first instance we
believe that freedom from insulin should be
the goal. Unfortunately, the fact that few

patients given islet transplants during the
past two decades have become insulin inde-
pendent has affected advances in the
discipline. If we lower the goal posts now,
when outcomes of islet transplantation have
been radically transformed, this could delay
advances further.

Transplantation of islets is beginning to
emerge as an alternative treatment to
transplantation of the whole pancreas in
highly selected patients with type 1 diabetes.
The risks associated with chronic long term
immunosuppression are much less readily
accepted by patients if freedom from insulin
is not the predominant goal. Rather than
accept second best, intensive research to
expand the quantity of transplantable islet
mass, coupled with anti-inflammatory
strategies designed to promote the engraft-
ment and long term survival of islets after
implantation, will in time provide similar suc-
cess with single donors. The goal posts of islet
transplantation should not be lowered in
favour of a subtherapeutic implant mass, at
least until these avenues have been explored.
James Shapiro Hunterian professor of surgery,
department of surgery
amjs@powersurfr.com

Edmond Ryan associate professor of medicine,
department of medicine
Garth L Warnock professor of surgery, department of
surgery
Norman M Kneteman professor of surgery,
department of surgery
8440 112th Street, University of Alberta,
Edmonton, Alberta, Canada T6G 2B7

Jonathan Lakey assistant professor of surgery
Gregory S Korbutt associate professor of surgery
Ray V Rajotte professor of medicine and surgery
Surgical-Medical Research Institute, 1074
Dentistry-Pharmacy Building, University of Alberta,
Edmonton, Alberta Canada T6G 2N8
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Author’s reply

Editor—I welcome the comments from
Shapiro et al and wish them well with the
research into harvesting outlined in their
second paragraph. Better retrieval of islet
cells would, however, not remove the
question of best possible use. The cells could
still be used for individually optimal use for
one patient (insulin independence), or
perhaps to provide less good results (good
control but continuing injections) for two.

There are several research questions.
Firstly, what do people with type 1

diabetes think? Would they prefer one
person to have insulin independence, or two
to have good control but still need
injections?

Secondly, what dose of islet cells is
needed for very good control—and hence
what options are available with one donor?

Thirdly, we need an economic study
taking into account all costs and benefits,
including quality of life impacts of insulin
injections and immunosuppressant medica-
tions, good control of diabetes with reduction
of both short and long term complications,
and adverse effects of immunosuppression.
Some of these questions may be unnecessary

if islet cells can be grown in vitro, as envisaged
in a review by Serup et al.1

Norman Waugh senior lecturer
Southampton Health Technology Assessments
Centre, Wessex Institute, University of
Southampton SO16 7PX

1 Serup P, Madsen OD, Mandrup-Poulsen T. Islet and stem
cell transplantation for treating diabetes. BMJ
2001;322:29-32. (6 January.)

Non-combatants are often
injured while clearing mines
Editor—Having worked for the HALO
Trust—a British mine clearance organi-
sation—as doctors (SH, EC) and mine clear-
ers (PJ) in various parts of the world, we were
interested in Hanevik and Kvåle’s paper on
landmine injuries.1 We were surprised that
most injuries were pattern 3 type as this type
is uncommon in most populations after
conflicts.2 3 We suspect that the explanation
given by the authors, of accidental handling
of landmines, is incorrect, and we offer an
alternative.

In our experience of countries after war,
the returning civilians commonly attempt to
clear landmines themselves as there is
usually a delay before formal landmine
clearance operations start. The population
must clear essential buildings and water
sources and establish supplies of food; it is a
calculated risk. These operations are usually
attempted by young males, often with disas-
trous consequences. The high incidence of
pattern 3 injuries reported by the authors
may be due to the deliberate handling of
munitions by young men trying to make an
area safe for their community.

We have found that pattern 3 is a
common injury type among professional
de-miners. The high incidence of this injury
pattern in a young male civilian population
suggests that these civilians have been
engaged in amateur mine clearance. This
underlines the diverse dangers of landmines
to non-combatants and reflects the need for
the prompt intervention of professional
mine clearance agencies once the conflict
has been stabilised.
Shehan Hettiaratchy research fellow
Division of Plastic Surgery, Massachusetts General
Hospital, Harvard Medical School, Boston, MA
02114, USA
shehan.hettiaratchy@tbrc.mgh.harvard.edu

Eddie Chaloner managing director
Medical Diversity Ltd, London W2 3NA

Phil Jones former operations officer, HALO Trust
c/o Naval and Military Club, London SW1Y 4JU

1 Hanevik K, Kvåle G. Landmine injuries in Eritrea. BMJ
2000;321:1189. (11 November.)

2 Coupland RM, Korver A. Injuries from antipersonnel
mines: the experience of the International Committee of
the Red Cross. BMJ 1991;303:1509-12.

