
Shipman proposals will alter general practice profoundly
See also p 274

Editor—The proposals for developing a
new system for death certification in the dis-
cussion paper that has arisen from the Ship-
man inquiry, will require any death that was
not expected in advance to be reported to
the medical coroner immediately.1 In our
experience of auditing deaths in a small
group over 11 years, at least 75% of deaths
should then be reported.2 If most deaths are
going to be handled by the medical coroner,
why not all? This would dispel increased sus-
picion that deaths may have been unlawful
or due to medical error.

We estimated that some action by
general practitioners may have contributed
to 5% of deaths. We did not, however, find
any cases where errors caused the death, a
crucial distinction that the inquiry seems to
have overlooked.

General practitioners are faced each day
with the possibility that a patient they are
treating will die unexpectedly in the near
future. Handling this uncertainty humanely
and efficiently is part of our skill. If we as
general practitioners are going to face regu-
lar medical coroner’s investigations, looking
for the all encompassing “incidents of medi-
cal error,” our practice will change pro-
foundly. We would be much more willing to
offer further investigation or referral, even
when the chances of benefit to the patient
seem slim. We would also insist on long
(probably 20 minutes) consultations to
minimise the possibility of any medical error
and to make very detailed records.

Every general practitioner will come to
ask, “What will happen if this patient dies
soon? Have I shared the uncertainties fully, so
the patient and his or her family appreciate
these symptoms may be the start of major ill-
ness?” This will help end both medical pater-
nalism and the deeply ingrained habit of
offering hope in adversity. The implications
for NHS spending are also stark.
John Holden general practitioner
Medical Centre, Haydock, St Helens WA11 0JN
johndholden@aol.com

Seamus O’Donnell general practitioner
Park House Surgery, Fingerpost, St Helens
WA9 1BP
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Volume of procedures and
outcome of treatment

NHS needs to understand relation more
effectively

Editor—For procedures relying primarily
on individual doctors or surgeons, evidence
shows that patients have better outcomes
treated by providers with high versus low
volumes.1 Where care is shared over a group,
evidence of a relation between volume and
outcome is less strong. Current theories for
such relations are “practice makes perfect”
and “selective referral.” Halm criticises these
theories as lacking robust empirical support
and providing little explanation of how high
volume may relate to better outcomes.2 One
explanation of the relation may be the
greater uptake of effective interventions in
high compared with low volume hospitals.3

It is important to examine how the timing of
the introduction of new therapies impacts
on relations between volume and outcome.
Often trials of new interventions are
conducted in specialist hospitals with high
volumes. If effective, patients receiving the
intervention will have benefited, and those
high volume hospitals will seem to have bet-
ter outcomes. Eventually, the new interven-
tion will become adopted in all hospitals,
removing that differential in the relation
between volume and outcome.

For example, in neonatal intensive care
in the United Kingdom in 1988-90 a
volume-outcome relation seemed to exist.4

Concurrently the positive effects of treat-
ment with surfactants and maternal steroids
were both being realised with greater uptake
in high versus low volume hospitals.5 By
1998-9 both treatments were routinely
administered in all hospitals and the relation
between volume and outcome had dis-
appeared.4 If a major factor impacting on
the volume-outcome relation is the uptake
of effective treatments, there is little surprise
that a relation between volume and outcome
existed in 1988-90 but not in 1998-9.

In developing policies to improve NHS
performance it is important to consider the
effect different uptakes of new therapies
have on relations between volume and
outcome.

All factors affecting the relations
between volume and outcome must be iden-
tified and quantified to more fully inform

policymakers considering issues of access to
local (smaller) hospitals and more distant
(larger) hospitals in a centralised service.
Gareth Parry senior research fellow
Medical Care Research Unit, ScHARR, University
of Sheffield, Sheffield S1 4DA

Janet Tucker senior research fellow
Dugald Baird Centre for Research on Women’s
Health, Department of Obstetrics and
Gynaecology, University of Aberdeen, Aberdeen
AB25 2ZL

William Tarnow-Mordi professor, neonatology
Westmead and Children’s Hospital at Westmead,
University of Sydney at Westmead Hospital,
Hawkesbury Road, Wentworthville, NSW 2145,
Australia
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Danish study found no association
between hospital and surgeon volume

Editor—The outcome of some surgical
procedures is related to the surgeon’s
experience or the hospital’s volume of
procedures.1 This relation must be studied
separately for each procedure or diagnosis
in question.2

