
Rapid assessment of chest pain

“Casualty” is outdated term for
“emergency medicine”

Editor—Rapid assessment of chest pain
continues to attract the attention of health-
care planners and providers involved in the
management of this common emergency.
Wood et al’s editorial on this subject makes
cogent arguments for a clinical trial to assess
the impact of rapid medical and surgical
management of exertional angina.1

We are concerned at the terminology
used by Wood et al. The term that they use—
“casualty”—is outdated and has long been
replaced by the term “accident and emer-
gency medicine” or, increasingly, “emer-
gency medicine.” It reflects ignorance of the
role that trained specialists in emergency
medicine have in the assessment of sus-
pected chest pain.

Modern emergency departments, under
the supervision of senior doctors trained in
emergency medicine, use a wide variety of
diagnostic tools not mentioned by Wood et al,
including cardiac markers and continuous ST
segment monitoring, to stratify risk for
patients presenting with chest pain. The
outmoded concept of casualty officers finding
it difficult to distinguish between cardiac and
non-cardiac pain fails to acknowledge the

developments in emergency medicine that
have taken place over the past two decades,
particularly in the assessment and manage-
ment of acute chest pain of suspected cardiac
origin by senior emergency physicians.

It is regrettable that the BMJ perpetuates
the use of such an outdated term as casualty.
All staff who deliver emergency care know
that specialists in emergency medicine
provide a specialist opinion for patients pre-
senting with acute chest pain. The role of
multidisciplinary care in the provision of
quality emergency medicine is a fairly mod-
ern concept. Cooperation and liaison
between emergency doctors and cardiolo-
gists in the management of patients with
chest pain is one example of this. It is disap-
pointing that this editorial has failed to
acknowledge the role of trained emergency
specialists.

We would appeal to the BMJ that the
term casualty as used in this editorial should
suffer a similar fate to the term “accident”
and be banished from use in the BMJ in the
future.2

John M Ryan chairman of publications committee
ryanj@pavilion.co.uk

John Heyworth president
British Association for Accident and Emergency
Medicine, Royal College of Surgeons of England,
London WC2A 3PN
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Chest pain clinics may be one step
forward, two steps back

Editor—We disagree with Wood et al on the
role of chest pain clinics in the rapid assess-
ment of pain.1 We believe that the value of
such clinics will be considerably reduced if
too much emphasis is placed on excluding
cardiac ischaemia without achieving a
definite diagnosis to explain the symptoms.

The authors’ comment purely from the
point of view of a cardiologist. They barely
mention non-cardiac chest pain and the role
of other medical specialists, which we think
are an essential part of all chest pain clinics.
We firmly believe that all patients with chest
pain should be initially reviewed in emer-
gency departments. Chest pain clinics in
Australia and the United States are for
inhouse referral only. General practitioners
do not refer patients directly to a chest pain
clinic when an urgent elective consultation
by a cardiologist can be arranged.

We believe that the authors greatly over-
state the reassurance given by rapid access
clinics. Most patients with non-cardiac chest
pain will have persistent symptoms, an
impaired functional status, and many repre-
sentations. The authors seem to be under
the misapprehension that if chest pain clin-
ics can rule out a cardiac cause, the job is
done. However, almost two thirds of all pres-
entations of chest pain to emergency
departments are non-cardiac in origin.2

Non-cardiac chest pain is a heterogene-
ous syndrome with considerable overlap of
symptoms, accounting for around 2-5% of all
emergency presentations.3 A greater empha-
sis on correctly diagnosing non-cardiac chest
pain is needed. If this is not done, many
patients will simply re-present. Up to 39% of
patients with chest pain present again to hos-
pital within four months.4 This causes
prolonged distress and reduced quality of life
and will overload the new clinics.

The issue of chest pain clinics is not sim-
ple. Concerns include a lack of reassurance
for patients with non-cardiac chest pain,
partly because the diagnostic process is
inadequate for this group. Long term
clinical outcome data and the related social
and economic costs are lacking. Non-cardiac
chest pain has for too long been viewed as a
difficult syndrome to diagnose and treat. An
adequately coordinated response to this
challenge does not exist. All health profes-
sionals need to work together to take the
next step forward.
Guy D Eslick Gastroenterological Society of Australia
biomedical scholar, department of medicine, University of
Sydney
eslickg@med.usyd.edu.au
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Wrong biochemistry results

Companies and Medical Devices Agency
must act to prevent wrong results

Editor—In their editorial Ismail and Barth
discuss the possibility of getting wrong
biochemistry results, particularly when
immunoassays are done.1 Laboratories try to
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detect these problems and provide an accu-
rate, clinically relevant result. But the large
number of assays done has resulted in wide-
spread reliance on automation, particularly
for hormones, and the “one size fits all”
approach inherent in this makes the
likelihood of inaccurate results quite high.

What is needed is fit-for-purpose assays
on these automated platforms. We are
aware, though, of the problems that this may
present: we have experienced difficulty in
persuading a company that the female
testosterone values that its machine pro-
duces are analytically incorrect and may lead
to inappropriate clinical action if preceded
by an oestradiol assay (table). The fact that
we elicited similar findings from other
centres through a computer mailbase and
added this weight of evidence to ours did
not matter to the company or, worryingly, to
the Medical Devices Agency.

Until companies recognise that, in a
clinical governance setting, no-blame
reporting is constructive criticism requiring
positive action, then inappropriate interven-
tions will continue to affect patients. More
critical oversight of analysis and its clinical
implications by the Medical Devices Agency
is vital. We need confidence that any
problem will be addressed either coopera-
tively or by effective monitoring.
Ian D Watson consultant biochemist
ian.watson@aht.nwest.nhs.uk

K Lawton principal biochemist
University Hospital Aintree, Liverpool L9 7AL
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Information on incidents with
consequences for health should be
collected centrally

Editor—Like Ismail and Barth, we expect
analytical interference in immunoassays to
have a greater impact in the future.1

Paradoxically, the increased degree of
automation has led laboratory managers to
believe that, once automated, assays no
longer need supervision by professionals
competent in immunoassay. Yet a vital com-
ponent of the immunochemical assay is
antigen-antibody reactions, which may be
influenced by several factors, including
patient-specific interference.