3 Chaloner EJ, Mannion SJ. Antipersonnel mines: the global
epidemic. Ann R Coll Surg Engl 1996;78:1-4.

Africa deserves better
treatment from the West
Editor—HIV infection and AIDS have
reached a critical level in Africa. We all know
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that the most important tool we have is
health education to create awareness about
the disease and make people change their
attitudes and eventually their practices, but
more has still to be done.

As Editor’s choice of 6 January pointed
out,1 HIV/AIDS is wiping out the cream of
the continent—teachers, doctors, and farm-
ers. The option of prevention has long
passed for many. Any amount of education
cannot bring back their lives; they can
only be taught not to pass the disease on to
others.

Doesn’t the West think that a single life
matters? Now millions in Africa are on death
row. What does the West have to say about it?
How about the babies born infected through
no fault of their own? How much do people
in the West talk about mad cow disease in
Europe, which does not, as HIV/AIDS does,
wipe out a whole generation? Anyone who
has the means to save people from dying at
the rate that they are in Africa and holds
back is perpetrating genocide. Some of the
West’s wealth was built with the gold and
diamonds of Africa and by African slaves
breaking their backs in their plantations.
Africa’s younger generation deserves better
treatment from the West.

The West is saying that even if it makes
drugs available in Africa we in Africa don’t
have the means to deliver them to our
patients. What nonsense. How about when
the West sold the most modern war machin-
ery to Africa? The world recently witnessed
one of the most sophisticated wars between
Ethiopia and Eritrea. Ethiopia has the infra-
structure to fly its jet planes. If the West
makes the drugs available I am sure that we
can deliver them, though we might need a
little help to do so.

You in the West must rally round to save
lives in Africa. Forget about patents; put
patients first. This time it is not about money,
it is about lives.
Yohannes Damtew Tefera editor in chief, Journal of
Ethiopian Medical Practice
PO Box 9051, Addis Ababa, Ethiopia
Yohannes@dr.com

1 Editor’s choice. Africa: a continent for the millennium. BMJ
2001;322(7277). (6 January.)

Osteoporosis is a risk factor,
not a disease
Editor—The principal results of the Medi-
cal Research Council’s trial of mild hyper-
tension were published in 1985.1 Many at
the time were disappointed by the modest
benefits of treatment, particularly for the
cardiovascular (as opposed to the cerebro-
vascular) system. This work has resulted in
re-evaluating how to prevent stroke and
myocardial infarction. Hypertension is not
of course a disease but one of several risk
factors for stroke and coronary heart
disease, and we as doctors can now give
accurate assessments of absolute and rela-
tive risks to individual patients. This in turn
allows us to focus our advice and treatment
more appropriately.

As Masud and Francis point out in their
editorial on the increasing use of peripheral
bone densitometry,2 osteoporosis describes
the bone mineral density when it falls below
an arbitrarily defined threshold. It is not a
disease in its own right. Like hypertension it
is a risk factor, one of several which may lead
to the patient having a fracture.

Bone density scanning is popular. It is
popular with doctors and patients as it gives
a number which they believe they under-
stand, with government as it can be used as a
measure of activity in fracture prevention,
and with hospitals as it generates income.
Bone density scanning is, in short, sexy.

Bone density is, however, at risk of
becoming the only treatable end point.
Experience with hypertension and diabetes
has shown that treating single risk factors
yields poor results. For example, falls are
crucial in the genesis of many fractures yet
prevention of them is rarely discussed. All
too often clinical decisions on treatment are
based not on risk evaluation but on bone
density values. Treatment is almost always
with drugs, and doctors cannot be sure that
their advice on the timing of treatment is
appropriate at least in the case of hormone
replacement therapy.

Masud and Francis point out the
difficulties associated with measuring bone
density and interpreting its results. As they
state, fracture prevention is a multifactorial
problem. They offer the prospect of risk
evaluation based on multifactorial analysis
to give both absolute and relative risks.
Widespread screening should not be pro-
moted until such risk evaluation is possible.
When it is, doctors will be able to advise
people at high risk about the appropriate
mode of intervention and its timing and
avoid overtreating those at low risk.
K E Pearce general practitioner
Harrow, Middlesex HA2 6HL
oo77@dial.pipex.com

1 Medical Research Council Working Party. MRC trial of
treatment of mild hypertension: principal results. BMJ
1985;291:97-104.

2 Masud T, Francis RM. The increasing use of peripheral
bone densitometry. BMJ 2000;321:396-8. (12 August.)

Refugee doctors find it hard to
get back into practice
Editor—Cheeroth and Goraya reflect on
the issue of asylum seekers and refugee doc-
tors.1 As a refugee doctor myself, I have
some experience of what happens.