In a study of colon surgery in the region
of Copenhagen in Denmark in 1999 we
found that colon surgery was performed by
a large number of surgeons in many hospi-
tals. One hundred and two senior surgeons
operated on 674 patients, but only five sur-
geons performed more than 14 operations
in 1999. More than 50% of the surgical pro-
cedures were carried out by surgeons who
performed fewer than 10 colon operations
in 1999. Most of the low volume surgeons’
operations were performed during calls.3

It is not clear whether there is a positive
relation in colon surgery between surgeon’s
experience and outcome,1 but if this is true
the number of surgeons performing colon
surgery in our area should be limited in
order to enable a suitable number of
surgeons to achieve and maintain the
necessary level of experience indicated by
the evidence.
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We found no association between hospi-
tal volume and surgeon volume, indicating
that referral of a patient to a high volume
hospital instead of a low volume hospital
may not improve the probability of a
positive outcome. These data suggest the
need for an explicit division of tasks between
the surgeons in each department to ensure
that surgeons achieve and maintain the nec-
essary level of experience.

Presumably these findings from colon
surgery are applicable to other surgical
procedures, but the opportunities for con-
centration of a surgical procedure on few
surgeons will probably be inversely related
to the amount of the surgery performed on
acute patients.
Hans O Birk health economist
Roskilde County, Department for Health,
PO Box 170, DK-4000 Roskilde, Denmark
syhob@ra.dk

Morten Joenler doctor
Viborg Hospital, Heibergs Allé 4, DK-8800 Viborg,
Denmark

Leif P Jensen senior surgeon
University Hospital Gentofte, Niels Andersens Vej
65, DK-2900 Hellerup, Denmark

Janne L Knudsen head of quality development
Copenhagen County, Stationsparken 27, DK-2600
Glostrup, Denmark

Flemming Moesgaard senior surgeon
University Hospital Herlev, Herlev Ringvej 75,
DK-2730 Herlev, Denmark

Cai Frimodt-Moeller head
University Hospital Gentofte
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Electronic tagging of people
with dementia

Devices may be preferable to locked doors

Editor—Having spent several years in a
leadership position in a progressive, culture
changing nursing facility, I have seen the
devices mentioned by Hughes and Louw in
their editorial in use.1 I have seen that they
allowed for the closing of the so called
dementia unit and granted opportunity for
confused residents to have freedom of the
building instead of being contained and
restrained. Of course, a stigma was attached
to the bracelet, and people with mild demen-
tia at times objected as they understood this
stigma intuitively. On balance, however, the
usage allowed more freedom of movement
and more personhood than the alternatives
of specialised and restrictive units.

Hughes and Louw’s call for supervision
by governments is off the mark.1 The answer
does not lie in increased government
supervision, which by its nature appeals to the
lowest common denominator and assures

loss of liberty. The answer lies in adequate
funding of services to the population with
dementia across the myriad of living situa-
tions. If home care were supported properly
the use of these devices could be lessened. If
nursing homes were at all adequately staffed
and funded perhaps they could be eliminated
all together. No one wants to be tethered to
an electric bracelet, but it is preferable by far
to locked doors and restraints.
Kevin D Bail clinical supervisor
Evergreen Care Network, 12040 NE 128th Street,
Kirkland, WA 98034, USA
bahia@jps.net

1 Hughes JC, Louw SJ. Electronic tagging of people with
dementia who wander. BMJ 2002;325:847-8. (19 October.)

Tagging should be reserved for babies,
convicted criminals, and animals

Editor—In some hospitals in the Republic
of Ireland newborn babies are electronically
tagged to prevent kidnapping. The use of
such devices is well established for convicted
criminals in some jurisdictions. Animals are
also often tracked by means of electronic
tags. Therefore, consideration to extend this
technology to people with dementia, as
mentioned in the editorial by Hughes and
Louw, evokes unfortunate metaphors for
our attitudes to people with dementia:
infantilisation, custody, and a subhuman
existence.1

To those who might see this interpret-
ation as unduly melodramatic, it is impor-
tant to be aware of movements in bioethics
which seek to diminish or deny personhood
in dementia. A typical example is the Royal
Dutch Medical Association’s use of the word
ontluistering (removal of the light) for this
condition, suggesting a lower level of being.2

One prominent ethicist, Daniel Callahan,
has stated a viewpoint that the presence of
dementia should be considered as a basis for
the rationing of health care.3 Another has
likened people with severe dementia to
dogs, since they supposedly lack capacities
for hopes and fears, dreads, and longings for
their futures.4

Fortunately, an ethical countercurrent
exists which is actively promoting the
concept of personhood in dementia. One
eloquent defender of the preserved human-
ity of people with dementia has spoken of
the challenge of asserting this position in a
hypercognitive society where people are val-
ued for what they produce rather than for
what they are.5 In this book, Post urges us to
convert the dictum “I think, therefore I am”
to “I will, feel, and relate while disconnected
by forgetfulness from my former self, but
still, I am.”