We disagree with the view that quality
assurance schemes can do little about this.
During the past five years the Swedish qual-

ity assurance organisation EQUALIS (exter-
nal quality assurance in laboratory medicine
in Sweden) has distributed serum samples
suspected of containing interferents, such as
heterophilic antibodies or antiligand anti-
bodies, as part of its endocrinology survey.

Participants are presented with a brief
history and are asked to provide results from
assays judged to be informative, together
with an evaluation of their data in relation to
the question at hand and suggestions for
further investigation. The data obtained
indicate whether generally available assay
methods are affected by patient-specific
interferents and which diagnostic compa-
nies are involved; they can also alert partici-
pants to the possibility that their results may
be compromised by analytical interference.

This scheme provides a comprehensive
laboratory evaluation of problematic sam-
ples not necessarily affected by interferents.
Practical knowledge regarding the detection
and elimination of interferents is also
highlighted at annual meetings for partici-
pants, which give opportunities for discuss-
ing information. The main drawback is the
limited number of participating laboratories
due to the limited amount of serum that can
be obtained from each patient.

The confusion created by false values
may result in missed diagnosis, unnecessary
prolongation of the laboratory investiga-
tions, or even incorrect treatment. For
instance, it was observed soon after the
introduction of an automated system for
thyroid hormone measurements that total
and free triiodothyronine values were much
too low in many patients.2 This information,
however, was withheld by the company con-
cerned, and evaluation of the results was left
to the doctors. Doctors must therefore be
informed of the risk of analytical interfer-
ence in methods used for laboratory
evaluation—for example, through journals.3

Diagnostic kits vary in their sensitivity to
analytical interference. The Food and Drug
Administration takes action against non-
serious diagnostic companies and prohibits
sales of unreliable products in the United
States.4 In Europe, however, this problem
has essentially been ignored. Hopefully,
future European Union directives on in vitro
diagnostic products will improve the situa-
tion. The vigilance procedure implies that
information on incidents with consequences
for a patient’s health should be collected and
evaluated centrally.5
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Interdepartmental cooperation may help
avoid errors in medical laboratories

Editor—Ismail and Barth in their editorial
on laboratory errors update our knowledge
on analytical interferences in immunoassays
and emphasise the need to alert clinicians to
possible, albeit rare, wrong biochemical
results.1 Kilpatrick and Holding report that
45% of results for urgent requests from acci-
dent and emergency units and 29% of those
from admission wards are never accessed
through the ward terminal.2 They emphasise
the need to control and improve all steps,
from requesting tests to interpreting results
and using the total testing process to
improving efficacy in the decision making
process and in the management of patients.

Although there are numerous studies on
errors in medicine, there is a shortage of sci-
entific evidence for documenting the types
of laboratory errors and their frequency, and
few studies consider the clinical impact of
laboratory errors on medical and economic
outcomes. However, a large percentage of
laboratory problems have been shown to
occur in the preanalytical and postanalytical
phases, with fewer mistakes occurring
during the analytical steps.3 4 As most of
these problems depend on flaws in health-
care systems rather than classic laboratory
errors, they should be defined as patient
investigation errors.

Moreover, these errors often affect the
management of patients, both directly and
indirectly, because they are associated with
inappropriate care, leading to negative
medical and economic outcomes.3 These
problems can be reduced by technological
improvements, mainly in information tech-
nology. For example, handwritten test
requests could be avoided, and bar codes
containing numerous data, including patient
identification and clinical details, could be
used. Tests could also be requested on a sin-
gle label, and results could be communi-
cated electronically. A large body of evi-
dence shows, however, that important
differences in the quality of laboratory

Readings showing that female testosterone
values may be analytically incorrect if preceded
by oestradiol assay

Example Testosterone
Oestradiol +
testosterone

1* 3.9 –

2 2.6 6.8

3 2.7 6.0

4 3.9 7.0

5 3.6 5.7

6 1.7 4.0

7 1.9 3.8

*Lead-in sample; same sample as in example 4.
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testing and in error rates depend on the staff
and their training.5

This underlines the importance of
human resources in preventing and correct-
ing laboratory errors. The greatest possible
reduction in laboratory errors is likely to
depend on interdepartmental cooperation
designed to improve the quality of the
collection of specimens and dissemination
of data. Further studies are therefore
required, and every effort should be made to
achieve a more satisfactory definition of
laboratory errors, which should be classified
on the basis of their real or potential effect
on patient outcomes. Moreover, remedies
should be found to reduce all errors in com-
mission and omission, particularly those
that are closely related to risk for patients.
Mario Plebani head
Department of Laboratory Medicine, University
Hospital of Padua, 35128 Padua, Italy

Pierangelo Bonini head
Department of Laboratory Medicine, Università
Vita-Salute San Raffaele, 20132 Milan, Italy

1 Ismail AA, Barth JH. Wrong biochemistry results. BMJ
2001; 323:705-6. (29 September.)

2 Kilpatrick ES, Holding S. Use of computer terminals on
wards to access emergency test results: a retrospective
study. BMJ 2001;322:1101-3. (5 May.).

3 Goldschmidt HMJ, Lent RW. Gross errors and work flow
analysis in the clinical laboratory. Klin Biochem Metab
1995;3:131-40.

4 Plebani M, Carraro P. Mistakes in a stat laboratory: types
and frequency. Clin Chem 1997;43:1348-51.

5 Hurst J, Nickel K, Hilborne LH. Are physicians’ office labo-
ratory results of comparable quality to those produced in
other laboratory settings? JAMA 1998;279:468-71.