I graduated from the University Hospi-
tal Centre of Tirana, Albania, and then
worked for 18 months as a senior house
officer. I have been an asylum seeker in the
United Kingdom for the past three years
and at the moment am working as a nursing
assistant in the oncology day care at the
Harley Street Clinic. Since arriving in
Britain I have passed the International Eng-
lish Language Testing System test with
distinction twice (in June 1997 and, because
the first certificate expired after two years, in
January 2000). The General Medical Coun-

cil will grant me limited registration as soon
as I am offered a job, possibly a recognised
training post.

It is not clear from the article that the
council will not grant limited registration to
doctors who have passed the Professional
and Linguistic Assessment Board test unless
they have a job offer. Applying in open com-
petition without registration for a post, and
coming from a current employment like
mine, means that there is no chance of
getting a job. I don’t feel that I have been
equal with other doctors who have gone for
the same job as me.

The article suggests that clinical attach-
ments are helpful. But most trusts charge
overseas doctors up to £200 a week for such
attachments. Doctors in these posts do not
get paid for their work; that is fair enough if
they are receiving benefit, but what if they
are not, as in my case? How are we supposed
to live? Another issue with regard to clinical
attachments is that overseas doctors are not
legally covered to see patients in these posts.
How are they going to learn?

The NHS is short of junior doctors, and
there may be 1000 refugee doctors in the
United Kingdom. We could help if the
various bodies such as the GMC, the BMA,
and the Department of Health got together
and resolved this issue; it would not cost
anything near the £200 000 and five years
that it takes to train a student through medi-
cal school.

NHS Carriers runs adaptation courses
for nurses who want to get back into
practice, and nurses are paid while doing
them. Perhaps something similar could be
organised for asylum seekers and refugee
doctors.
Genc Rumani healthcare assistant
Harley Street Clinic, Oncology Day Care, London
W1G 8PP
grumani@hotmail.com

1 Cheeroth S, Goraya A. Refugee doctors. BMJ
2000;321(classified section 21 Oct):2. www.bmj.com/cgi/
content/full/321/7267/S2-7267

High dose methylprednisolone
must be given for 24 or 48
hours after acute spinal cord
injury
Editor—Short’s letter about the use of ster-
oids for acute spinal cord injury1 leads me to
question the quality of the purported
systematic review that she and colleagues
carried out. Trials were missed, and the
authors relied heavily on uncontrolled or
historically controlled case series and
seemed to depend on cat experiments to
evaluate risk of mortality.

Since the original trial of high dose
methylprednisolone was published2 it has
been repeatedly documented that the
second national acute spinal cord injury
study included a subgroup analysis, which
was specified in the protocol. This analysis
was to test the rather obvious hypothesis
that earlier administration of methylpred-
nisolone might lead to greater efficacy.3
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Eight hours was the (only) dichotomy
analysed because it was the closest whole
number to the median time between injury
and the start of methylprednisolone. Subse-
quent trials in the national study, and other
trials, used the eight hour window as an eli-
gibility criterion and in so doing also specifi-
cally tested the eight hour hypothesis.
Contrary to Short’s statement, all the tested
and reported comparisons were conducted
in randomised patients.

Mortality data are available from three
trials and show a relative risk of 0.54 (95%
confidence interval 0.24 to 1.25) for death by
six months after injury when 24 hour high
dose methylprednisolone is compared with
placebo or nothing.4 The relative risk of
overall mortality at one year in patients
treated with 48 hour versus 24 hour high
dose methylprednisolone is 1.11 (0.46 to
2.66). Thus there is no evidence in the litera-
ture on human spinal cord trials to raise
concern about mortality. In all of these trials
the absolute mortality among all patient
groups is lower than might be expected
from previously reported case series.

Evidence from all trials of acute spinal
cord injury continues to indicate significant
improvement in neurological motor function
after high dose methylprednisolone is given
for 24 or 48 hours.4 5 Any new assessment of
methylprednisolone and spinal cord injury
might consider why the only documented
pharmacological treatment to offer some
improvement in neurological recovery with-
out significant risk of harm is being denied
some patients. People who continue to be
uncertain about the role of methylpred-
nisolone should conduct randomised con-
trolled trials that address their concerns.
Michael B Bracken professor of epidemiology and
neurology
Yale University School of Medicine, Department of
Epidemiology and Public Health, PO Box 208034,
New Haven, CT 06520-8034, USA
michael.bracken@yale.edu

Competing interests: Professor Bracken is principal
investigator of the three North American national
acute spinal cord injury trials, which were funded by
the United States National Institutes of Health. He is
an occasional paid consultant to Pharmacia-
Upjohn, which is one of the manufacturers of
methylprednisolone.

1 Short D. Use of steroids for acute spinal cord injury must
be reassessed. BMJ 2000;321:1224. (11 November.)

2 Bracken MB, Shepard MJ, Collins WF, Holford TR, Young
W, Baskin DS, et al. A randomized controlled trial of
methylprednisolone or naloxone in the treatment of acute
spinal cord injury: results of the second national acute
spinal cord injury study. N Engl J Med 1990;322:1405-11.