This position challenges us to reflect
carefully and study in depth the causes of
behavioural and psychological symptoms in
dementia. Wandering may be triggered or
exacerbated by external factors such as
inappropriate environments, inadequate
staffing, and failure to provide for the
specialised emotional and social needs of a
vulnerable group of people.

Although Hughes and Louw are to be
applauded for opting for a predominantly
libertarian approach to electronic tagging,
they seem to imply that in certain circum-
stances its use should be considered.1 This is
disappointing: our focus should be not only
on understanding the basis of wandering in
dementia but also on addressing support for
people with dementia and their carers at
home as well as deficits in the design and
staffing of our institutions.
Desmond J O’Neill associate professor
Meath Hospital, Dublin 24, Republic of Ireland
des.oneill@amnch.ie
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Technologies may be enabling

Editor—Hughes and O’Neill have contrib-
uted to the debate about the ethics of
electronic tagging in dementia.1 Although
technology has a role in promoting inde-
pendence and improving quality of life in
people with dementia, products that infringe
on human rights, strip the individual of per-
sonhood, and relegate him or her to the sta-
tus of an animal are totally unacceptable.

A European funded research project
entitled ENABLE is currently investigating
the role that assistive technology has in tack-
ling the practical difficulties people with
dementia and their principal caregivers
experience in negotiating the home envi-
ronment. Products undergoing trials in Nor-
way, Ireland, Finland, and the United
Kingdom have been carefully selected to
ensure that no monitoring device or item
with a surveillance component is included.
Products have also been sensitively and
creatively designed and adapted to blend in
with the user’s natural environment.

For example, a cooker switch off device
contains knobs that look no different from
those seen on a normal cooker. Similarly, a
night lamp, which is linked to sensors
attached to bed legs and fades on to enable
the user to reach the toilet at night, has been
designed to promote the dignity of the
person with dementia while enabling him or
her at all times. The study looks at outcome
measures including quality of life, and people
with dementia are themselves invited to com-
ment on this aspect of their lives by using a
standardised assessment scale. In Ireland all
but one of the 15 people with a cognitive
impairment interviewed to date have been
able to complete the assessment tool.

The ethics of undertaking a cross
national longitudinal study of this sort with
people who have dementia has been at the
centre of every major decision undertaken
by ENABLE. Norway’s principal investiga-
tor, Inger Hagen, is herself a former family
caregiver.
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In dementia we need to move beyond
quick fix practical solutions such as elec-
tronic tagging, which so often serve the
needs of formal caregivers while eroding the
rights of those with a cognitive impairment.
For people with dementia wandering may
well be pottering with a purpose—a desire to
use up excess energy, to check out an
unusual aspect of the local environment, or
simply to seek fresh air. Let us not stigmatise
and dehumanise this vulnerable group any
further; rather, let us rise to the challenge of
attempting to understand the meaning
behind these behaviours and develop
person centred and creative ways of
addressing the issue.
Suzanne Cahill director, dementia services
Information and Development Centre Ireland,
St James Hospital, Dublin 8, Republic of Ireland
director@stjames.ie

1 Hughes JC, Louw SJ. Electronic tagging of people with
dementia who wander. BMJ 2002;325:847-8. (19 October.)

Squamous cell carcinomas of
the head and neck

Oral care for patients with cancer needs
more than lip service

Editor—I had hoped to see a mention of
the need for oral care for patients with can-
cer in the review article by Sanderson et al
on squamous cell carcinomas of the head
and neck, but I was again disappointed.1

Patients with head and neck cancers must
receive a dental assessment and oral care
before and after their treatment to ensure
minimisation of oral complications for an
improved quality of life. The clinical
guidelines published by the Royal College of
Surgeons of England in 2000 state that a
clear pathway of care is necessary to prevent
or minimise oral complications.2

However, many patients with cancer still
receive no proper dental assessment or pre-
ventive treatment to minimise or avert the
known and common oral complications of
radiation treatment. This may be due, in
part, to the lack of resources and recognised
local standards of dental care for such
patients, as well as to lack of information and
apathy.