Monitoring safety of over the
counter drugs

Patients could do more than just treat
themselves

Editor—Clark et al raise an important issue
related to the safety of drugs, both over the
counter drugs and those provided by a
pharmacy.1 As increasing numbers of drugs
are licensed to be sold over the counter,
there is a growing need for both the safety of
the drugs and their interactions with
prescribed drugs to be carefully monitored.

The solution proposed for pharmacy
medicines seems to me to be dogged by the
problems faced by current systems of
surveillance of prescribed drugs—that is,
under-reporting engendered by compli-
cated systems, the time lag, and expense.
Over the counter medicines present an even
greater problem.

The philosophy of switching to pharmacy
medicines or over the counter medicines is to
empower the patient to participate more fully
in his or her health care. Why not extend the
same philosophy to safety monitoring? A
card enclosed with the drug would invite all
users to register as consumers—we already do
this for consumer electrical products. Simple
postal questionnaires supplemented if neces-
sary by telephone follow up can provide good
quality data not only on side effects but also
on efficacy.2 My unit has conducted two
successful pilot studies based on this model
and is currently attempting to set up a full
scale trial.

Alan G Wade medical director
CPS Clinical Research Centre, Riverside MediPark,
Clydebank G81 4SA
alan@edgehill.demon.co.uk
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Over the counter medicines must be
treated like all other medicines

Editor—Many of those who read Clark et al’s
editorial on monitoring the safety of over the
counter medicines must have gained the
impression that no systems are in place.1 But
all pharmaceutical companies already have a
statutory compulsion to monitor and report
adverse drug reactions as part of obtaining a
marketing authorisation. In fact, all medicines
(prescription, pharmacy, and general sales)
are subject to exactly the same requirements
in terms of pharmacovigilance.

Furthermore, over the counter medicines
have always been included in the yellow card
scheme, and healthcare professionals are
encouraged to report adverse reactions on
these products. The inclusion of community
pharmacists in the yellow card scheme in
November 1999 provided an extra level of
vigilance for all medicines, including those
sold over the counter.

Although the yellow card scheme has the
limitations of any system that relies on spon-
taneous reports from healthcare profession-
als, these limitations are the same for both
prescribed and over the counter medicines.
Pharmacists are particularly well placed to
report adverse reactions associated with over
the counter medicines and are perhaps less
likely to display the diffidence and compla-
cency identified by Clark et al as reasons for
under-reporting by doctors.

Clark et al call for a practical yet scientifi-
cally robust method of safety surveillance for
medicines sold over the counter. Asking
pharmacists to record details of over the
counter purchases is anything but practical.
Furthermore, no evidence is given to support
the assertion that this would help ensure that
products are not used inappropriately or
would form part of a scientifically robust
method of safety surveillance. Community
pharmacists already supervise the sale of all
pharmacy medicines, and, in our company,
general sales medicines as well. It could be
argued that this supervision is at least as good
as that given for repeat prescriptions, when,
often, the patient has not seen the prescribing
doctor for some months.

Few would disagree that the safety of
medicines is paramount and that current sys-
tems for monitoring that safety are imperfect.
The real issue is how to improve postmarket-
ing safety surveillance for all medicines; there
is no need to make a separate case for medi-
cines sold over the counter.
James Walmsley senior medical adviser
james.walmsley@boots.co.uk

Graham Marshall head of medical services
Boots the Chemists, Nottingham NG90 1BS
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Authors’ reply

Editor—We support initiatives that provide
better information to patients, but this does
not negate the need for robust, proactive
monitoring of the safety of non-prescription
products. Reporting by patients, as sug-
gested by Wade, is suitable for monitoring
some adverse reactions that may occur with
prescription and non-prescription products,
but some events can only be identified and
reported by health professionals.

We agree with Walmsley et al that the
need to obtain and maintain a marketing
authorisation for all medicines is laid down
in British and European Union regulations.
Extensive evidence of safety from premar-
keting clinical trials or from postmarketing
use is required before products may be con-
sidered for reclassification. Limitations of
such methods, however, include variable
emphasis on reporting adverse events and
poor prediction of outcomes in non-
prescription settings.1

We agree with Walmsley et al that health
professionals should be encouraged to
submit spontaneous reports—especially
pharmacists, who are well placed to report
adverse events associated with non-
prescription medicines. Increased use of
non-prescription drugs proportionally
increases the occurrence of adverse effects
(in absolute numbers).2 Unfortunately, these
adverse reactions are less likely to be
reported by consumers or medical practi-
tioners than are those associated with
prescription products.3

Because under-reporting is likely, spon-
taneous reporting schemes are insufficient
to monitor the safety of non-prescription
drugs; complementary methods are
required, if only for a limited period after
reclassification. We disagree that pharma-
cists are less likely than general practitioners
to suffer from constraints surrounding
submitting reports. One need only read the
Pharmaceutical Journal to understand the
pressures that community pharmacists
endure. In any case, community pharma-
cists’ contribution to the yellow card scheme
has not been fully evaluated.

We have repeatedly shown that prescrip-
tion event monitoring provides a valuable
addition to pharmacovigilance of prescrip-
tion products in England. Although com-
munity pharmacists responded well to pilot
pharmacovigilance projects,4 a more robust
system is needed. Many community phar-
macy companies, including Boots the
Chemists, are investing greatly in computer-
ised systems. Electronic linkage of compu-
terised patient drug records and point of
sale systems could allow systematic collec-
tion of data on the use of non-prescription
medicines. The idea that pharmacists would
need to personally log details is obsolete
when such technology is abundant.

