
Empyema thoracis is still increasing in UK children

Editor—An increase in empyema thoracis
complicating pneumonia in children was
reported from the West Midlands in 19971

and has since been confirmed in several
other centres in the United Kingdom,
Europe, and North America. Most culture
positive cases in the United States are
related to infection with Streptococcus pneu-
moniae serotype 1.2 This is also the most
common causative organism in the UK
where most cases are culture negative as
shown by using pneumococcal polymerase
chain reaction and serotype specific enzyme
linked immunosorbent assays.3 Until
recently, serotype 14 was responsible for
most invasive pneumococcal disease in UK
children, so the dominant serotype seems to
have shifted considerably.

We have observed a further progressive
increase in cases since 1997; over the past 12
months the number of cases requiring
surgical intervention nearly doubled, to 48
per year. The figure shows the numbers of
children requiring surgical intervention who
represent 90% of total referrals to our
regional centre. Our referral practice and
our management policy have not changed
over the past decade. In some of our cases
the severity of the underlying pneumonic
process seems to have increased, with
associated lung necrosis and cavitation.4

The UK government recently announced
the introduction of universal paediatric vacci-
nation with the heptavalent pneumococcal
conjugate vaccine suitable for use in infants.
This vaccine does not contain antigen for
serotype 1. Introduction of this vaccine to the
United States in 2001 has been associated
with a substantial decline in overall pneumo-
coccal invasive disease but an increase in
empyema cases in children, with a doubling

of cases between 2000 and 2005 compared
with the previous five years in one major cen-
tre.5 The causative organisms responsible for
this increase include serotypes 1, 3, and 19a,
as well as other non-vaccine serotypes. A
causal relation between vaccination and this
increase has not been proved, but this
possibility cannot be dismissed, and it is likely
that the incidence of this problem will now
increase yet further in the UK.

We are pleased that the Health Protec-
tion Agency will introduce an enhanced
programme of pneumococcal surveillance
for paediatric empyema in England and
Wales, including polymerase chain reaction
and serotyping in culture positive and
culture negative cases. This will allow for
close monitoring of the problem on a
national basis.
David A Spencer consultant respiratory paediatrician
david.spencer@nuth.northy.nhs.uk
Shaikh Mohammed Iqbal specialist registrar in
paediatrics
Asif Hasan consultant cardiothoracic surgeon
Leslie Hamilton consultant cardiothoracic surgeon
Regional Cardiothoracic Centre, Freeman Hospital,
Newcastle upon Tyne NE7 7DN

Competing interests: None declared.

1 Rees JMH, Spencer DA, Parikh D, Weller P. Increase in
incidence of childhood empyema in West Midlands, UK.
Lancet 1997;349:402.

2 Byington CL, Spencer LY, Johnson TA, et al. An epidemio-
logical investigation of a sustained high rate of pediatric
parapneumonic empyema: risk factors and microbiologi-
cal associations. Clin Infect Dis 2002;34:434–40

3 Eastham KM, Freeman R, Kearns AM, et al. Clinical
features, aetiology and outcome of empyema in children in
the north-east of England. Thorax 2004;59:522-5.

4 Ramphul N, Eastham KE, Freeman R, et al. Cavitatory
lung disease complicating empyema in children.. Pediatr
Pulmonol (in press).

5 Byington CL, Korgenski K, Daly J, Ampofo K, Pavia A,
Mason EO. Impact of the pneumococcal conjugate vaccine
on pneumococcal parapneumonic empyema. Pediatr Infect
Dis J 2006;25:250-4.

More on pneumonia

Clinical judgment is also needed with
CURB score

Editor—Commendably, Owen et al are
committed to reducing inappropriate intra-
venous antibiotic prescribing but we are
concerned by some of their assumptions.1

Although the guidelines from the British
Thoracic Society state that patients with a
CURB-65 score of 0 or 1 are likely to be
suitable for home treatment, Hoare and Lim
have recognised that clinical judgment is
also needed.2 Similarly, recent guidance
from the Department of Health and Health

Protection Agency on the management of
Panton-Valentine leukocidin associated sta-
phylococcal pneumonia has stated that
CURB-65 may be misleadingly low in fit
young adults.3 In a study in our own institu-
tion over the last year (in preparation) five of
40 patients with a CURB-65 score of 1 at
presentation required care in a high
dependency unit or intensive care unit.