The Restorative Dentistry Oncology
website (www.rdoc.org.uk) was created to
increase awareness of the oral complications
of cancer treatments and to help patients,
dentists, and doctors to find free infor-
mation on oral cancer easily. The website
includes first hand accounts of patients’
experiences. A discussion forum offers
patients, carers, and interested members of
the public the opportunity to ask questions,
help others, share ideas and opinions, and
learn about other people’s experiences in
dealing with head and neck cancers. The
guides for patients and professionals link to
other websites dealing with basic aspects of
oral cancer such as treatment and complica-
tions. Links cover other concerns that
doctors rarely address but that are just as

important, such as the financial implications
of cancer, financial planning and support,
and personal care and support.

A section on tobacco risks includes links
on the connection between chewing Gutkha
or paan and developing mouth cancer.
Although this is mainly a problem on the
Indian subcontinent, the United Kingdom
has a sizeable immigrant population that
continues with these habits. Other sections
cover treatment, complications, and spiritual
help. A daily dental cartoon helps to bring
humour.

I hope that doctors will find the website
useful and recommend it to patients and
their carers should they ask for information.
Oral care for patients with cancer needs
more than lip service.
Vinod K Joshi consultant in restorative dentistry
Oral and Facial Specialties, Pinderfields Hospital,
Wakefield WF1 4DG
v.k.joshi@rdoc.org.uk
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Precancerous lesions in oral cavity of
Indian schoolchildren may hint at
epidemic

Editor—Sanderson et al’s review of
squamous cell carcinomas of the head and
neck prompts me to describe an unprec-
edented phenomenon facing India.1 Con-
sumption of smokeless tobacco, especially
Gutkha (a mixture of areca, catechu, betel
nut, lime, tobacco, and mint), is rising among
school children in rural India.2 It is
considered to be a harmless mouth fresh-
ener, and children therefore consume in
large amounts and keep it in the mouth for
a long time.2

A survey of school children in a coastal
village in the state of Kerala showed a 29%
prevalence of tobacco chewing, and another
survey in Mizoram showed a rate of 56.5%.
The age for initiation for Gutkha in India
has been reported as 8-14 years. A survey of
986 school children in a rural part of central
India showed leukoplakia in 32, erythro-
plakia in six, and submucous fibrosis in 18.2

Some 50-60% of patients with submucous
fibrosis will develop invasive cancers. In
1991, 11 premalignant lesions were found in
200 college students who used tobacco.2

The evidence of early onset of the
smokeless tobacco habit and reports of
increases in oral precancers among children
raise serious concerns of an impending epi-
demic of oral cancer in this population.3 The
age at onset of oral cancer in India is falling
and is significantly lower than reported in
the rest of the world.3

Smokeless tobacco is becoming popular
among children and adolescents in Canada,
the United States, Scandinavia, and the
United Kingdom.4 5 In the United States the
use of smokeless tobacco has increased
among adolescent boys and young men in

recent years.4 5 National data indicate that
10-12 million Americans use some form of
smokeless tobacco.

Tobacco in its various forms has killed
more people than al-Qaeda, yet we still lack
an international coalition against “tobac-
coism.” Let the tobacco companies not
poison our future generations.
Pankaj Chaturvedi assistant surgeon, head and neck
Tata Memorial Hospital, EB Road, Parel, Mumbai
400 012, India
pakajch37@yahoo.com
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On teething symptoms
Editor—One of the messages of the short
report by Wake and Hesketh is that
healthcare professionals should be wary of
attributing symptoms such as fever and irri-
tability to teething because of the risk of
missing significant illness.1 Another seems to
be that teething rarely causes any symptoms
and that healthcare professionals who
believe that it does are misinformed. I think
this misrepresents the facts.

At least three or four retrospective studies
and three good prospective studies show the
association of symptoms with teething. The
prospective studies vary in size (Wake et al,
21 infants and 90 eruptions; Jaber et al, 46
infants and 46 tooth eruptions; and Macknin
et al, 125 infants and 475 eruptions).2–4 All
show significant associations between teeth-
ing and at least one of the symptoms that
were monitored.