The withdrawal of products containing
phenylpropanolamine highlights concerns
that not all medicines are proved safe before
reclassification. Our editorial merely added
to debates on improving postmarketing sur-
veillance to bring medicines sold without
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prescription in line with prescription prod-
ucts. This will increase confidence in the
safety of non-prescription products and may
facilitate future regulatory decisions.
Deborah Layton research pharmacist
Saad A W Shakir director
saad.shakir@dsru.org
Drug Safety Research Unit, Southampton
SO31 1AA

David Clark senior lecturer
Department of Pharmacology, University of Otago,
Dunedin, New Zealand
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Daily regimen and compliance
with treatment

All available evidence needs to be
evaluated

Editor—Bloom’s editorial is a surprising
contribution to the important discussion
about how best to improve compliance with
treatment in chronic diseases.1 His assertion
that fewer daily doses increase compliance,
and his notion that the least expensive drugs
are usually the least effective and have the
highest rate of side effects, cannot go
unchallenged.

Bloom cites one of his own studies,
funded by a pharmaceutical company, to
support the idea that fewer daily doses
improve compliance.2 This study was a
retrospective analysis of prescription
records, which showed higher rates of
prescription refill at one year among those
treated with once daily versus more frequent
dosing and those treated with newer, more
expensive drugs. The study was confined to
supposedly hypertensive patients younger
than 71, but no initial blood pressure values
were available, and none of them was evalu-
ated in a standardised manner. Moreover, no
blood pressure values, non-pharmacological
interventions used, side effects, or reasons
for stopping treatment were recorded.

Allocation to different drugs was at the
discretion of the physician. During the study
period, physicians and patients became
increasingly aware of the limited benefits of
treating mild hypertension in younger
patients. Furthermore, it might be expected
that a new drug undergoing postmarketing
surveillance would be more likely to be con-
tinued if financial benefits accrued to the
prescriber. Most serious investigators would
have been deterred from using such a data-
set to tackle the question of compliance, and
it is telling that in discussing his findings,
Bloom cites one of the landmark trials from
the United States in the treatment of hyper-
tension (the hypertension detection and fol-
low up programme) as being from the
United Kingdom.

We reviewed the literature on compli-
ance with antihypertensive drugs from 1966
to 1996 and have recently updated our
work.3 To our knowledge, at least six
randomised controlled trials have investi-
gated the effects of dosing schedules on
compliance, with conflicting results.

The notion that the least expensive
drugs are the least effective would be a con-
venient marketing strategy for the pharma-
ceutical industry, but it is untrue in the two
areas Bloom considers. Low dose thiazide
diuretics are as effective as more expensive
antihypertensive drugs and have a better
side effect profile than newer drugs.4 5 For
osteoarthritis a recent Cochrane systematic
review has reported that paracetamol
(acetominophen) is as effective in relieving
pain as newer and more expensive non-
steroidal anti-inflammatory drugs.

Improving compliance is important—
and will undoubtedly involve balancing con-
siderations of efficacy, side effects, and
convenience—but better clinical practice will
result only from rigorous evaluation of all
the available evidence.
Knut Schroeder Medical Research Council training
fellow in health services research, division of primary
health care
k.schroeder@bristol.ac.uk
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University of Bristol, Bristol BS8 2PR
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Concordance respects beliefs and wishes
of patients

Editor—It was ironic to read in the same
issue of the BMJ, Bloom’s editorial on
compliance and Moscrop’s news item, in
which he reported that chronically ill
patients will have more say in managing
their disease.1 2 Bloom insists on using the
term “compliance,” with all its implications
that patients should do as their doctor
orders them.3 He discusses the epidemiol-
ogy of compliance and the cost of drugs.
Nowhere does he refer to the right and need
of patients to make their own decisions
about their health care or to the reasons why
they so often do not adhere to their doctor’s
advice.

Of course patients will continue to
manifest poor adherence to treatment so

long as some doctors maintain the attitude
that patients should do as we tell them,
implicit in the persistent use of compliance,
even in editorials in the BMJ. In contrast,
Moscrop reports on the aim that patients
should become participants in, not just
recipients of, their health care. The time has
come for us all to participate in
“concordance”—an agreement reached after
discussion between a patient and healthcare
professional that respects the beliefs and
wishes of the patient in determining
whether, when, and how medicines are to be
taken.4 It is obvious if we want to achieve
optimal treatment.
Bryan Lask professor of child and adolescent
psychiatry
Department of Psychiatry, St George’s Hospital
Medical School, London SW17 0RE
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Literature before 1980 should not have
been ignored

Editor—In his editorial on compliance with
treatment Bloom implies that he searched
the literature only since 1980.1 Most of the
factors influencing compliance had been
identified and published by that time. I had
provided evidence in the BMJ in 1969 that
compliance was better with a once a day
dose than with divided doses and confirmed
the findings of a number of other workers
that old age was not a factor.2 It is wrong to
ignore the large body of literature that
predates 1980.
Alan Porter retired general practitioner
Redcrest, Heath Rise, Camberley, Surrey
GU15 2ER
aporter@talk21.com
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Screening for diabetes in
general practice

Opportunistic screening for diabetes in
general practice is better than nothing

Editor—Lawrence et al conclude in their
paper that screening for diabetes in general
practice by measuring fasting blood concen-
trations of glucose has a very low yield in
patients whose sole risk factor for diabetes is
age 45 or more.1 Our experience from
opportunistic screening in a rural primary
health centre in Sweden is different.

A sign in the waiting room during 1999
invited all visitors aged 40 or older at the
centre in Storvik, a village of 6800
inhabitants, to have their blood concentra-
tions of glucose tested. Altogether 249
patients accepted, of whom 72 had a
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non-fasting capillary blood concentration of
glucose of > 6.7 mmol/l.