3 Bracken MB. Methylprednisolone and spinal cord injury.
J Neurosurg Spine 2000;93:175-8.

4 Bracken MB. Pharmacologic treatment for acute spinal
cord injury. (Cochrane review.) Cochrane library. Issue 3.
Oxford: Update Software, 2000.

5 Tator CH, Fehlings MG. Review of clinical trials of neuro-
protection in acute spinal cord injury. Neurosurgical Focus
1999;6:1-14(article 8). Available at www.neurosurgery.org/
focus/jan99/6-1-8.html

Television programmes could
market breast feeding
Editor—Henderson et al’s paper looking at
how breast feeding and bottle feeding are
represented in the British media raises no

surprises.1 Perhaps this is the time for health
authorities to consider working with the
media to create and implement a social
marketing initiative, using positive health
messages, in soap operas or other pro-
grammes.

South Africa had an excellent social
marketing initiative when I was there in
1996. Called “Soul City,” it was based around
eight key health messages, of which breast
feeding was one. It was targeted at low
income women aged 18-35 through a televi-
sion soap opera, Soul City, with a tie-in
radio programme and a specially written
magazine.

In Britain, as happened in South Africa,
market research would need to be done to
ascertain the sorts of programmes that the
target group watches and how these could
benefit from input. Henderson et al’s paper
is a good starting point. It would seem from
this that working mothers from “ordinary”
backgrounds need to be portrayed posi-
tively, breast feeding at home and using a
breast pump at work. The difficulty would be
in convincing writers and producers to
accept input without compromising their
creativity. A financial contribution towards
script development might have to be
included in the budget for any such health
promotion initiative.

No matter how well mothers are
prepared for breast feeding prenatally, and
how much support they receive while in
hospital, after discharge they are likely to
abandon breast feeding early unless wider
community attitudes unsupportive of breast
feeding change.
Virginia Thorley lactation consultant, private practice
PO Box 10118, Brisbane, Queensland 4000,
Australia
vgthorley@ozemail.com.au

1 Henderson L, Kitzinger J, Green J. Representing infant
feeding: content analysis of British media portrayals of
bottle feeding and breast feeding. BMJ 2000;321:1196-8.
(11 November.)

Medical software’s free future

All software developed at public’s
expense should be licensed as open
source

Editor—The open source model for soft-
ware is so sensible that it is bizarre that
closed source models have held sway for so
long.1 Unfortunately, the title of Carnall’s
editorial gives the impression that open
source software costs you nothing. This is
not generally true. Open source software is
“free as in speech, not as in beer.”2

Commercial companies can make
money out of open source software by
charging for services such as distribution,
warranties, support, installation, and tailor-
ing. But these fees are likely to have some
relation to the work involved. The up-front
licence fees charged for closed source
software are out of line with the cost
structure. In no other industry are the prod-
ucts deliberately kept secret when that

secrecy cannot be justified by safety or secu-
rity concerns.

An obvious route forward for the public
sector would be to state that all software
developed at the public’s expense be
licensed as open source, although the
General Public License may not be the opti-
mum licence.3 Licensing the software as
open source provides optimum protection
for the taxpayer; crown copyright, as it is
currently used, does not do this. The gift cul-
ture ethos of the open source movement
should fit in well with that of the NHS. As
Carnall has argued elsewhere, “Open source
is the future: all we have to do is build it.”
Tim Benson consultant in healthcare informatics
Abies e-Health, London NW11 0LR
tb@abies.co.uk

1 Carnall D. Medical software’s free future. BMJ
2000;321:976. (21 October.)

2 Raymond ES. The cathedral and the bazaar. Sebastapol, CA:
O’Reilly and Associates, 1999.

3 Di Bona S, Ockman S, Stone M, eds. Open sources: voices of
the open source revolution. Sebastapol, CA: O’Reilly and
Associates, 1999.

More and better programmers are
needed

Editor—Carnall is correct when he says
that the NHS is having problems with
software procurement, but his view of open
source development is too rosy.1 Any large
data handling project is a huge undertaking
and needs expert developers, who have to
make a living. The NHS simply does not
employ these people in quantity, and it
seems unlikely that developers working else-
where will program software for altruism’s
sake. As with all open source projects, these
developers would gain income from sup-
port, leaving us just as tied in to their system
as to any other and still paying for the
system. Free software is free as in “free
speech.’’

The idea that having the source code
would allow us to fix problems and take over
the system’s development is again optimistic.
Reading code written by another developer,
even if it is well structured, is extremely diffi-
cult. Bugs are as likely to be introduced as
fixed.

