
have mild symptoms of respiratory tract infection but
are concerned that they might have influenza. There is
no evidence to warrant deviating from current
guidelines on managing influenza, in which antibiotic
treatment is usually restricted to people with signs and
symptoms of pneumonia, especially the very young
and very old and those with underlying diseases. Wide-
spread prophylactic or pre-emptive use of antibiotics
could encourage antibiotic resistance and thereby
counterbalance any apparent short term benefits.

Although influenza may be complicated by
pneumonia in only a minority of patients, in severe
cases it will be difficult to distinguish purely viral pneu-
monia from bacterial pneumonia.7 Therefore, even
though most patients with severe flu-like illness will
have influenza, such patients must be treated with anti-
biotics, especially those treated in hospital.

Should current recommendations on empirical
antibiotic treatment be adjusted? Patients should have
antibiotics which are effective against Staphylococcus
aureus and Streptococcus pneumoniae. Although all guide-
lines for the empirical treatment of community
acquired pneumonia cover Streptococcus pneumoniae,
Staphylococcus aureus poses more of a challenge. In the
United States and Europe infections caused by commu-
nity associated methicillin-resistant Staphylococcus aureus
(CA-MRSA) are emerging.8 In some urban centres, as
many as half of all Staphylococcus aureus samples recov-
ered from skin and soft tissue infections among outpa-
tients are CA-MRSA.9 In such places CA-MRSA should
be considered the causative pathogen in episodes of
severe community acquired pneumonia that need
admission to hospital. Furthermore, in areas with a high
prevalence of penicillin resistant Streptococcus pneumo-
niae doctors should ensure that they give �-lactam anti-
biotics in adequate doses.

Finally, doctors might also need to consider other
measures. Pneumococcal vaccination might offer some
protection against secondary bacterial infections,
although randomised trials do not indicate that
polysaccharide pneumococcal vaccines would be
protective in preventing pneumonia and death.10

Recently introduced technology now allows rapid
detection of Staphylococcus aureus carriage, which could
be used to identify patients at increased risk for

secondary pneumonia.11 Both measures would need
substantial financial investments in the absence of evi-
dence of efficacy.

Modern communication technology, rapid diag-
nostic testing, and better preparedness should yield
real understanding of these questions in the first weeks
and months of a pandemic. In the meantime we will
have to rely on conventional wisdom.
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Collaborative care for depression
Is effective in older people, as the IMPACT trial shows

Over the past decade, trials based in primary
care have shown the effectiveness of collabo-
rative care models in treating depression.

Essential elements of these collaborative care pro-
grammes are the use of evidence based protocols for
treatment, structured collaboration between primary
care providers and mental health specialists, active
monitoring of adherence to treatment and of
outcomes, and (in some cases) structured programmes
of psychotherapy delivered in primary care. A paper by
Hunkeler and colleagues (p 259) extends the evidence
for collaborative care in depression in three important

ways, finding that such care is acceptable to older
patients, is effective, and has benefits that are sustained
over at least two years.1

The initial studies on collaborative care for depres-
sion showed the value of psychiatrists or psychologists
working in primary care settings to improve the quality
of pharmacotherapy or provide brief psychotherapy.2 3

Subsequent programmes attempted to improve the
availability and efficiency of collaborative care through
structured telephone calls with participants and nurses
and bachelor-level mental health workers.4 5 Studies of
disseminating and implementing collaborative care
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proved the acceptability and effectiveness of these
strategies for quality improvement and care manage-
ment strategies in a range of healthcare settings and
patient populations.6 7

The IMPACT study shows that the strategies for
quality improvement and care management proved
effective in younger adults with depression can be
extended to older people. Acceptability of the IMPACT
treatment programme was high, and clinical benefits
were at least as large as those seen in younger or mixed
age samples. Clearly, depression is not an inevitable
consequence of ageing, functional limitation, and
chronic illness. The belief that older people have “good
reason to be depressed” has sometimes led to
misplaced nihilism regarding treatment for depression.

These data show that relatively modest levels of
continuity of care and of maintenance treatment yield
important and sustained benefits. Initial evaluations of
collaborative care for depression showed that short
term interventions produced only short term benefits.8

The IMPACT stepped care programme allowed for
varying intensity of long term treatment. Follow-up and
monitoring for most patients who were responding well
to initial treatment was provided through brief monthly
phone calls from their depression care manager
(usually a primary care nurse). Those not responding
were offered augmented treatment and consultation
with a specialist. Patients in the intervention group
maintained important clinical gains through the 12
month intervention period and the following year.

These findings suggest that the value of improving
care for depression should be judged over a period of
two years or more. The largest investments in
improved treatment are made in the first three to six
months, but the maximal benefits do not occur until six

or 12 months. When you’re measuring the number of
miles travelled per gallon of gas, you have to include
the time that you spend coasting (an analogy useful
beyond US and UK readers).

It is refreshing that the paper by Hunkeler and col-
leagues does not end with the customary call for addi-
tional research. The evidence base is now sufficient for
the emphasis to shift from research to dissemination
and implementation.
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The incidence of gastroschisis
Is increasing in the UK, particularly among babies of young mothers

Gastroschisis is the evisceration of the fetal
intestine through a defect in the paraumbilical
anterior abdominal wall with herniation of

gastrointestinal structures into the amniotic cavity.
Babies born with this condition are more likely to be
born prematurely and to have had poor fetal growth.
The anomaly requires immediate postnatal surgery,
which has a good outcome in more than 90% of cases.1

It is a distressing condition for parents, however, and
often requires a prolonged stay in a paediatric unit.

Ten years ago our group reported in the BMJ that
the national system for notifying congenital malforma-
tions (collated by the Office for Population and Census
Surveys, now called the Office for National Statistics,
ONS) showed an increasing trend in the number of
babies born with gastroschisis in England and Wales
between 1987 and 1993.2 No such marked increase was
apparent for other congenital anomalies such as
exomphalos.

Gastroschisis was associated with a lower overall
maternal age: the incidence among mothers aged
under 20 is 4.71 per 10 000 total births compared with

0.26 per 10 000 total births to mothers aged 30-34.
Furthermore, the incidence of gastroschisis was mark-
edly higher in the northern regions of the United
Kingdom (1.55 per 10 000 total births) than in the
southeast (0.72 per 10 000 total births).2

The notification system is voluntary, however, and
under-notification and misclassification of malforma-
tions may therefore be considerable, leading to under-
ascertainment.3 This also favours over-notification of
very visible anomalies such as gastroschisis while prob-
ably grossly underestimating non-visible lesions, such
as heart defects. Nevertheless, even gastroschisis seems
to be underestimated in ONS statistics.4 5

In contrast, regional registers for congenital
anomalies aim to include all data from abortions, fetal
loss, and infant deaths, as well as cross referenced
information from paediatric surgical units. Such data
sources have consistently shown better and more com-
plete registration of congenital anomalies and have
confirmed both an increasing incidence of gastro-
schisis among babies of teenage mothers and an over-
all increase year on year.6 This discrepancy between
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