The biggest study, with the greatest
power, showed associations with biting
behaviour, drooling, gum rubbing, irritabil-
ity, sucking, wakefulness, reduced appetite,
and temperature more than one standard
deviation above normal. All associations
were significant (P=0.01 or less) and for fever
above 38.3°C (P=0.001). Altogether 35% of
infants had one or more of these symptoms
in the period around tooth eruption in
comparison with background rates for
symptoms on non-teething days in the
range of 6-20%.

Parents clearly associate certain symp-
toms with teething, as is borne out by several
studies, including one by Wake et al.5 In my
experience, these views are prevalent in
Australia, Canada, the United Kingdom, and
South Africa. Maybe these parents are
misinformed by a global old wives’ tale or by
an international confidence trick played by
teething gel manufacturers, or maybe obser-
vations of their own children lead them to
these conclusions.

Letters

282 BMJ VOLUME 326 1 FEBRUARY 2003 bmj.com



I plump for the last explanation: paedia-
tricians have a long tradition of listening
carefully to, and believing, the mothers (and
fathers) of their patients. I agree that if a
healthcare professional sees an irritable and
febrile baby, he or she should be cautious in
attributing the symptoms to teething
because no specific pattern can reliably
differentiate teething symptoms from symp-
toms of early serious infection.

Given that teething does cause some
symptoms, are healthcare professionals
wrong if they recommend drug treatment
with the intention of alleviating them, as
implied by Wake et al? I am unaware of any
scientific evidence that guides either way.
When evidence is lacking, recommend no
treatment or only treatments with a minimal
risk of adverse effects.
Mike South director
Department of General Medicine, Royal Children’s
Hospital, Parkville, Victoria 3052, Australia
mike.south@rch.org.au
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Quality of impact factors of
general medical journals
Editor—Citations are deemed the currency
of science, and their utility in measuring the
quality and impact of scientific articles and
journals is generally accepted.1–3 Citation
based impact factors and rankings of
leading general medical journals have
changed substantially in recent years, and
this seems to have been associated—
unexpectedly—with simultaneous changes
in publication volume.4

JAMA’s impact factor increased from 4.8
in 1989 to 17.6 in 2001, while publication
volume declined steadily, from a high of 656
substantive items published in 1990 to 389
in 2001. Publication volume at the Lancet
increased from 469 substantive items in
1989 to 1108 in 1999. Meanwhile, the
Lancet’s impact factor increased from 14.4 in
1989 to 17.9 in 1996 then dropped sharply
to 10.2 in 1999 (figure). Among the five
leading journals in the fields of general and
internal medicine, the number of substan-
tive items published in the previous two
years was inversely related to impact factor
(r = –0.45, P < 0.001; mean difference in
impact factor –0.68 per 100 additional
substantive items, 95% confidence interval
–0.24 to –1.11, P=0.002).

The increase in publication volume of
the Lancet in 1997 was associated with the
creation of a large section given to research
letters and the consequent decline in impact
factor was predicted.5

A hand count of the number of substan-
tive items published by JAMA for the years
1989 and 1990 showed that, whereas JAMA
published 376 and 397 substantive items in
1989 and 1990, respectively, Journal Citation
Reports (JCR)4 identified JAMA as having
published 627 and 656 items, respectively. In
fact, “JAMA has not significantly changed the
number of citable items for at least 20 years”
(C DeAngelis, personal communication).
JAMA’s corrected impact factor for 1991 is
8.6, compared with 5.2 published by JCR. A
similar error, concerning the labelling of
news articles as substantive items, was
identified by the Canadian Medical Associ-
ation Journal and led to a significant change
in its impact factor.5

Assessing the quality and impact of
scientific work through the use of citation
based measures is a lofty concept which
underscores the altruistic nature of the
scientific enterprise.1 Impact factors and
other citation based indices remain the best
measure of a journal’s scientific perform-
ance. However, studies on the potential rela-
tion between publication volume and jour-
nal impact among general medical journals
will have to await improvements in data
quality for previous years.
K S Joseph associate professor
Perinatal Epidemiology Research Unit,
Departments of Obstetrics and Gynecology and of
Pediatrics, Dalhousie University, 5980 University
Avenue, Halifax, NS, Canada B3H 4N1
kjoseph@is.dal.ca
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Efficacy should drive atypical
antipsychotic treatment
Editor—Koro et al say that olanzapine is
associated with a clinically important and
significant increased risk of diabetes.1 To
date five other pharmacoepidemiological
papers have been published about the
possible increase in risk for diabetes in
patients receiving atypical antipsychotics.2–6

