
ally identify disease that results in referral to a
coroner; but the use of such necropsies to establish
the necessity of referral is not acceptable practice.
The assessment of death from possible

occupational disease often requires microscopic
examination, which can take several days. Doctors
have a statutory duty to issue a death certificate,
and this should not be delayed pending patho-
logical findings. Our experience indicates that
registrars are astute in recognising that occu-
pational factors may have been relevant in a death,
either from the stated cause of death or from
conversation with the relatives. The registrar then
has no option but to complete his or her statutory
duty and refer the case to the coroner. In other
instances the death may have been registered and
the body disposed of before a definitive histo-
pathological report is available. If occupational
disease has been found to be present the enormity
of problems and distress resulting from such a
course of events is self evident, as is the fact that
they could have been avoided by referral initially.
We agree with Seaton that deaths from known

occupational disease should be reported to the
coroner. His advice of "when in doubt request a
necropsy" is, however, inappropriate: such cases
should also be referred.

DAVID SLATER

LEONARD HARVEY

Department of Histopathology,
Rotherham Hospitals NHS Trust,
Rotherham S60 2UD
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Cost-utility analysis
EDrrOR,-In his article on cost-utility analysis Ray
Robinson discusses the quality life year (QALY)
but only briefly acknowledges its conceptual and
practical shortcomings.' It is unfortunate that
prominence is given to the QALY: yet again a table
listing costs per QALY shows treatments for renal
failure in an unfavourable light. I wish to comment
on the cost quoted for erythropoietin for patients
receiving dialysis.

Nephrologists regularly witness the transfor-
mation of patients' lives by erythropoietin at a cost
of C20004000 a year, but ifwe believed the QALY
analysis we would never prescribe erythropoietin.
That we do so knowing the costs means one of two
things: either we waste resources or the scales used
to measure health benefit are not adequate for the
task.
QALY analysis assumes that one year of life at

100% quality equals two at 50%, irrespective of age
or whether life is saved or suffering relieved.2 Life-
saving procedures are devalued unless an inter-
vention in a young patient confers long survival.
Acute treatments rate as more cost effective than
chronic treatment, and young people seem to be
"better value" than old people.
A greater flaw is the non-linearity of the Rosser-

Kind scale.' Few disability/distress states rate
below 0 8 so the instrument cannot discriminate
between most health states: few interventions can
shift a patient to a greatly improved quality of life.
Ironically, this prevents the scale from measuring
the very thing it was designed to do.

Finally, the QALY scale fails to acknowledge
that patients with chronic diseases continually
revalue their quality of life. Taylor et al described
the impact of withdrawal of erythropoietin on
patients whose quality of life had been improved
by treatment.4 The sudden withdrawal of the
treatment led to a greater reduction in quality of
life than the original improvement rated on the
QALY scale.
This retrospective revaluing of life experiences

is part of the human condition and is not confined
to medical treatments. The approach based on

QALYs thus loses the variables of time and
experience in the derivation of a numerical score.

It is unfortunate that Robinson did not address
these simple conceptual flaws. Misquotation or
misinterpretation of his article may lead to a denial
of optimal treatment for patients with chronic
renal failure.

ANTHONY NICHOLLTS
Royal Devon and Exeter Hospital,
Exeter EX2 5DW
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Adult moyamoya disease
ED1TOR,-The article on adult moyamoya disease,
which is an unusual cause of stroke, raises several
issues.' Moyamoya disease is probably best
regarded as a syndrome that can result from any
condition that causes early narrowing of the
proximal portions of the intracerebral arteries
rather than as a specific disease. A proportion of
cases is unexplained. The underlying or asso-
ciated conditions include renovascular hyper-
tension.2 Diagnostic use of hyperventilation to
induce clinical events of electroencephalographic
effects should be undertaken with caution as a
permanent neurological deficit may result.
A protective effect and even improvement in

function resulting from revascularisation pro-
cedures have been reported from Japan,' and
colleagues and I have seen such effects in 15 young
people aged up to 20.4 Regression of the anasto-
motic vessels has been reported after revascular-
isation.3 Although the primary arterial narrowing
usually occurs early in life, one of our patients had
right herpes zoster ophthalmicus at the age of 19,
followed by a left hemiplegia and right moyamoya
syndrome three months later. The upper age limit
at which arterial narrowing may be followed by
moyamoya syndrome is therefore not known.
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Community supervision orders
EDnrOR,-Tom Bums and colleagues suggest that
mental health professionals favour community
supervision orders.' The evidence suggests other-
wise.

Firstly, the House of Commons Select Com-
mittee on Health took written and oral evidence on
this matter earlier this year.2 Of 21 national
organisations, representing the entire range of
agencies concerned, that gave evidence, only three
were in favour of community supervision orders:
the Royal College of Psychiatrists, the BMA, and
the mental health charity SANE (Schizophrenia:
A National Emergency).3 The remainder, includ-
ing the National Schizophrenia Fellowship, were
opposed to these orders.