The real problem with lots of the
software used in the NHS is that it is badly
written. Because we need so much so
quickly, large numbers of low ability
programmers can make money with low
quality software. The ubiquity of Microsoft
Windows as a desktop operating system,
with its visual development tools, has meant
that it is frighteningly easy for someone with
little or no knowledge of good system design
to turn out, say, a database. Often such
systems work well in the author’s setting,
with the constant support and tweaking that
that brings, but they are incapable of
configuration for a different site with
different requirements.

The real cost of a data system is the cost
of collecting and inputting the data, its real
value the information that you can get out of
it; the cost of licensing software is trivial in
comparison. The real software problem is
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that we need better programmers—lots of
them—and we need to pay for them.
Andrew Skinner consultant anaesthetist
Whiston Hospital, Liverpool L35 5DR
skinner@summerfld.demon.co.uk

1 Carnall D. Medical software’s free future. BMJ
2000;321:976. (21 October.)

Summary of rapid responses

Editor—We received 34 responses to this
editorial in addition to the letters published
above.1 Most (31) were in favour of a wider
adoption of free software in the healthcare
domain, but several authors raised notes of
caution.

Richard Stallman noted that the GNU
General Public License does not require
software authors to publish any changed
version of the software but compels them to
respect the freedom of their users if they do.
Steve Hajioff argued that free software did
not have clearly established lines of account-
ability in the event of error and that, as its
manufacturers’ main revenue stream is from
support, they have a perverse incentive to
increase the number of support calls.

Obstacles that still stand in the way of
the adoption of free software, according to
Saal Seneviratne, include primitive user
interfaces and inferior office software com-
pared with proprietary equivalents made by
companies such as Microsoft. Jan Paleta
noted that the costs of licensing software
tools are small in comparison to overall
costs of a project, and Iain Buchan, Jonathan
Honeyball, and Barry Tennison point out
that most commercial entities choose to
share the risk of maintaining critical
software by buying software and that if they
do not have software development as a
prime function they would pay more and
gain less than from using free software.
These contributions were themselves the
subject of debate: read it in full at
www.bmj.com/cgi/eletters/321/7267/976.
Douglas Carnall associate editor, BMJ

1 Electronic responses. Medical software’s free future.
bmj.com 2000;321 (www.bmj.com/cgi/eletters/321/
7267/976; accessed 19 Mar 2001).

Distinguishing between partial
seizures and panic attacks

Psychotic and behavioural symptoms are
also common in elderly patients

Editor—Thompson et al highlighted the
considerable challenge in differentiating
partial seizures from panic disorder and the
considerable overlap that exists between the
two disorders.1 Patients with these disorders
often present to old age psychiatry services
and, perhaps not surprisingly, show slightly
different psychopathology from that
reported by Thompson et al.

In a series of 69 elderly patients
identified through the Salford case register
presenting to the old age psychiatry service
with epilepsy (42 women), both generalised

anxiety disorder (18) and depression (18)
were common. Thirty three of these patients
had partial seizures, nine of whom (seven
women) presented with panic attacks. The
frequency of these attacks was less than
reported by Thompson et al, and five had
fewer than one attack every three months.
This no doubt contributed to the delay in
diagnosis.

As well as symptoms of panic, these
nine patients all had overt psychotic
symptoms and behavioural disturbance.
Three patients had delusions (paranoid,
grandiose, and of reference), which were
central to the clinical picture. Hallucina-
tions were seen in seven patients (olfactory
(three patients), auditory (two), and visual
(two)), and several patients had a complex
mixture of both delusional and hallu-
cinatory psychopathology. Six patients
described an aura, and three were noted to
have automatisms. In three patients the
original referral was precipitated by verbal
and physical aggression, and this group
presented particular management difficul-
ties. The initial electroencephalogram
showed epileptiform changes in five of
the nine cases, with abnormalities being
mainly on the right side (four cases). Three
patients met ICD-10 criteria for depressive
disorder, and three patients had a dementia
illness (Alzheimer’s, vascular, and alcohol
related).

The complex relation between partial
seizures and panic not only reflects the
direct association between the two but also
the independent relations that exist between
both conditions and the diagnosis of
depression, dementia, and alcohol misuse.
Clinicians need to be alerted to this
association not only in the clinical settings
highlighted by Thompson but also in
patients with more overt behavioural and
psychological disturbances, as these features
are common and seem to make diagnosis of
partial seizures more difficult.
Mark C Dale honorary senior lecturer
Fleetwood Hospital, Fleetwood FY7 6BE
mcdale@cybermail.uk.com

1 Thompson SA, Duncan JS, Smith SJM. Partial seizures
presenting as panic attacks. BMJ 2000;321:1002-3. (21
October.)

Epileptic panic attacks are not limited to
adults

Editor—Thompson et al pointed out that
similarities in the clinical presentation of
panic attacks and certain partial seizures can
lead to difficulties in their classification.1