The latter group was invited to return
for two further tests. Sixty two showed up,
and 18 of these had a capillary blood
concentration of glucose of > 6.1 mmol/l in
both tests.2 3 Five were aged around 50, and
eight were aged 75 or older. Altogether 349
tests were performed. The cost of materials
and work per test was about £2.00.4

Thus we found 18 new diabetic patients
at very low cost by opportunistic screening.
Our screening method was simple: £40 to
find a diabetic patient, or about £140 per
person to find these five “younger” patients,
is a low cost. To set the cut-off point for a
normal random blood concentration of glu-
cose to < 6.7 mmol/l is said to give a sensi-
tivity of 64% and a specificity of 92% in a
well screened population.5

Since most people will visit a primary
health centre once every five years, few cases
are going to be missed. This is therefore an
acceptable way of screening and does not
entail any oral glucose tolerance tests. It is
better to do something than nothing at all,
and we offer all patients a blood glucose test
at least once every five years from the age of
45. Patients with cardiovascular risk factors,
such as hypertension and dyslipidaemia, are
tested at regular visits at least yearly.
Bertil Hagström lecturer, general practice
Bertil.Hagstrom@sandviken.mail.telia.com

Bengt Mattsson professor, general practice
Bengt.Mattsson@allmed.gu.se
Department of Primary Health Care, Gothenburg
University, S-411 33 Gothenburg, Sweden

1 Lawrence JM, Bennett P, Young A, Robinson AM. Screen-
ing for diabetes in general practice: cross sectional popula-
tion study. BMJ 2001;323:548-51. (9 September.)

2 Report of the Expert Committee on the diagnosis and
classification of diabetes mellitus. Diabetes Care
1997;20:1183-97.

3 Mayfield J. Diagnosis and classification of diabetes mellitus:
new criteria. Am Fam Physician 1998 58;6:1355-62,
1369-70.

4 CDC Diabetes Cost-Effectiveness Study Group, Centers
for Disease Control and Prevention. The cost-effectiveness
of screening for type 2 diabetes. JAMA 1998;280:1757-63.

5 Andersson D, Pettersson C. Screening in primary health
care. How do the new criteria affect the incidence of
diabetes? Lakartidningen 1998;95:5171-5. [In Swedish.]

Population screening for diabetes is cost
effective

Editor—The paper by Lawrence et al on
screening for diabetes in general practice
shows two important aspects of primary
care.1

Firstly, the ability to conduct a consulta-
tion in 10 minutes is questionable if it
requires gaining full and informed consent
and discussing the implications of diagnosis,
calculating body mass, taking a full family
history, and phlebotomy. I think that 20
minutes would be the minimum time
requires, doubling consultation costs.

Secondly, primary care records are not
yet sufficiently standardised or historically
coded to allow selective screening. Over the
past five years in my practice patients have
been repeatedly ofered home self-screening,
with estimation of fasting blood glucose
concentration in those with glycosuria two
hours after a glucose load. This has detected

previously unknown diabetic patients at a
minimal cost per new case.

In April 2001 we sent 4000 newsletters
by second class post to all adult patients, one
per household, half the envelopes including
urine testing strips. Two months later 27
patients contacted the surgery reporting a
positive urine test result and were invited to
have their fasting (14 hours) blood glucose
measured, samples being sent to the local
hospital laboratory. Six patients were dia-
betic (blood glucose 7.9, 7.2, 7.9, 9.0, 9.8, 10.5
mmol/l). Another patient’s concentration
was within 0.5 mmol above the upper range
of normal for the laboratory (6.3 mmol/l)
and will be recalled every six months for
repeat measurement.

The urine testing strips cost £120 for the
2000. The five hours spent preparing the
envelopes cost £30, the envelopes and labels
£25. The 27 laboratory estimations and
phlebotomy cost £270.

Thus the cost of screening 2000 patients
for diabetes with a diagnostic success rate of
0.3% cost £805 including postage, or £134
for each new diabetic patient identified. This
would decrease to £70 if the cost of postage
was excluded (in our case, letters were being
sent to patients for other reasons and
postage was not an additional expense).

Many patients in the United Kingdom
have yet to be identified as being diabetic
(hyperglycaemic). Screening by blood analy-
sis may deter some patients and is expensive
in both time and money. Urine testing is
cheap and can be undertaken by the patient
or carer without formal training. Loading
with a glucose drink beforehand is more
likely to show an inability to handle glucose
with glycosuria. Commercially available glu-
cose drinks are available and are acceptable
to patients.

An effective self-testing programme for
diabetes based on glucose loading and urine
testing could save the NHS some long-term
treatment costs and decrease secondary
morbidity associated with age related
diabetes.
Nigel Higson general practitioner
Goodwood Court Medical Centre, Hove BN3 3DX
surgery@goodwoodcourt.org

1 Lawrence JM, Bennett P, Young A, Robinson AM. Screen-
ing for diabetes in general practice. BMJ 2001;323:548-51.
(9 September.)

Workload studies as well as clinical trials
should be considered when drawing up
guidelines

Editor—Several authorities, including the
Irish College of General Practitioners, advo-
cate that general practitioners should be
more actively seeking out patients with
undiagnosed diabetes.1 2 Lawrence et al
highlighted the potential workload implica-
tions of implementing guidelines on
diabetes screening in general practice.3

We screened all patients aged 65 and
over who presented for flu vaccination in the
winter of 2000 using glucometer devices
(Glucotrend), which were validated before-
hand and once weekly during the project. Of
the 339 who attended (mean age 76), 29

(8.5%) were known to be diabetic and three
to have impaired fasting glucose concentra-
tions or glucose tolerance. Two patients
declined to participate and two were
excluded from the study on the grounds of
dementia.