All use a variety of methods and have
come up with a variety of conclusions:
clozapine poses a higher risk for diabetes
for patients younger than 40,2 clozapine, ris-
peridone, olanzapine, and quetiapine are
associated with higher rates of diabetes
among patients aged 20-34,3 neither clozap-
ine nor risperidone pose a higher risk,4

atypical antipsychotics may pose a higher
risk,5 and risperidone poses no additional
significant risk as opposed to clozapine and
olanzapine.6

Numbers of substantive items published annually and impact factors for five leading journals in general and
internal medicine, 1989-2001. Impact factors are number of citations in a given year to any article published
in the journal in the previous two years divided by number of substantive items published by the journal in
the previous two years

Letters

283BMJ VOLUME 326 1 FEBRUARY 2003 bmj.com



Of these six studies, two have been
funded and coauthored by a pharmaceutical
manufacturer.1 6 Two have used the same
database.1 5

Missing from these analyses are impor-
tant risk factors such as ethnic group,1 2 5 6

body mass index,1–4 6 family history of
diabetes,1–6 and level of activity.1–6 These risk
factors may overshadow the attributable risk
posed by specific atypical antipsychotic
exposure itself.

Concerns about efficacy ought to have
the dominant role in selecting treatment.
Whether a patient will develop diabetes
based only on exposure to specific anti-
psychotic drugs is not easily predictable, but
the consequences of poor control of the
symptoms of schizophrenia are obvious.

Managing risk by routine monitoring of
fasting plasma glucose and other measures
ought to be done for all patients taking any
antipsychotic drug, especially if risk factors
are present.
Leslie L Citrome clinical professor of psychiatry
Nathan S Kline Institute for Psychiatric Research,
140 Old Orangeburg Road, Orangeburg, NY
10962, USA
citrome@nki.rfmh.org
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Screening for aortic aneurysm

Human cost should not be dismissed

Editor—Greenhalgh and Powell’s editorial
assesses the economic evaluation of the
multicentre aneurysm screening study
(MASS), but it masks with numbers a human
tragedy at the core of the story: this is a
screening study that killed people.1 2

The authors mention in passing a
mortality of 6% among the 322 men who
had surgery as a result of the invitation to
screening. This figure represents 19 men,
comparatively young at retirement age, who
before receiving the invitation would have
been living their lives unfettered by the

knowledge that they had an aneurysm. Now
they are dead.

Obviously some of these men might
have died anyway from a sudden rupture,
but a clear distinction needs to be made
between dying naturally and at the instiga-
tion of doctors. It could be considered
ethically acceptable if the study showed a
convincing overall survival benefit in the
screened population, but the all cause
mortality at the end of the study was the
same in both groups, 11%.2

Greenhalgh and Powell confidently
announce that the data support a national
screening programme. They do not. The
National Screening Committee’s criteria are
not fulfilled, as there is no evidence from
randomised controlled trials of overall
survival benefit and no evidence that benefit
outweighs the physical and psychological
harm of screening.

The results of the MASS study are
surprisingly similar to a recent study
comparing watchful waiting with radical
surgery for early prostate cancer.3 The
group allocated to radical treatment had a
halving of deaths related to prostate cancer,
but overall no survival advantage was noted
in comparison with the group who were
watched.

Supporters of screening put a positive
spin on these results,4 but the result justified
the United Kingdom’s decision not to roll
out a national screening programme for
prostate cancer. Likewise, the results of the
MASS study do not justify screening for
aortic aneurysm.
Simon Curtis general practitioner
Summertown Health Centre, Oxford OX2 7BS
simon.curtis@gp-K84011.nhs.uk
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National screening programme is long
overdue

Editor—It is a scandal that in the 21st cen-
tury the United Kingdom has no national
screening programme for the detection of
abdominal aortic aneurysms in men, and
this in spite of compelling evidence in
favour of one.

In a randomised controlled trial Scott et
al identified a 68% reduction in incidence of
rupture at 5 years among those invited for
screening compared with age matched con-
trols and a 42% reduction in death from
rupture.1 The benefit persisted at 10 years,
but no benefit was detected for women. In
men only 4% of deaths from rupture
occurred under the age of 65 years; no
woman died below this age.

