
makers should consider acupuncture as an adjunct to
usual care for patients with persistent low back pain or
migraine: the best evidence shows that the associated
health gain represents good value.
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Childhood pneumonia in developing countries
Refinement of clinical algorithms is a priority

Despite major advances in our understanding of
the burden and epidemiology of childhood
acute respiratory infections, almost two mil-

lion children still die from pneumonia each year,
accounting for 20% of deaths in children aged under 5
years globally.1 2 Accurate figures are difficult to obtain,
but the estimated incidence of pneumonia is 151
million new cases a year, and, of these, some 11-20 mil-
lion (7-13%) are severe enough to require hospitalisa-
tion.2 These composite figures do not reflect the
tremendous inequity both between and within
countries, with the bulk of pneumonia deaths affecting
the poor with limited access to services.3

The crucial first step in tackling childhood
pneumonia is being able to diagnose it accurately, a
challenge highlighted in this week’s BMJ by Hazir and
colleagues.4 They analysed 1848 chest radiographs of
children in Pakistan hospital outpatient settings who
had had non-severe pneumonia diagnosed clinically
according to World Health Organization guidelines.
Only 14% of the children had radiological evidence of
pneumonia. Other community studies in Pakistan have
found chest radiographs to have very low specificity for
pneumonia in young children.5

It is now almost 15 years since the launch of a global
acute respiratory infection programme by WHO, which
focused on simplified syndromic diagnosis of childhood
pneumonia by health workers and management of
selected cases with oral co-trimoxazole.6 Subsequent
progress has focused on scaling up the management
strategies by training health workers and inclusion of the
strategies within the integrated management of child-
hood illnesses programmes.w1 There have been several
modifications of these diagnostic algorithms since and,
with the emergence of antimicrobial resistance among
common respiratory pathogens,7 an understandable
spate of alternative treatment regimens.8 9 Given that
many poor families in developing countries are unable
to access services in health facilities, it is not surprising

that the bulk of childhood pneumonia deaths occur in
community settings where there are relatively few skilled
health workers. There is emerging evidence that
management of pneumonia in community settings by
community health workers may reduce mortality signifi-
cantly,10 and several pilot studies have confirmed the fea-
sibility of such approaches.w2-w4 Not surprisingly, there is
considerable pressure to scale up these interventions in
community settings,11 but their success will depend on
the availability and application of robust diagnostic
algorithms by health workers with only basic training or
even lay people.

Radiology and determination of hypoxia by pulse
oximetry have been considered the optimal methods
for diagnosing pneumonia,w5 but they are clearly
suitable only for use in institutional settings. This
immediately raises concerns as to the robustness of
pneumonia diagnosis using clinical criteria. Although
the low specificity of clinical algorithms may be
unavoidable given the need to detect and diagnose
pneumonia rapidly in young children, this can have
unexpected consequences once such diagnostic meth-
ods are applied on a large scale, especially by commu-
nity health workers. Others have also highlighted the
importance of standardisation and supervision of
health workers in their use of diagnostic criteria for
pneumonia surveillance and management.w4 w6

There are legitimate concerns that, once treatment
regimens are rolled out for pneumonia management
by community health workers, existing diagnostic
criteria would lead to considerable overtreatment of
children with respiratory infections. Given the paucity
of effective and inexpensive antimicrobial agents for
treating pneumonia, large scale use of existing agents
for non-bacterial pneumonia significantly increases
the risk of development of antimicrobial resistance.
Clinical failure rates as high as 22% have been
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reported among children treated with double dose
co-trimoxazole for non-severe pneumonia,12 indicating
that the problem already exists. Recent data on the fail-
ure of standard antimicrobial treatment with
parenteral penicillin or amoxicillin for severe pneumo-
nia among HIV infected children in Africa are even
more alarming, with failure rates of 24% by day 14.13

What then is the way forward? Clearly further
refinement of clinical algorithms for easy diagnosis of
childhood pneumonia by community health workers is
necessary. This work is hampered by the lack of a gold
standard for the diagnosis of pneumonia in population
settings. Transthoracic lung aspiration and microbiol-
ogy have been recommended for research work,w7 but
there is an urgent need to develop robust molecular
methods for diagnosing pneumonia in the field. Given
the planned large scale demonstration projects of Hib
and pneumococcal conjugate vaccine in various parts
of the world, development and validation of such diag-
nostic methods and clinical algorithms must become a
priority. The large scale introduction of management
strategies for pneumonia by community health
workers must also be accompanied by robust monitor-
ing and evaluation of the validity and impact of such
strategies.
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Caesarean delivery in the second stage of labour
Better training in instrumental delivery may reduce rates

Despite much discussion of the increase in
elective caesarean rates over the past 20 years,1

w1 little attention has been paid to the rise in sec-
ond stage caesarean section rates. The maternal risks of
second stage caesareans include major haemorrhage,
longer hospital stay, greater risk of bladder trauma, and
extension tears of the uterine angle leading to broad
ligament haematoma.2 Although second stage caesar-
ean section is sometimes appropriate, many could be
prevented by the attendance of a more skilled
obstetrician.

Currently, obstetric trainees perform most of the
second stage trials of instrumental delivery. A recent
UK study found that decisions made by consultant
obstetric staff are important in determining whether a
second stage caesarean section is the optimum method
of delivery for women with delay in advanced labour.3

The investigators found substantial differences
between consultants’ and specialist registrars’ opinions
on factors affecting safe vaginal delivery—such as posi-
tion of the fetal head in the maternal pelvis and its
proximity to the pelvic outlet. Consequently, a consult-
ant obstetrician who performed a vaginal assessment
was more likely to reverse a decision made by an
obstetric trainee for a caesarean and proceed to a
safely conducted instrumental delivery.

From the women’s perspective, receiving a senior
opinion might make their labour worth while, in that
they have a successful vaginal birth, and their delivery
and reproductive future safer. Without increases in
junior doctors’ experience and recruitment into the
specialty, the problems with second stage caesareans
will rise. Furthermore, women who have undergone a
caesarean section are less likely to have a vaginal birth
in subsequent pregnancies because they tend to
request repeat elective caesarean delivery.4 Repeat and
recurrent caesareans are associated with higher rates of
placenta praevia and accreta.5 w2 w3

According to the Royal College of Obstetricians
and Gynaecologists audit figures, about 35% of caesar-
eans for singleton pregnancies are performed because
of failure to progress in labour, of which a quarter
occur at full cervical dilatation.6 In 55% of these cases
no attempt was made to achieve a vaginal birth with
either forceps or ventouse. In those births where
instrumental delivery was attempted, the audit noted a
“failed” rate of 35% for ventouse and 2% for forceps.6

These figures are in keeping with the known higher
risk of failure associated with ventouse and a gradual
decline in the use of forceps. There is an understand-
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