Of the 303 patients screened for
diabetes, 64 (21%) patients had a glucose
concentration >6 mmol/l and were offered
an abbreviated glucose tolerance test. The
test was not done in 19 patients (seven
declined, two died, one was investigated in
hospital, and nine were housebound or
living in a nursing home). Five of the seven
who declined the test allowed fasting blood
glucose to be measured, and it was impaired
in one. Twenty eight of the 46 glucose toler-
ance tests gave normal results, six showed
frank diabetes, and 12 previously undetected
impaired glucose tolerance. In all, 103 (34%)
patients had a glucose concentration > 5.5
mmol/l—the recommended cut-off point in
the current Irish guidelines.4 5

Screening 303 patients using a cut-off
point of 6 mmol/l was 40 hours of
additional work. This calculation is based on
allowing 5 minutes for the initial glucose
reading including explanations (25 hours), 8
minutes for a fasting blood glucose
measurement (40 minutes), and 20 minutes
for each glucose tolerance test (15 hours). A
cut-off point of 5.5 mmol/l would have
added 13 hours (39 × 20). This extra work
identified six new diabetic patients and 13
people with impaired fasting glucose or
impaired glucose tolerance against a back-
ground of a fairly high proportion of
diabetic patients already being known.

Several studies and our local guidelines
suggest a cut-off point for random glucose
testing of 5.5 mmol/l. Even excluding our
housebound patients and using a cut-off
point of 6 mmol/l resulted in a considerable
extra workload. We strongly urge that the
issuing of guidelines should be preceded by
workload studies as well as clinical trials so
that resources can be put in place before
their implementation to enable general
practitioners to adhere to them.
M Bates general practitioner

batesm@gofree.indigo.ie
P Carmody general practitioner
Fairview Family Practice, 17 Fairview Strand,
Dublin 3, Republic of Ireland

S Haba position
S Smith position
Department of General Practice, University College
Dublin, Dublin 4, Republic of Ireland

C Bradley position
Department of General Practice, University College
Cork, Cork, Republic of Ireland

1 Engelgau MM, Narayan KM, Herman WH. Screening for
type 2 diabetes. Diabetes Care 2000;23:1563-80.

2 O’Sullivan T, Harkins V, Houlihan J. Guidelines for diabetes
care in the community. Dublin: Irish College of General
Practitioners, 2000.

3 Lawrence JM, Bennett P, Young A, Robinson AM. Screen-
ing for diabetes in general practice. BMJ 2001;323:548-51.
(9 September.)

4 Firth R, Smith S, Toal J, Doherty P, Hamalian F, McAuliffe
A, et al. The Irish Diabetes Detection Programme in Gen-
eral Practice. Diabetologia 2000;43(S1):I-IV.

5 Welborn TA. Diagnosing Australians at risk of diabetes
mellitus in general practice. Med J Aust 2000;173:61-2.

Letters

426 BMJ VOLUME 324 16 FEBRUARY 2002 bmj.com



Don’t strangle health
promotion, redefine it
Editor—Guthrie cites an example of a well
meaning and resource intense intervention
for type 2 diabetes that failed to have the
effect for which it was presumably designed.1

He calls for us to strangle health promotion
before it strangles us.

I agree that many health promotion
trials have been disappointing, but I think
that the call to arms should have been
preceded with some definition of the
concept of health promotion. In 1986 the
Ottawa charter for health promotion of the
World Health Organization defined health
promotion as the process of enabling
people to increase control over, and to
improve, their health. Five main strategies
are discussed and listed as building healthy
public policy, creating supportive environ-
ments, strengthening community action,
developing personal skills, and reorienting
health services. Only one of the strategies is
focused directly on patients or clients.

Many have called for the system to re-
focus on upstream approaches. The envi-
ronment in which we live must be a target of
our efforts. The United Kingdom, Canada,
and Australia have all recently published
reports of the startling rise in childhood
obesity over the past 10 years. Training these
children or designing a glossy pamphlet for
their edification will have little impact.

But we must not throw our hands up in
despair; we must refocus our energies on the
environmental causes and be bold enough to
call for the changes (many of them legislative)
that will lead to success. Guthrie’s example is
one more example of how not to achieve the
goal, but we should not give up all hope. The
healthcare system will experience chaos (not
to mention the human toll) if we do not take
steps to build healthy public policy and create
supportive environments.
Allan Sinclair director of health services
Public Health Lakeland Regional Health Authority,
Lac La Biche Health Unit, Box 869, Lac La Biche,
Alberta, Canada T0A 2C0
asinclai@1rha.ab.ca

1 Guthrie C. Prevention of type 2 diabetes. BMJ 2001;323:
997. (27 October.)

School based intervention has
reduced obesity in Singapore
Editor—In 1992 Singapore’s health minis-
try launched a national programme pro-
moting a healthy lifestyle to address the
common risk factors for chronic diseases
such as obesity, physical inactivity, and
cigarette smoking. Different age groups in
the population were targeted, including
school children.

The health promotion board of the
health ministry works in close partnership
with the education ministry on obesity
programmes for school children. The
education ministry’s “trim and fit” pro-
gramme for primary, secondary, and pre-
university schools aims to reduce obesity in

school children and improve the physical
fitness of the pupils using a mutidisciplinary
approach targeting overweight students,
parents, teachers, and the school environ-
ment. These are comparable to the
approaches used in Sahota et al’s interven-
tion programme.1 2

Under the programme, nutrition educa-
tion is integrated into the formal school cur-
riculum. The food and drinks sold in school
canteens are subject to control measures,
and water coolers are provided in all schools
to encourage students to drink more plain
water. Schools that achieve good health out-
comes will be presented with the trim and fit
awards annually.

Special attention is also given to
students found to be overweight. At schools
they participate in special physical exercise
programmes, and messages on healthier
nutrition choices are reinforced. Obese
students who require further assessment
and management are referred to the school
health service’s students’ health centre for
more intensive follow up with doctors and
dieticians. The health promotion board
launched the “championing effort resulting
in improved school health” award in 2000.
The award recognises schools that continu-
ally strive to nurture the physical, emotional,
and social health of both students and staff
and help them adopt healthy practices
through comprehensive and innovative
methods. Children are also targeted in the
community programmes that promote
healthy lifestyle habits in families.