Secondly, the data presented by Burns and
colleagues do not entirely support their conclu-
sions. While 71% of the psychiatrists in the South
West Thames region who responded supported a
community supervision order without reservation,
under a third of the community psychiatric nurses
and social workers who were polled held this view.
This evidence is consistent with the findings of the
select committee on health: many doctors support
such new powers for doctors, but few others do.
This important debate has now been opened up

for the widest consultation with the publication of
the 10 point plan for the care of mentally ill people
put forward by the secretary of state for health.4 As
doctors we may wish to enter this debate by stating
clearly that our duty to protect the public needs to
be balanced against the requirement to treat
patients by the least restrictive means.
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Influenza immunisation in
elderly people
EDITOR,-Th M E Govaert and colleagues con-
clude that the side effects of influenza immunisa-
tion in high risk patients in their study were mild
and that these patients should be immunised.'
These conclusions plus the recently circulated
annual letters on influenza immunisation from the
chief medical officers,2 should prompt debate on
how to improve implementation ofnational policy.
The low level of coverage repeatedly found

among those for whom the vaccine is recom-
mended34 has failed to stimulate any new approach
to the problem. Unlike with most recommended
immunisations, general practitioners do not
receive any payment for giving influenza vaccine or
for reaching target levels of coverage among the
groups at risk.4 Some doctors with patients in long
stay facilities seem to adopt a blanket policy (by
omission or commission) not to immunise.3 While
the recommendations acknowledge that the final
decision is that of each patient's medical prac-
titioner,2 this hardly justifies such a wholesale
approach.

Offering immunisation to those elderly people
for whom "longevity is a blessing" has been
suggested,3 but, while this is superficially
attractive, its logic leads us to deep ethical waters.
If the unimmunised elderly people for whom, we
judge, longevity is not a blessing succumb to
influenza and its complications, surely it is illogical
to treat them as we had considered preventive
measures unjustified. And if we so categorise these
patients in respect of influenza immunisation, is
there justification for actively treating them for any
illness or injury? With a government obsessed with
the problems of paying for the needs of a growing
elderly population and hospitals and local
authorities ill funded to cope, the notion of
bronchopneumonia after influenza as the "old
man's friend" may enjoy renewed currency.

In the United States the Medicare influenza
vaccination demonstration lasted four years in 10
states; vaccine was supplied free to providers, who
were reimbursed for its administration. Coverage
among the group at risk increased to 59% in
intervention areas compared with 46% in control

BMJ voLuME 307 6 NOVEMBER 1993 1213



areas.5 The programme was cost effective for
Medicare and may well be cost saving. As a result
of the demonstration, influenza vaccine is now a
benefit covered for all beneficiaries of Medicare
part B.5

Unless we are serious about preventing influenza
among vulnerable elderly people and emulate such
initiatives, the chief medical officer's annual letter
is merely a ritual.

D S G SLOAN
Department of Public Health,
Argyll and Clyde Health Board,
Paisley PA2 7BL
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Paternal exposure to chemicals
before concepdon
EDrrOR,-In their editorial on the effect of paternal
exposure to chemicals on reproduction Bernard
Robaire and Barbara F Hales suggest that "a
significant increase in the risk of spontaneous
abortion ... in women whose husbands had
increased... urine mercury concentrations before
conception" is a consistent outcome.' Examination
of the report by Cordier et al referred to2 does not
support this view.
The raw data presented show that the wives of

113 workers who had ever had a job with potential
exposure to mercury vapour had 239 pregnancies
with 18 spontaneous abortions (7.5%) while the
wives of 267 control workers had 544 pregnancies
with 52 spontaneous abortions (9.6%). Classifying
the pregnancies according to paternal urinary
mercury concentration in the period before con-
ception resulted in 69 pregnancies with four
spontaneous abortions (5 8%) being lost from the
exposed group and 72 pregnancies with one spon-
taneous abortion (1-4%) being transferred from the
exposed to the non-exposed group. The ratio of
spontaneous abortions to pregnancies in the four
exposure categories studied became: no exposure,
53:616; low exposure, 1:22; medium exposure,
5:38; and high exposure, 7:38. The Cochran-
Armitage test3 gave p<0 05. The sensitivity
of these data is such, however, that one fewer
abortion in the high exposure group or the omis-
sion of pregnancies transferred to the non-exposed
group removes the significance. Moreover, accord-
ing to Cordier et al, multiple logistic regression of
risk factors indicated that the p value for gravidity
was higher (0 05) than that for the mercury
concentration in paternal urine (0 07).
The consequences of considering pregnancies

rather than the mother were that the pregnancies
of any particular couple could appear in more
than one exposure category and the influence of
obstetric history was ignored. The importance of
obstetric history was shown by Alcser et al: after
adjustment for different confounding factors the
significant association between paternal exposure
to mercury vapour and spontaneous loss of preg-
nancy (which included not only spontaneous
abortion up to 28 weeks but stillbirth) disappeared
and the only significant predictor of the loss of
pregnancy was the number ofprevious losses.4
The danger of inadvertent misrepresentation in