Screening of men aged 65 has been tak-
ing place in the English county of Glouces-
tershire since 1990. The total number of
deaths related to aneurysm in this popula-
tion decreased progressively year by year in
the screened portion of the population
(P < 0.001). No change was observed in the
unscreened part of the population.2

Law has estimated that a national
screening programme could save 2000 lives
a year in men aged 60-79.3 In addition,
reducing modifiable risk factors, smoking,
hypertension, coronary heart disease,5

together with increasing awareness of
unusual modes of presentation of ruptured
abdominal aortic aneurysm, may save even
more lives.

Finally, the multicentre aneurysm
screening study (MASS) provides evidence
of cost effectiveness of a national screening
programme.5

Richard M Lynch specialist registrar, accident and
emergency
York District Hospital, York YO31 8HE
rlynch@tinyworld.co.uk
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Haemophilus influenzae type b
epiglottitis

Occasional cases will present

Editor—Tanner et al describe Haemophilus
influenzae type b as a cause of acute upper
airways obstruction in children.1 Such
epiglottitis has indeed become much less
common since the introduction of the Hib
vaccine, and therefore doctors are not as
experienced in managing this life threaten-
ing condition now as they were previously.
The vaccine is not 100% effective; so
occasional cases will present, and clinicians
must be aware of the dangers and how to
avoid them.

In the cases quoted, two of the three
patients had been sent for a lateral neck x
ray film before the airway was secured. This
is contraindicated in patients suspected of
having epiglottitis because at any time the
patient may lose their airway, and a
radiology department is not a safe environ-
ment to manage this problem.

Doctors also should not attempt to can-
nulate or obtain blood samples from a
patient until the airway is secure. Taking
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blood from a child is obviously distressing
for them and may, once again, precipitate
acute airway obstruction.

The most important point in managing
a child with acute epiglottitis is to avoid
acute airway obstruction, which can happen-
suddenly and lead to severe consequences.
Involving an anaesthetist and otolaryngolo-
gist will allow safe airway management
initially, which is then followed by appropri-
ate treatment with antibiotics.
Carline Lee specialist registrar
carline@doctors.org.uk

Andrew Coatsworth consultant
Otorhinolaryngology Department, York District
Hospital, York YO3 7HE
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Author’s reply

Editor—We were asked to concentrate on
epiglottitis as originally the BMJ was going
to run an editorial alongside this article dis-
cussing epiglottitis and its management. I
am not sure what happened to this. Space
did not allow us to expand the clinical
history of each patient. In fact both children
who had lateral neck x ray films done had
these from the emergency department of
their local (different) district general hospi-
tals before being referred to our tertiary
service.
Julia E Clark consultant paediatric infectious diseases
Newcastle General Hospital, Newcastle upon Tyne
NE4 6BE
julia.clark@nuth.northy.nhs.uk

Article gives timely lesson

Editor—Tanner et al highlight an increase
in Hib epiglottitis cases in Newcastle.1

Unfortunately, they are not alone.
Twenty nine cases of epiglottitis occur-

ring in fully vaccinated children were
reported to the Public Health Laboratory
Service and Oxford Vaccine Group in 2001,
and a further 16 to date this year. The overall
incidence of invasive Hib infection in the
United Kingdom last year was 2.96 per
100 000 children under 5 years of age, a
figure well below the 23.8 described before
the vaccine was introduced, but a worrying
increase from the nadir of 0.66 in 1998
(www.phls.org.uk/publications/cdr/archive/
immunisationarchive.html[surveillance).

The children experiencing Hib vaccine
failure in Tanner’s series are typical. Less
than 10% of reported cases have an identifi-
able clinical risk factor predisposing to

infection. Approximately one third have
minor immunoglobulin abnormalities of
uncertain clinical relevance.2 Most mount a
convalescent antibody response to disease of
a magnitude consistent with priming in
infancy, indicating that vaccine induced
immunity has failed to protect.3

Hib antibody concentrations wane rap-
idly after the primary course of immunisa-
tion,4 and in the absence of a fourth dose of
vaccine British children are heavily depend-
ent on B cell memory to prevent disease. For
most this is apparently sufficient,4 but it is
only one component of host defence and is
not infallible.5 Much of the success of Hib
vaccine in the UK population has been
attributed to reduced carriage, thereby mini-
mising exposure of susceptible individuals
to the organism.4

Why is Hib incidence increasing?
Seroepidemiology and carriage studies are
being conducted to understand better the
effect of Hib carriage on maintaining popu-
lation immunity. Efficacy of the various Hib
combination vaccines used in the United
Kingdom is being investigated. A case-
control study of socioeconomic risk factors
will address the contribution of sociological
changes. The importance of long term
national surveillance to identify unexpected
late effects of immunisation and find ways of
addressing them is clear. In the meantime,
paediatricians and general practitioners
should remain aware of and consider all
manifestations of invasive Hib disease in
their differential diagnosis of serious ill-
nesses of infancy and childhood.