Since the implementation of these obes-
ity programmes, the prevalence of obesity has
declined from 16.6% to 14.6% between 1992
and 2000 among primary 6 students (11-12
year olds). A similar decline was seen in
secondary 4 students (15-16 year olds) from
15.5% to 13.1% over the same period.3 4

These obesity programmes form a part of the
overall push by the government of Singapore
to promote health through schools, which
has been identified by the World Health
Organization as one of the most efficient and
effective ways of improving the lives of young
people.5 It is also a part of the overarching
framework for non-communicable disease
prevention and control to reduce premature
mortality in the country.
Cheong Mui Toh assistant director
Toh_Cheong_Mui@moh.gov.sg

Jeffery Cutter deputy director
Suok Kai Chew director
Epidemiology and Disease Control Division,
Ministry of Health, Singapore 169854

1 Sahota P, Rudolf MCJ, Dixey R, Hill AJ, Barth JH, Cade J.
Evaluation of implementation and effect of primary school
based intervention to reduce risk factors for obesity. BMJ
2001;323:1027-9. (3 November.)

2 Sahota P, Rudolf MCJ, Dixey R, Hill AJ, Barth JH, Cade J.
Randomised controlled trial of primary school based
intervention to reduce risk factors for obesity. BMJ
2001;323:1029-32.

3 Primary Health Division, Ministry of Health, Singapore.
Annual report 1993, school health service. Singapore: Ministry
of Health, 1993.

4 Ministry of Health, Singapore. State of health report
2000—the report of the director of medical services. Singapore:
Ministry of Health, 2001.

5 World Health Organization. School health component of
WHO’s mega country network for health promotion. Improving
health through schools: national and international strategies.
Geneva: WHO, 1999. (WHO/NMH/HPS/00.1.)

National guidance and
allocation of resources

Acting chairman of SIGN’s response

Editor—I think that Cookson et al in their
criticisms of the Scottish Intercollegiate
Guidelines Network (SIGN) show a lack of
understanding of the role of this organisation
and the methods it uses to develop its guide-
lines.1 Evidence based guidelines will not
resolve all healthcare issues, just as ran-
domised controlled trials are not appropriate
to resolve all therapeutic controversies. There
are, however, areas of healthcare delivery
where there are variations in practice and
outcome, and where there is also evidence to
support one practice over another.

This is where SIGN concentrates its
resources to produce guidelines. SIGN does
not differentiate in its methodology between
costly and non-costly treatments, and,
contrary to the authors’ supposition, the
adherence to such guidelines will reduce
variations in treatments of all costs and
therefore the possibility of decision making
behind the scenes. In addition to this, SIGN
guidelines are not only in the public
domain, but the public have a key part in
their development, and this involvement is
an important driver for change.

Cookson et al are also concerned that
resource allocation might be distorted. The
opposite is the case. Adherence to evidence
based guidelines will lead to a more efficient
use of resources and concentrate this on
areas where there is a clear benefit from a
therapeutic intervention. It should also be
made clear that SIGN guidelines are not just
about advising on treatment but offer
guidance to assist with the management of
patients at all stages of their disease, and
where there is robust economic information,
this is incorporated into the guideline.
G C W Howard acting chairman
Scottish Intercollegiate Guidelines Network (SIGN),
Royal College of Physicians, Edinburgh EH2 1JQ

1 Cookson R, McDaid D, Maynard A. Wrong SIGN, NICE
mess: is national guidance distorting allocation of
resources? BMJ 2001:323:743-5. (29 September.)

Economics has both strengths and
weaknesses in health resource allocation

Editor—One of the greatest strengths of
economists lies in drawing inferences from
imperfect data, and, as Maynard knows, the
data about the value of reducing risk of hos-
pital acquired infection are certainly imper-
fect.1 2 Cookson et al dismissed guideline 45
from the Scottish Intercollegiate Guidelines
Network (SIGN) as a calculation done on
the back of the envelope, about the budget-
ary impact of antibiotic prophylaxis for sur-
gery.3 The guideline provides two decision
rules that challenge policymakers to identify
a point at which antibiotic prophylaxis may
be effective but not cost effective. Antibiotic
resistance, rather than budget impact, is the
primary concern. Like all SIGN guidelines
the final document was the result of months
of peer review. Succinct it may be, but “back
of the envelope” it is not.
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Scotland’s history shows a strong prefer-
ence for institutions that are inclusive and
cooperative rather than centrally imposed.
Both SIGN and the Scottish Medicines Con-
sortium exist because of the vision and
energy of clinicians such as Jim Petrie and
David Lawson. They have created respected
institutions that include all the regions of
Scotland in national decision making, to
complement rather than compete with the
health technology board for Scotland.
Economists in Scotland are working with all
these institutions to ensure that issues about
efficiency and equity are communicated in a
language that is understandable and accept-
able to clinicians. That debate is not going to
be helped by a paper prefaced by a title and
cartoon that would make a tabloid editor
blush. This language merely antagonises
and offends.

Cookson et al argue that national
guidance from the National Institute for
Clinical Excellence (NICE) will increase effi-
ciency but there is a fundamental flaw in
NICE’s economic methodology. The
Department of Health has imposed different
discount rates for future costs (6%) and out-
comes (1%), presumably to disguise the inef-
ficiency of certain screening programmes
that have strong public support. The BMJ
should consider providing a forum for a
debate on NICE’s economic methods. In the
meantime I am very glad to live in a country
in which national health technology assess-
ment is complemented by professionally led
institutions that are not politically control-
led.
Peter Davey professor of pharmacoeconomics
Medicines Monitoring, Department of Clinical
Pharmacology, Ninewells Hospital, Dundee
DD1 9SY
peter@memo.dundee.ac.uk

1 Fuchs VR. The future of health economics. J Health Econ
2000;19:141-57.

2 Maynard A. Is it worthwhile reducing hospital infection
rates? In Taylor EW, ed. Infection in surgical practice. Oxford:
Oxford Medical Publications, 1992: 119-22.