Although we totally agree with this state-
ment, we feel uncomfortable about the list of
features typical of partial seizures that they
presented. Age over 45 years at onset does
not seem to be a distinctive feature of partial
seizures. Since the incidence of epilepsy
shows a bimodal distribution, with peak inci-
dences among elderly people and in early
childhood, partial seizures have to be
considered also in children and young
adults.2

We have recently seen a 7 year old boy
who had recurrent nightly and daytime

attacks with intense fear and vegetative
symptoms. Among other differential diag-
noses such as panic disorder, pavor noctur-
nus, and nightmares, an adjustment disorder
was suspected because of misleading psycho-
social circumstances (divorce of the parents).
The boy received psychotherapy for more
than two years without any effect on the
attacks. Focal epilepsy was diagnosed only
when two typical attacks with left temporal
ictal epileptic activity were recorded by long
term video electroencephalography. His
condition was successfully treated by anti-
convulsive drugs.

This case underlines the importance of
considering partial seizures at any age, espe-
cially when panic attacks fail to respond to
treatment. In addition to prolonged electro-
encephalography, as proposed by Thomp-
son et al, ictal video electroencephalography
may be needed to establish the correct
diagnosis.
H-J Huppertz resident
huppertz@nz.ukl.uni-freiburg.de

A Schulze-Bonhage resident
Epilepsy Centre, University of Freiburg, 79106
Freiburg, Germany

1 Thompson SA, Duncan JS, Smith SJ. Partial seizures
presenting as panic attacks. BMJ 2000;321:1002-3. (21
October.)

2 Camfield CS, Camfield PR, Gordon K, Wirrell E, Dooley
JM. Incidence of epilepsy in childhood and adolescence: a
population-based study in Nova Scotia from 1977 to 1985.
Epilepsia 1996;37:19-23.

Delivering bad news

Receiving bad news will always be
unpleasant

Editor—Bad news is called bad news
because it is . . . bad news. Most doctors are
excellent communicators, but they have to
give complicated, difficult, or unpleasant
news to people who are anxious or
frightened, or guilty or upset. The experi-
ence for patients or parents should be
awful.

The anonymous Personal View by a
patient diagnosed as having a sarcoma of
the hand shows several of the tensions
inherent in the doctor-patient relationship,
which are exacerbated under the circum-
stances described.1

Firstly, there is the arousal gap. Every
phrase, silence, and gesture is given a mean-
ing by the patient far beyond its intention.
The author complains about being ushered
in first. Had that not happened, presumably
the complaint would have been about being
kept waiting. The patient found the direct
eye contact and silences unnerving. The
alternative might also have been criticised
(“he avoided eye contact” or “he talked so I
couldn’t think or get a word in”).

Secondly, the author thinks that he or
she is a mind reader and the doctor should
be one too. The author complains about the
promised one month appointment taking
place after three months (was it promised or
just said?) and that the other people in the
room were not introduced. But why didn’t
the author ask why the appointment was
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longer and who the others were? The
doctor should have explained why the
appointment was delayed (but there turned
out to be more important issues to talk
about) and should have introduced the
other people in the room. But the
complaint might then have been, “he talked
about the waiting time and the other people
in the room when all I wanted to know
about was the biopsy result.”

Thirdly, the patient tells us that he or she
is a psychotherapist. I am unimpressed
when parents play the professional card. I
tell them that when I take my children to the
doctor I go as a parent, not a paediatrician. I
need someone to think with the head, not
the heart.

In the same issue of the BMJ a doctor
who became a patient wrote, “Let the
experts manage your treatment. . .. Embrace
the sick role. For the time being you are not
in control.”2 Despite training, the author of
the Personal View clearly does not recognise
the anger, guilt, and fear that are motivating
much of what is described, including the
petulant remarks about omniscience, which
belie the claims for professional recognition.
The BMJ could helpfully have asked the
orthopaedic surgeon to give his side of the
story.
Charles Essex consultant neurodevelopmental
paediatrician
Child Development Unit, Gulson Hospital,
Coventry CV1 2HR
c.essex@ntlworld.com

1 Delivering bad news. BMJ 2000;321:1233. (11 November.)
2 Hosking E-J. How to cope with time off sick [career focus].

BMJ 2000;321(classified section 11 Nov):2-3. www.bmj.
com/cgi/content/full/321/7270/S2-7270

Not all surgeons can counsel, and fewer
psychotherapists can operate

Editor—I sympathise with the experience
of the author of the Personal View in the
inability of his or her orthopaedic surgeon
to break bad news,1 but what did the author
expect?

In all my undergraduate and postgradu-
ate training I have never been taught how to
approach this subject. Some people have a
natural ability to be more sympathetic than
others, and some—such as the surgeon in
the article—do not. But does this really mat-
ter? In the ideal world all surgeons would, as
well as being technically brilliant, be
sensitive, gentle, caring, and understanding
people who were adept at counselling. To
some of us this may come naturally; to
others it may have to be taught. However, I
would rather have surgeons who had spent
more time improving their operative skills
than learning how to be a psychotherapist.