We urge clinicians, public health doc-
tors, and microbiologists to continue
reporting to the Public Health Laboratory
Service and Oxford Vaccine Group, as they
have done over the past 10 years, and thank
all those involved for their contributions to
the long term surveillance of H influenzae
infections.

Guidelines can be found at http://cphl.phls.
org.uk/rsi/haemophilus_reference_unit.htm

Jodie McVernon paediatric research fellow
jodie.mcvernon@paediatrics.ox.ac.uk

Richard Moxon action research professor of
paediatrics
Oxford Vaccine Group, University Department
Paediatrics, John Radcliffe Hospital, Oxford
OX3 9DU

Paul Heath senior lecturer
Paediatric Infectious Disease Unit, St George’s
Hospital, London SW17 0QT

Mary Ramsay consultant epidemiologist
Immunisation Division, Public Health Laboratory
Service Communicable Disease Surveillance
Centre, London NW9 5EQ

Mary Slack consultant microbiologist
Public Health Laboratory Service Haemophilus
Reference Unit, John Radcliffe Hospital

1 Tanner K, Fitzsimmons G, Carrol ED, Flood TJ, Clark JE.
Haemophilus influenzae type b epiglottitis as a cause of
acute upper airways obstruction in children. BMJ
2002;325:1099-100. (9 November.)

2 Heath PT, Booy R, Griffiths H, Clutterbuck E, Azzopardi
HJ, Slack MP, et al. Clinical and immunological risk factors
associated with Hib conjugate vaccine failure in childhood.
Clin Infect Dis 2000;31:973-80.

3 McVernon J, Johnson PDR, Pollard AJ, Slack MPE, Moxon
ER. Immunologic memory in Haemophilus influenzae
type b conjugate vaccine failure. Arch Dis Child (in press).

4 Heath PT, Booy R, Azzopardi HJ, Slack MP, Bowen-Morris
J, Griffiths H, et al. Antibody concentration and clinical
protection after Hib conjugate vaccination in the United
Kingdom. JAMA 2000;284:2334-40.

5 Lucas AH, Granoff DM. Imperfect memory and the devel-
opment of Haemophilus influenzae type b disease. Pediatr
Infect Dis J 2001;20:235-9.

EU reimporting drugs meant
for Africa is only part of story
Editor—The proposed measures of the
European Union to prevent reimportation
of cheap drugs meant for Africa are
welcome.1 However, experience of drug
access programmes suggests that relabelling
will address only part of the problem of cor-
rupt diversion of medicines.

The Diflucan donation programme,
which offers fluconazole free to patients
with HIV infection or AIDS, has already
altered the presentation and labelling to
reduce the risk of diversion. Despite these
measures—effectively a pilot for the pro-
posed European strategy—donated flucona-
zole has already been diverted.

A substantial proportion of the 290 000
tablets donated to Uganda have been
diverted to private sale. Individual tablets are
being sold in pharmacies without appropri-
ate diagnosis or supervision. This represents
not only a corrupt diversion for profit but
also a serious risk of inappropriate or inad-
equate use. Inappropriate use risks harm to
patients, whereas inadequate dosing may
threaten the clinical value of fluconazole
through selecting resistant pathogens.

Specific marking of products intended
for Africa may reduce the risk of reimporta-
tion for profit into the Europen Union but,
as shown by experience with fluconazole, it
will do nothing to prevent corrupt diversion
in Africa.

Prevention of the corrupt diversion of
medicines for Africa requires far more than
specific labelling. Characteristic marking
must be accompanied by delivery through
strategies proved to be secure. Such secure
delivery is possible. Inter Care has lost less
than 2% of donations over 30 years by deliv-
ering direct to prescribers and dispensers in
six African countries. Routine commercial
delivery strategies into Africa are too
dependent on trust.

The generosity and goodwill of manu-
facturers must be complemented with
experience of delivering into the disordered
infrastructures of Africa. The proposal may
reduce corrupt profits in the European
Union, but it does little to deter corrupt
diversion in Africa.
Geoff Crumplin resource coordinator
Inter Care (Medicines for Africa), Leicester
LE7 1LD
geoff@futurecare.org.uk
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