We would be concerned if blind adher-
ence to a score designed for mortality
prognostication without reference to the cur-
rent or deteriorating physiological state of the
patient resulted in patients being managed
inappropriately, and we believe that if
CURB-65 is used then decision making
should also allow for the inclusion of clinical
judgment as suggested by Hoare and Lim.
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“Surviving Sepsis” campaign may
contradict CURB score

Editor—Owen et al highlight the possibility
that intravenous antibiotics may be overpre-
scribed to patients with non-severe commu-
nity acquired pneumonia.1 The guidelines of
the “Surviving Sepsis” campaign for manag-
ing severe sepsis and septic shock recom-
mend “intravenous antibiotic treatment
should be started within the first hour of
recognition of severe sepsis, after appropri-
ate cultures.”2

Some of the literature referenced by the
Surviving Sepsis campaign uses the fulfil-
ment of two out of four of the criteria for the
systemic inflammatory response syndrome
and a systolic blood pressure less than 90
mm Hg as indicative of sepsis. Given the dif-
ference between these criteria and CURB
criteria, a patient apparently not deemed
suitable for intravenous antibiotic treatment
of pneumonia by the CURB criteria could
be recommended for aggressive treatment
of sepsis (including central venous and arte-
rial access) by the campaign’s guidelines.
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This apparent contradiction illustrates
the continued importance of overall clinical
assessment in our increasingly guideline
driven management of patients.
Thomas M Oates senior house officer
Charing Cross Hospital, London W6 8RF
oates_tom@hotmail.com
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Treatment of MRSA in community
acquired pneumonia

Editor—Hoare and Lim’s update on the
diagnosis and management of community
acquired pneumonia does not mention
methicillin resistant Staphylococcus aureus
(MRSA),1 which is becoming more common
in the community as a true community asso-
ciated organism, in patients in residential
care, and in those discharged from hospital.
Patients who have newly acquired MRSA
often develop further infections unless
carriage is cleared. One study showed that in
the 18 months after first colonisation, over
one quarter of individuals developed further
MRSA infections, many of which were
pneumonias.2 All MRSA strains are resistant
to penicillins and cephalosporins; over 90%
of hospital associated strains are resistant to
quinolones, and over 70% are resistant
to erythromycin and clarithromycin.3 Treat-
ment regimens advised in the article
are inappropriate when MRSA is a likely
pathogen.

At Plymouth Hospitals NHS Trust in the
past year 39% of all MRSA bacteraemias
presented in the community, nearly half of
all serious MRSA infections were in patients
not previously known to be colonised, and
nearly 20% of residents of nursing homes
admitted to the orthopaedic service were
colonised. With such high levels of unidenti-
fied carriage in the community, empirical
treatment for MRSA pneumonia in many
groups at risk seems prudent.

Recent UK MRSA treatment guidelines
advise the use of vancomycin or linezolid for
proved MRSA pneumonia.3 Doxycyline is
well tolerated and over 95% of MRSA strains
are sensitive to it, as well as most of the
atypical pathogens that Hoare and Lim sug-
gest should be treated with the poorly toler-
ated antibiotic erythromycin or its more
expensive relative clarithromycin.

Although not mentioned in the British
Thoracic Society’s guidelines, in Plymouth
doxycyline is used in addition to a penicillin
to treat atypical pathogens. This has the
additional benefit of providing some activity
against unidentified MRSA infections.
When conventional antibiotic treatment has
failed or in patients who are intolerant of
penicillins, an oral respiratory quinolone
(levofloxacin) is used. In such patients who
are at increased risk of MRSA infection—for
example, elderly people or patients with a

history of carriage, etc—we suggest intrave-
nous vancomycin or linezolid be added as it
should be for patients with severe pneumo-
nia who are at risk. When MRSA pneumo-
nia is subsequently confirmed, conversion to
a regimen as recommended in the UK
guidelines would be appropriate in most
patients.

With rising rates of MRSA infections in
the community we urge other providers to
consider the use of empirical treatment with
a tetracycline or vancomycin in community
acquired pneumonia in high risk patients
when MRSA cannot be ruled out.
James Greig consultant microbiologist
James.Greig@PHNT.swest.nhs.uk
Peter Jenks consultant microbiologist
Department of Microbiology, Derriford Hospital,
Plymouth PL6 8DH
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Pulmonary tuberculosis:
diagnosis and management

Interferon test is new advance in
diagnosis . . .