Assuming that all qualities are not often
found in one person, would the author of
the article rather have a rude, insensitive, but
competent surgeon or a gentle and sympa-
thetic one who couldn’t tie his or her
shoelaces let alone operate. I would specu-
late that most of the readers of the BMJ
would have no difficulty in deciding which
one to choose.

The author of the article is a psycho-
therapist and was looking for qualities in the

surgeon that psychotherapists deliver in
their own professional activities. The author
forgets, however, that sensitivity is the very
essence of a psychotherapist’s work while
surgery is the very essence of ours. Not all
surgeons can counsel, and even fewer
psychotherapists can operate.
Paul C Nolan consultant orthopaedic surgeon
Belfast BT9 6LP
paulnolan4@hotmail.com

1 Delivering bad news. BMJ 2000;321:1233. (11 November.)

Communication skills must be part of
medical education in all specialties

Editor—I read the anonymous Personal
View with sadness.1 At one level the doctor
whom the author is talking about has
succeeded in diagnosing and treating a
malignant sarcoma. He exhibited great
skill and technique, and the end result was
good. The surgeon won a victory and
cured the cancer. Surely we should be
celebrating?

Instead we see the results of failing to
communicate with the patient. The surgeon
seems not to realise that language is a
sharper and more dangerous instrument
than any scalpel. By his use of language he
has caused a wound to appear that need
never have been made. This is an iatrogenic
injury and should be regarded as badly
as any other unnecessary side effect of
medicine.

To receive my certificate of approval to
work as a general practitioner I had to
demonstrate basic competence in commu-
nication skills by means of a series of
videotaped consultations. So far as I know,
none of the hospital based specialties has
this requirement in their training pro-
grammes, even though all doctors are com-
municating constantly with their patients
and each other.

In the light of cases such as the one
described in this article, it is surely time
for teaching and formal assessment of
communication skills to be a key part of
undergraduate and postgraduate medical
education in all specialties.
Peter Davies general practitioner principal
Alison Lea Medical Centre, East Kilbride G74 3BE
alisonlea@aol.com

1 Delivering bad news. BMJ 2000;321:1233. (11 November.)

Empathy is important for
enablement
Editor—Reilly’s editorial on enhancing
human healing mentions the pilot work that
we have done on the impact of homoeo-
pathic consultations on patient enablement.1

“Enablement” describes the effect of a
clinical encounter on a patient’s ability to
cope with and understand his or her
illnesses.2

We collected 200 valid questionnaires
from 230 consecutive outpatients attending
the Glasgow Homoeopathic Hospital, an
NHS facility that integrates complementary

and orthodox approaches. Measures
included the patient enablement instru-
ment,2 perception of the doctor’s empathy,3

and knowing the doctor well.2

The mean consultation length was 56
min for new patients (n = 26) and 20 min
for follow up patients (n = 174). Enable-
ment was not directly related to length of
consultation but correlated with the
patient’s perception of the doctor’s empathy
(Spearman’s correlation 0.371, P < 0.001).
The overall average enablement score
(mean 4.7) was some 50% higher than the
average in primary care.2 Overall, 118 of the
200 patients rated the consultations at Glas-
gow Homoeopathic Hospital as better
(n = 66) or much better (n = 52) than their
usual consultations with their general prac-
titioners; 99 of the 118 rated the consulta-
tions as better (n = 38) or much better
(n = 61) than consultations with other
hospital specialists.

These findings suggest that empathy is
important in enabling patients; no patient
reported a high enablement score with a low
empathy score. Clearly the generalisability
of this association needs to be established in
other settings. In general practice, enable-
ment is enhanced by longer consultations
and continuity of care,2 and we are currently
investigating the role of empathy in this.

Empathy is often cited as a core value in
the health profession, yet its lack in modern
medicine seems to be widespread.4 The call
to integrate complementary treatments into
the NHS is one issue, but the organisational,
structural, and personal limitations that gen-
eral practitioners and hospital specialists in
conventional medicine face in trying to pro-
vide holistic care is a wider one. Needing to
prove that compassion is not a luxury but a
fundamental requirement of a healthcare
system is a damning indictment of our
current ways of thinking. Yet without the sci-
entific method and focused research, it
seems certain to slide from neglect5 to decay.
Stewart W Mercer health services research training
fellow
Graham C M Watt Norie-Miller professor
Department of General Practice, University of
Glasgow, Glasgow G12 0RR
Stewmercer@aol.com

David Reilly consultant physician
AdHom Academic Departments, Glasgow
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Radiation dose from depleted
uranium can now be measured
Editor—In her editorial about depleted
uranium McDiarmid agrees that there is no
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justification for any claims of radiation
induced lung cancer and leukaemia in veter-
ans of the Gulf war.1 She makes no mention,
however, of how individual radiation doses
can be measured in any screening of Gulf
war and Balkan veterans.

