
abortion rate in the US could be due to reduced access
to abortion clinics—another ideological battleground.

Three key questions should be asked about a health-
care intervention: “Can it work?” (denoting efficacy),
“Does it work?” (denoting effectiveness), and “Is it worth
it?” (denoting efficiency).9 For emergency contraception
the first question has not been answered for obvious
ethical reasons—a placebo controlled trial has never
been performed. Estimates of efficacy are based on cal-
culating the day of ovulation for individual women using
emergency contraception and calculating the chance
that pregnancy would have occurred by using data
obtained from a cohort of women trying to conceive,
who kept diaries of menses and intercourse and who
had the day of ovulation determined biochemically.
Many women using emergency contraception have
recently had unprotected intercourse more than once,
many are vague about the date of their last period, and a
few were too drunk to be sure they had even had sex.

Even if emergency contraception can work (is effi-
cacious), the experimental evidence that it does work
(is effective) is disappointing. Ten studies in different
countries have shown that giving women a supply of
emergency contraception to keep at home, so that they
have it when they need it, increases use by twofold to
threefold.10 In three studies that measured subsequent
pregnancy rates, advance provision of emergency con-
traception increased its use but had no measurable
effect on rates of pregnancy or abortion.10–12 When rea-
sons for not using emergency contraception, despite
having a supply at home, were documented three out
of every four women said they did not realise they had
put themselves at risk of pregnancy.

So is emergency contraception worth the fuss? If
you are a woman who has had unprotected sex then of
course it is, because emergency contraception will
prevent pregnancy in some women some of the time—

and if you don’t want to get pregnant anything is better
than nothing. If you are the CMAJ’s editor or FDA
commissioner then yes, because scientific freedom is
worth the fight. If you are looking for an intervention
that will reduce abortion rates, emergency contracep-
tion may not be the solution, and perhaps you should
concentrate most on encouraging people to use
contraception before or during sex, not after it.
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Salt reduction in the United States
Halve salt in processed and restaurant food, says American Medical Association

In June 2006, the American Medical Association cata-
pulted its salt policy into the headlines. In a bold step
the association’s membership voted to implement

several strategies to reduce salt intake. The members
voted (a) to urge the Food and Drug Administration
(FDA) to revoke the “generally recognized as safe”
(GRAS) status of salt and develop regulatory measures
limiting the amount of salt in processed and restaurant
foods; (b) to establish quantifiable milestones, specifically
a 50% reduction over the next decade, in the salt content
of processed foods, fastfood products, and restaurant
meals; (c) to join in partnership with organisations to
educate consumers about the benefits of long term salt
reduction; and (d) to work with the FDA to improve food
labelling and develop warning labels for foods high in
salt. The association’s decision to advocate salt reduction
follows a recent series of reports in the United States rec-
ommending sharp reductions in salt consumption,
largely because of its adverse effects on blood pressure.1–5

The response from industry was swift and predict-
able. Leading the charge against the proposal is the Salt

Institute, an international trade organisation of salt pro-
ducers. In a news release, the Salt Institute claimed that
“the American Medical Association has misread the sci-
ence, confusing blood pressure effects with health
outcomes.” The Salt Institute, now allied with the US
Chamber of Commerce, argues that policy making
should rely only on evidence from clinical trials that use
clinical outcomes such as stroke and mortality rather
than intermediary outcomes such as blood pressure.
However, blood pressure is an important, aetiologically
relevant risk factor for cardiovascular and renal diseases
and is widely accepted as a valid marker for policy mak-
ing.6 In addition, a large scale, long term, lifestyle modifi-
cation trial with clinical outcomes is unrealistic. It would
not be worth the considerable time and expense
because of the overwhelming evidence for salt’s adverse
effects on blood pressure.7

Reducing salt intake is similar to achieving other
lifestyle modifications in that a substantial public health
approach will be required in addition to changes in
individual behaviour. The need for a public health
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approach is even greater with salt reduction than other
lifestyle modifications. In contrast to cigarette smoking,
where use is evident to the consumer, the salt content of
our diets is not readily apparent: over 75% of consumed
salt comes from processed foods.8

Hence, any meaningful strategy to reduce salt
intake must involve the efforts of food manufacturers
and restaurants, either voluntarily (by persuasion) or
involuntarily (by regulation). The latter may be
required, given the initial response of commercial bod-
ies to the American Medical Association’s proposal.
The need for public health approaches is also
apparent, given the global burden of hypertension
(estimated worldwide prevalence of 972 million
persons in 20009) and the limited success of lifestyle
interventions designed to reduce individuals’ salt
intake. Such interventions have been notoriously diffi-
cult to implement, especially in the setting of a food
supply containing “hidden” salt.

In clinical trials, intensive interventions that focused
just on salt reduction have shifted mean intake to about
100 mmol (2.3 g) of sodium (equivalent to 5.8 g of salt) a
day.10–12 When efforts to reduce salt intake were
combined with weight loss11 or as part of a comprehen-
sive lifestyle intervention programme,13 salt reduction
was more modest, probably because of the complexity of
making multiple lifestyle changes and potential trade-
offs when there are several lifestyle goals.

The proposal by the American Medical Association
may represent a turning point in public health efforts
that have so far been largely ineffective in the US. The
actions of doctors and their leadership carry
enormous weight, as they did for tobacco control
efforts. It is reasonable to conceive that physicians’
actions have been an integral, if not essential,
component of tobacco control efforts in the US, given
their influence on individual patients, their communi-
ties, and healthcare policy.

Advice to reduce salt intake has been issued for
about 30 years, despite persistent and highly aggressive
attempts by commercial interests to weaken recom-
mendations. With publication of the US Dietary
Guidelines report4 and a subsequent “harmonisation”
process, salt recommendations are now uniform and
accepted by all branches of the federal government.
Recommendations are also more stringent—the
currently recommended upper limit of sodium intake
is 100 mmol a day in the general population and 65

mmol a day in people who are especially sensitive
to the adverse effects of sodium (African-Americans,
middle aged and older individuals, and people with
hypertension, diabetes, or chronic kidney disease).4

The critical issue in the US, as in most other coun-
tries, is developing a comprehensive strategy to achieve
meaningful, population-wide reduction in salt intake.
In this setting, the association’s proposal is a logical
and coherent framework for accomplishing this vitally
important public health objective.
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Non-cephalic presentation in late pregnancy
Best diagnosed by ultrasound at 36 weeks

Caesarean section rates continue to increase
around the world. Although non-cephalic pres-
entation is not the most common indication for

caesarean section, it may be one of the most
preventable.1 Timely diagnosis of this condition, and an
attempt at external cephalic version at about 36 weeks’
gestation, has been shown to safely reduce the need for
caesarean section.1–3 However, timely and efficient diag-
nosis of fetal malpresentation requires a screening test
with a high sensitivity and high specificity.

In this issue of the BMJ Nassar and colleagues
report a cross sectional study of the diagnostic
accuracy of clinical examination for the detection of
non-cephalic presentation in late pregnancy.4 Their
findings are worrying: non-cephalic presentation was
correctly diagnosed in only 70% (91/130) of cases and
in only 38% of obese women (3/8). The authors
correctly point out that missing the diagnosis of
non-cephalic presentation precludes the ability to offer
external cephalic version and increases the likelihood
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