3 Cookson R, McDaid D, Maynard A. Wrong SIGN, NICE
mess: is national guidance distorting allocation of
resources? BMJ 2001:323:743-5. (29 September.)

Article from Clinical Evidence

Cochrane review on IV â2 agonists for
acute asthma was not mentioned

Editor—In the article from Clinical Evidence
on acute asthma, FitzGerald claims that the
effectiveness of intravenous versus nebulised
delivery of short acting â2 agonists for acute
asthma remains unknown.1 This statement is
based on the conflicting results from three
minor trials in 139 patients altogether.

In their Cochrane review Travers et al
state (on the basis of results from 15 control-
led trials in 584 patients) that “there is no evi-
dence to support the use of IV [intravenous]
â2 agonists in patients with severe acute
asthma. These drugs should be given by inha-
lation. No subgroups were identified in which
the IV route should be considered.’’2

I find it problematic that FitzGerald’s
article claiming clinical evidence fails to

mention the review by Travers et al,
especially as these so called evidence based
reviews are having increasing impact on the
future treatment of this common disease in
emergency departments. It is thought
provoking, too, that a paper examining the
quality of evidence based reviews and
suggesting that reviews should be inter-
preted with caution should be published in
the same issue of the BMJ.3

Lars Christian Laursen doctor
Department of Lung Diseases, KAS Gentofte, 2900
Hellerup, Denmark
lclaursen@dadlnet.dk

1 FitzGerald M. Acute asthma. Extracts from Clinical
Evidence. Acute asthma. BMJ 2001;323:841-5. (13 October.)

2 Travers A, Jones AP, Kelly K, Camargo CA, Rowe BH.
Intravenous beta2-agonists for acute asthma in the
emergency department (Cochrane review). Cochrane
Library. Issue 2. Oxford: Update Software, 2001.

3 Olsen O, Middleton P, Ezzo J, Gøtzsche P, Hadhazy V,
Herxheimer A, et al. Quality of Cochrane reviews:
assessment of sample from 1998. BMJ 2001;323:829-32.
(13 October.)

GPs’ undocumented work has
increased substantially
Editor—Thinking about my own practice
(five doctors, rural market town), I can
understand how Florin and Gillam’s conclu-
sion that there is no clear evidence that the
workload of general practitioners has
increased recently can come about.1 Over
the past 15 years our list size has remained
fairly constant and our home visits and the
number of people we have seen have been
about the same each year. But we have given
up overnight work (the “night visit” rate had
increased from one or two a year to one or
two a night). We have the figures to prove all
this.

Unfortunately, much of the increase in
our workload has been in areas that have not
been counted or documented. When I
arrived at the practice 15 years ago the town
had three retirement homes. Few of our
patients were over 85, and just some were
taking warfarin or having gold injections.
There was debate over what was a desirable
blood pressure, and many hypertensive
patients were looked after by the hospital, as
were most diabetic patients. There were no
statins and no guidelines on cholesterol test-
ing. We regularly had routine appointments
available on the same day, and there were no
practice meetings.

There are now eight retirement homes,
some with very dependent patients, many of
whom are over 90. Numerous patients take
warfarin, regularly requiring blood tests and
directions as to what dose to take. Similarly,
many patients with rheumatoid arthritis
require regular blood tests because of the
drugs they take. There are guidelines as to
desirable blood pressure, investigations that
must be done for hypertensive and diabetic
patients, and blood tests required when we
change drug dose. More patients taking chol-
esterol lowering drugs need to be supervised.

Our earliest routine appointment was in
10 days’ time until we employed an assistant
to reduce this wait. We have about one prac-

tice meeting a week and have refused to
attend weekly meetings of the primary care
group, any clinical governance meetings,
and other sundry meetings.

No one has measured the time we now
spend on the telephone to patients, the
number of subjects discussed in consulta-
tions, or the number of results of blood tests
we look at (and make decisions about). We
all know, however, that we no longer have
time for any lunch break, and when not con-
sulting or visiting we spend our time doing
paperwork. This helps to explain our feeling
of being burdened, despite the “measurable”
features of our practice being the same.
Have the researchers considered this?
Sandra J Taylor general practitioner principal
Dereham, Norfolk NR19 2EN
chris@abelltaylor.u-net.com

1 Florin D, Gillam S. Passing the contractual buck. BMJ
2001;323:1199-200. (24 November.)

Children are at risk from
parked cars
Editor—It is not only their own children
whom articulate middle class parents
(mainly mothers) are putting at risk by using
their cars.1 I drop off my two boys at school
each morning and then pick them up at the
end of the school day. Every day I find that
parents are either parking or stopping their
cars in the area in front of the school that is
clearly marked as a no stopping zone, as well
as in the areas either side of the nearby zebra
crossing.

I have asked the parents if they are aware
of the restrictions. I have also attempted to
discuss the risk to children of being hit by a
car while they are trying to cross the road
when their view is being impeded by a
parked car. About half of the parents claim
not to know of the restrictions or excuse
themselves by saying that they just stopped
for a few seconds. From the other parents I
get either no acknowledgement or an angry
response along the lines of “Haven’t you get
anything better to do?”

I find it ironic but sad that the school
these parents have chosen to send their chil-
dren to is a church school that teaches the
children the virtue of considering others.
Perhaps we need an educational campaign
that will target these parents and get them to
appreciate the danger that they are placing
other children in.
Gary Lafferty clinical audit and effectiveness manager
Sheffield Children’s Hospital, Sheffield S10 2TH
glafferty@sheffch-tr.trent.nhs.uk

1 Robb PJ. Children at risk: in the heat of the moment. BMJ
2001;323:1235. (24 November.)
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