Editor—Campbell and Bah-Sow downplay
the role of new advances in the diagnosis of
pulmonary tuberculosis.1 This is surprising
as new techniques such as the interferon test
are the first advance in this area for many
years. Unlike the Mantoux test, this test does
not test positive in those who have had BCG
vaccination.2 It can also differentiate Myco-
bacterium tuberculosis from other mycobacte-
ria and is therefore a more specific test for
diagnosing latent tuberculosis.3

Sarah Farrow specialist registrar in general internal
medicine
University Hospital Lewisham, London SE13 6LH
sfarrow@doctors.org.uk
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. . . and barrier nursing is recommended
in management

Editor—Campbell and Bah-Sow say that
barrier nursing is not necessary, except for
patients with multidrug resistant tuberculo-
sis, who should be managed in a negative
pressure room vented to the outside.1 They
also assert that patients should be dis-
charged home unless clinically imperative.
According to guidelines on tuberculosis
from the National Institute for Health and
Clinical Excellence (NICE), barrier nursing

and isolation are recommended until three
sputum tests are negative.2

C V Praveen ear, nose, and throat medicine, staff grade
surgeon
Princess Royal University Hospital, Farnborough
BR6 8 ND
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Benefits of family mealtimes
for nursing home residents

Study is step in the right direction

Editor—Nijs et al show the beneficial effects
of family style mealtimes on the health of
nursing home residents.1 Many elderly
people in nursing homes, despite excellent
clinical care, experience poor nutritional
status associated with poor dentition, depres-
sion, and disease related malnutrition. Family
members become distressed watching their
elderly relatives decline in such a way.

The solution has always been to provide
high protein and energy dietary supple-
ments from pharmaceutical companies
which, although carefully formulated, are of
debatable palatability and uptake. Impor-
tantly, they are prescribed by doctors at
enormous cost to the health service, and evi-
dence of their effectiveness is limited.2 Food
based interventions are not ineffective:
appropriate studies simply have not been
done. This research is a step in the right
direction. Jamie Oliver, could you make
nursing homes your next project?
John C Oldroyd lecturer in public health
Deakin University, 221 Burwood Highway,
Burwood, VIC 3125, Australia
john.oldroyd@deakin.edu.au
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Protecting mealtimes may similarly
benefit elderly inpatients

Editor—The study by Nijs et al of Dutch
elderly nursing home residents showed that
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improving the ambience at mealtimes
prevents a decline in body weight.1 A decline
in nutritional status during hospital stay may
be the result not only of illness but also of
problems with feeding and catering policies,
such as poor environment, lack of help with
eating, and interruption of meals by
procedures and ward rounds.2 Another rea-
son is limited time available to eat each meal
in the hospital.3

In the United Kingdom protecting
mealtimes is an imaginative solution to
improve nutrition of hospital patients in the
better hospital food programme of the
Department of Health. We conducted a pilot
study in two medical wards for elderly
patients at Castle Hill Hospital in West York-
shire to check the effect of protected
mealtimes in elderly hospital patients. The
intervention was protection for an hour dur-
ing lunchtime and evening mealtimes. It was
an open study with four months interval
between control (17 patients) and interven-
tion (22 patients).

We found that protecting mealtimes
helped in preventing weight loss (0.19
kg/week compared with 0.25 kg/week) and
reduction in hand grip strength (0.53 kg v
0.60 kg). Mid-arm circumference increased
with mealtime protection (0.03 cm/week),
whereas a reduction (0.02 cm/week)
occurred in the control group (P = 0.056).
Interestingly, we did not find protecting
mealtimes to improve the food intake (calo-
ries: 1121/day v 1275/day; protein: 44
g/day v 50 g/day).

Similar studies showed equivocal results
in the past among elderly hospital patients
as mentioned by Milne et al.4 As the protec-
tion of mealtimes has consequences for
medical care an equivalence trial would be
worth while.
Abhay K Das consultant physician
Pontefract General Infirmary, Pontefract WF8 1PL
abhaylopa@yahoo.co.uk
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Ethnic misclassifications
hamper progress in research
Editor—McDowell et al review the evidence
for ethnic differences in susceptibility to
adverse drug reactions to cardiovascular
drugs.1 They concluded that patients from
different ethnic groups have different risks

for adverse reactions to cardiovascular drugs
and that ethnic group may be one determi-
nant of harms of a given treatment, either
because it acts as a surrogate measure of
genetic make up or because cultural factors
alter the risk.