This is important not only for veterans’
peace of mind but also for medicolegal pur-
poses. For due process of law in the courts of
the United States and the United Kingdom,
where some veterans are currently taking
legal action for possible radiation induced
illnesses, depleted uranium must first be
ruled in before being ruled out if the doses
are found to be too low. Global dose
estimates or results of mathematical model-
ling are too inaccurate to be used as dose
values for an individual veteran. To date no
practical method has been proposed for
measuring the expected small doses
received by veterans.

I suggest that electron paramagnetic
resonance dosimetry using tooth enamel
would be an appropriate method. It has
already been used after the 1986 accident at
Chernobyl for some of the clean-up
workers and evacuees from the 30 km
exclusion zone.2 Electron paramagnetic
resonance dosimetry using tooth enamel
has also been used for some of those
exposed in the Techa river area and Mayak
facility in the eastern Urals, where Soviet
nuclear warheads were produced for many
years, resulting in widespread contamina-
tion. This was reported by a group at the
Institute of Metals in Ekaterinburg.3 The
research at Ekaterinburg has continued at
the National Institute of Standards and
Technology of the United States Depart-
ment of Commerce in Gaithersburg, Mary-
land, to which some of the Ekaterinburg
scientists have relocated.4

The national institute’s group can now
measure electron paramagnetic resonance
dose estimates down to a level of 20 mSv.2

The institute is organised such that, if
requested, it can undertake electron para-
magnetic resonance tooth enamel dosim-
etry for any source, including European
veterans. This was confirmed to me by
the chief of the ionising radiation division
at the institute (B Course, personal com-
munication, 1999). Hence at least one
centre can be incorporated into any screen-
ing programme for veterans; as the tech-
nology becomes more widely available
more facilities can be expected to be
suitable for this form of low level radiation
dosimetry.
Richard F Mould radiation scientist
Sanderstead, South Croydon, Surrey CR2 0DH
richardfmould@hotmail.com
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Trial experience and
recollection of consent
Editor—Elbourne et al in their article
discuss a common, and entirely avoidable,
problem.1 People asked to sign consent
forms, for both research and treatment,
often do not recollect the exact details later.
This is perfectly understandable. The cour-
teous and common sense thing to do is
surely to give all trial participants, parents of
children in trials, and ordinary patients not
in trials, a copy of the consent form they
have just signed. The form should be
accompanied by an information sheet
giving all relevant details (including ran-
domisation if any).

This should not replace verbal explana-
tion but supplement it. This strategy would
avoid much confusion, unhappiness, and
even perhaps litigation. It is amazing to us
that such a simple procedure, which is
routine in business transactions, is still not
observed routinely in clinical practice in the
United Kingdom.
Heather Goodare Chair
Breast UK (Breast-cancer Research Ethics and
Advocacy), Horsham, West Sussex RH13 6DF
hm.goodare@virgin.net
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CERES (Consumers for Ethics in Research),
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Most psychiatrists oppose plans
for new mental health act
Editor—In his editorial Szmukler
expressed concerns about government
plans to introduce legislation that would
enable the preventative detention of people
classified as having a dangerous severe
personality disorder.1 We believe that
most psychiatrists in Britain share these
concerns.

This view is supported by the results of a
survey that we conducted last year, which
entailed sending a brief questionnaire to
every consultant psychiatrist in England
and Wales. The questionnaire provided
background information on what at that
point was known about the proposals.2

We mailed the questionnaire to 2655
consultant psychiatrists and received 1171
(44%) replies. Overall, 735 (62%) responded
that they were against the plans, 230 (20%)
supported them, and 214 (18%) said that
they were unsure about them. In addition to
this, a substantial minority (363 (31%)) said
that they would be prepared to refuse to
implement this legislation, and 625 (53%)

wrote additional comments in a space
provided on the form. The most frequent
comment was that more information was
needed before a clear view about the
proposals could be reached. Many
expressed concerns about the reliability and
validity of this diagnosis. Others felt the
proposals were oppressive and anti-
therapeutic and would result in psychiatrists
becoming increasingly involved in the
process of social control. Few comments
in favour of reviewable detention were
made.

At a time when psychiatrists and other
healthcare professionals are rightly being
encouraged to practice evidence based
medicine, evidence concerning the man-
agement of people who are diagnosed as
having personality disorders remains
largely absent. What we do know is that dis-
crete personality disorders do not exist and
that levels of agreement between clinicians
about who should be classified in this way
are often no better than chance.3 4 Anti-
social personality traits tend to persist, and
no interventions have been shown to
change their course.5 Although society has a
right to be protected from those who com-
mit violent offences, the moral basis for
allowing the detention of those who have
not been convicted of a crime is as
questionable as the evidence to suggest that
the medical profession can be involved in
their “treatment.”
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