an editorial in the BMJ is that the BMJ reaches a
wider readership than the original paper and many
readers accept the views expressed in editorials as

authoritative. Only few readers will know that
Cordier et al concluded that "there might be a dose
related connection between exposure of the father
to mercury... and the incidence of spontaneous
abortion."2 "Might be" is very far from "con-
sistent" and "significant."
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Deregulating emergency
contraception
EDITOR,-We agree with James Owen Drife that
emergency contraception should be available
without prescription from pharmacists and that
this would help to reduce the incidence of un-
wanted pregnancies.' Although Drife gave details
of standard postcoital contraception and the intra-
uterine device, he did not mention mifepristone,
the most effective and safe postcoital contraceptive
agent. In Glasier et al's comparative study of
mifepristone and high dose oestrogen and pro-
gestogen for emergency postcoital contraception
none of the 402 women taking mifepristone
became pregnant, while four women who took
standard oestrogen-progestogen regimens became
pregnant.2 The incidence of side effects was also
much lower in the mifepristone group, and mife-
pristone can be given to women in whom oestrogen
is contraindicated.

Mifepristone is an expensive and a restricted
drug and is unlikely to be made available without
prescription.3 In future, however, it could become
an increasingly attractive option for women who
require postcoital contraception.
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Whisdeblowers
EDITOR,-Freedom to Care, a British organisation
similar to Whistleblowers Australia, has numerous
letters and reports in its files that mirror the
Australian experience of "whistleblowing."' It has
over 100 members, many ofwhom are doctors (and
even more are nurses), and has helped many people
who have experienced the kind of difficulties
reported in K Jean Lennane's survey.' A similar
survey of British whistleblowers in the health care
system, which Barbara Shailer and I have carried
out at the European Centre for Professional Ethics,
University of East London, yielded similar
findings to hers.2

I see a danger in medicalising whistleblowing.
Who has done a study to determine the effects of
not blowing the whistle? How many millions of
employees work in a climate of frustration and fear

and feel undervalued; that they are not listened
to; and that they are expected to acquiesce in
corruption, waste, negligence, and managerial
high handedness? What effect does that have on
their health? What effect does it have on their self
esteem, on the meaning they find in their work,
and on the service that clients receive? Living as we
do on a planet under threat, ifnone of us ever blows
the whistle we will all in the long term be very sick
indeed. The more whistleblowers there are, and
the more they are supported and listened to, the
less likelihood they and the rest of us have of being
made sick in body and mind.
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Value ofmeasuring blood
pressure in pregnancy
EDITOR,-Among the routine antenatal checks
that Philip Steer lists as being of dubious value are
measurement of blood pressure and testing for
proteinuria.' It is unlikely that these two tests are
in danger of being stopped, but they may be done
less frequently, especially as Steer also suggests
that there is a case for less frequent antenatal
checks, quoting Hall et al, who suggested that the
tests should be done at 26, 30, 34, 36, 38, and 40
weeks only.2 The death rate from pregnancy
induced hypertension described in the reports
on confidential inquiries int.-maternal deaths in
England Wales in 1967-85 'and in the United
Kingdom in 1985-7 should make us cautious about
this, particularly in the case of women having their
first baby.34
The table shows the death rate from pregnancy

induced toxaemia in each successive triennial
report in two groups of patients: those delivered up
to 33 weeks and those delivered at 33 weeks and
after. Though the death rate has more than halved
among women delivered at 33 weeks and after, that
among women delivered up to 33 weeks has
remained unchanged. Possibly the disease is
inherently more dangerous during weeks 26-32 or
treatment is more conservative for the child's sake;
but surveillance of the women's blood pressure
during these weeks is less and, therefore, the
diagnosis is almost certainly delayed. A death rate
of 5 per million matemities seems unlikely to be
the lowest we can get to in this group as the report
shows that the death rate for 38 weeks and
afterwards from 1981 to 1987 is down to 2.5 per
million matemities. In the Royal Gwent Hospital 1
in 400 women having their first baby have had to be
delivered by emergency caesarean section because
of fulminating toxaemia before the end of the 32nd
week. The higher death rate in the women
delivered at 33 weeks and after is probably due to
the higher incidence of the disease in that group.
Reducing surveillance for pregnancy induced

hypertension duriwg weeks 26-32 is not likely to
contribute to a reduction in mortality from this
condition. I believe that women having their first
baby, especially, need to be checked for this
condition weekly from 26 weeks onwards. Those
who believe that weekly measurements of blood
pressure are inappropriate should consider teach-
ing the mother to check her own urine for protein
once a week in the weeks that she is not being
seen by a midwife or doctor. This would cost about
,Clm a year for women having their first baby.
Failure to prevent maternal deaths and long term
disability from non-fatal cardiovascular accidents
costs taxpayers money because of litigation and
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