Clearly, there are important issues that
are worth discussing with regard to this
study’s approach of ethnic classifications
and its conclusions. The ethnic differences
in health are not easily explained, and better
definitions and terminology, and greater
attention to population heterogeneity are a
prerequisite for scientific progress.2 The het-
erogeneity of African descent populations,2

Asian,3 and white4 populations has long
been pointed out. Some journals, including
the BMJ, have also set standards by publish-
ing explicit guidelines for the use of race and
ethnicity. Despite this, broad terms such as
black, Asian, or non-black are still
entrenched in scientific writing.

The continuing use of broad terms in
epidemiology and public health may reflect
pragmatic reasons such as small study num-
bers; but the need for simplicity should be
weighed against the dangers of stereotyping
and incorrectness. The authors’ conclusion
that ethnic group may be one determinant
of harms of a given treatment in the
individual patient because it acts as a surro-
gate measure of genetic make up is worrying
given the nature of ethnic classifications in
their study.

Ethnicity and health researchers should
move beyond the straightforward black-
white category that was the dominant and
limiting approach for most of the 20th cen-
tury and access the substantial ethnic diver-
sity that typifies the population under study.
Charles Agyemang associate researcher
Amsterdam Medical Centre, Department of Social
Medicine, 1100 DD, Amsterdam
c.o.agyemang@amc.uva.nl
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Self harm in Goth youth
subculture: authors’ reply
Editor—Our paper generated varied com-
ments.1 The definition of “Goth” is conten-
tious but covers a wide range of musical
tastes, social groupings, and aesthetics.2 Our
paper, as is clear from the title, refers to
younger Goths; the results may not apply to
all Goths.

Our contribution is a first step towards
producing an evidence base to test the

hypothesis that engagement with Goth sub-
culture could have positive rather than
negative consequences for some young
people, rather than relying on media
speculation.

Some contributors have suggested that
the association between self harm and Goth
subculture may be accounted for by other
factors. This is unlikely, since we adjusted for
the strongest and most relevant correlates of
self harm found in other studies of young
people. Others have said that our results
were not valid because of the small numbers
involved. Our paper underwent a formal sta-
tistical review before publication. Further-
more, while the media focused on the 25
young people who were unambiguously
identified as Goth, nearly 8% of our
representative sample had identified with
Goth subculture, in varying degrees of
intensity, and were three to four times more
likely to harm themselves than the other
participants.

It has also been said that by adopting a
quantitative approach we may have missed
contextual factors and that the high rate of
self harm found among Goths is a form of
decoration, analogous to body modification.
We dispute this on two grounds. Firstly, since
those who harmed themselves were asked
why, we know that most, regardless of youth
subculture, did so to relieve anxiety, anger,
and other negative emotions. Secondly,
although cutting could be interpreted as
some form of subcultural display, such an
argument is difficult to sustain in relation to
attempted suicide.
Robert Young research associate
robert@msoc.mrc.gla.ac.uk
Helen Sweeting research scientist
Patrick West senior research scientist
MRC Social and Public Health Sciences Unit,
University of Glasgow, Glasgow G12 8RZ
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Can general practitioners
compete with big business?

Changing drivers in the NHS

Editor—The Langwith case reached the
High Court over whether there was an obli-
gation to activate section 11 of the 2001
Health and Social Care Act, in this particular
case.1 The act states, among other things,
that patients should be involved in the
development and consideration of propos-
als for changes in the “way” in which their
services are provided.

The national debate on privatisation is a
separate issue, but the publicity given to this
case has been an important part of inform-
ing people how the culture and the drivers
are changing in the NHS. Although, when
we put in our bid, we had no idea of what
was about to happen, we subsequently
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allowed our bid to be used as an illustration
of process.

I believe that the NHS belongs to the
electorate and not to the government or
professionals. It is worrying that the views of
the electorate have not yet been sought,
nationally, on the profound implications of
allowing multinational companies entry into
the NHS. It is beyond belief that there has
been no meaningful debate in Parliament.
There are clearly arguments on both sides
and the electorate should be given the
opportunity to air them. There is a basic
need for a risk assessment, if nothing else.
Merely redefining general practitioners as
“private” and saying that they must become
more commercial to compete does not
address the ethical weakness that the princi-
ple had already been conceded without a
public debate. Hoping that “hybrids” will
emerge is not a robust approach to a
profoundly moral issue.

We need to face up to the reality that it
may be impossible to have a private sector
that can deliver public service values as its
priority—and still survive. So, perhaps it’s
time to talk.
Elizabeth D Barrett general practitioner
Shires Health Care, Shirebrook, Derbyshire
NG20 8DG
elizabeth.barrett@nhs.net
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NHS privatisation was piloted in prisons

Editor—It is no surprise to see NHS
general practice being eroded by big
business.1 Doctors advocate for all their
patients; politicians (the “owners” of the
NHS) have pressures that are often at odds
with those of patients and therefore their
doctors.

By seeking a system that reduces doctors’
responsibility for patients to an employment
contract (with minimum and maximum
standards set by managers), politicians can
have less hassle, perhaps at the expense of
reduced patient care but without the electoral
risk of providing for free an increasingly
expensive product to an increasing number
of clients within a limited budget.

In Scotland some years ago, a group of
senior prison doctors attempted to bid for
the contract to provide health services to
Scottish prisoners but were thwarted by a

tender process that seemed biased towards a
single service provider with a commercial
track record. During the run up to the proc-
ess, proposals to set up a clinical partnership
with an academic department of general
practice to provide much needed clinical
research into custodial medical care failed in
the face of the plans to contract out to a
“single service provider” by the Scottish
Prison Service. From a professional clinical
perspective the episode made no sense, but
it became much easier to homogenise
prisoner care and to downplay prisoner spe-
cific issues (such as transmission of hepatitis
C) whose solutions might have been seen as
controversial.

It is common practice for public bodies
to have tender processes that favour big
business over small businesses. “Risk reduc-
tion” is a term used to camouflage the bias
away from professionally led services to eas-
ily managed services. In government terms,
risk reduction often entails transferring risk
away from politically sensitive bureaucratic
bodies to patients (including prisoners)
whose individual catastrophes are irrelevant
to those who foot the bill.
Andrew J Ashworth general practitioner
Davidson’s Mains Medical Centre, Edinburgh
EH4 5BP
Andrew.ashworth@lothian.scot.nhs.uk
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Healthcare crisis in Gaza: the
BMA responds See News p 1290

Editor—The BMA shares the grave con-
cern that has been expressed about the
apparent collapse of the health system in
Gaza.1 It recognises that the freeze on aid
and other funds to the Palestinian territories
is having a profoundly damaging effect on
hospitals and health care in Gaza, where
reports have indicated that child malnutri-
tion is also at a worrying level. However,
contrary to the assertion that it is ignoring
this crisis, the BMA has been active in
collecting information and liaising with
medical human rights groups, such as the
International Federation for Health and
Human Rights (IFHHRO) to see how best
help might be provided.

The BMA has its own way of approach-
ing such issues. In 1997, the BMA adopted a
policy at its annual meeting, strongly oppos-
ing all economic sanctions that damage
health care, and BMA Council was
instructed to call on states to respect the
agreed exemptions for medicines, medical
supplies, and basic food items. The associa-
tion has attempted to implement this policy
in as fair a fashion as possible. For example,
it lobbied strongly over many years against
the blockade of medicines to Iraq and had
repeated meetings with ministers to focus
attention on the very serious health effects
of those sanctions. This was a well planned

and continued lobby led by the BMA’s Inter-
national Committee.

The damage to the health system in
Gaza is no less, but there has been less time
to organise a well thought through response
that also takes account of the political
difficulties, following the Hamas elections
and the consequent instabilities.

As initial steps, however, the BMA has
indeed called on the World Medical Associa-
tion to issue a statement about the
unacceptable damage being done to the Pal-
estinian health system and is in close contact
with colleagues in both Israel and Palestine
who are highlighting the problems and
organising appeals for donations of
medicines.

Through its Brussels office, the BMA has
been closely monitoring the EU discussions
which are now hopefully leading towards
the unblocking of some (albeit) limited aid
into Gaza.

Clearly any delay is worrying, but we
welcome the fact that the EU has now drawn
up plans to provide some funding for Pales-
tinian doctors, teachers, and pensioners in
an effort to diminish the humanitarian and
political crisis in the occupied territories.
Our understanding is that three channels of
funding are being proposed: one to provide
$6m a month to an existing EU initiative to
pay Palestinian utility bills; another to
provide $7m a month to meet non-salary
costs of essential health, education, and
social services; and the third channel could
directly pay allowances to employees in
some key sectors. Under the plan, we under-
stand that allowances for doctors and nurses
are proposed to a level of about $8m a
month.

What is needed now is practical help in
releasing the aid that is available but has
been blocked. The BMA cannot involve itself
in political questions but will certainly be
encouraging the UK government to influ-
ence its EU partners to try and reduce
damage to this already fragile health system.
Vivienne Nathanson director, Professional Activities
British Medical Association, London, WC1H 9JP
vnathanson@bma.org.uk

Competing interests: VN is an employee of the
BMA.
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