
letters

Teenage pregnancy

Education programme has 
changed since study
Henderson et al studied sexual health and 
relationships education (SHARE) delivered 
between 1996 and 1999 in east Scotland.1 
They showed no statistically significant 
influence on conceptions or terminations 
by age 20 years.

In the article by Henderson et al, 
SHARE was delivered exclusively by 
school teachers,1 but an earlier study on 
the same cohort highlighted the limitations 
of using such an approach.2 Recent advice 
to local authorities and NHS organisations 
reinforces the need for a multidisciplinary 
approach in working to reduce teenage 
pregnancies.3 A review of the evidence 
in preparation for the second phase 
of the national health demonstration 
project, “Healthy Respect,” shows that 
a multifaceted approach combining 
education, information, and services has 
the best chance of improving sexual health 
outcomes.4 In Scotland, teachers now work 
alongside youth workers, school nurses, 
and voluntary organisations to deliver 
SHARE5 with improved access to services 
for young people.
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Systematic review addresses 
socioeconomic inequalities
We have grappled with social disadvantage 
and teenage pregnancy in our recent 
systematic reviews evaluating the 
effectiveness and appropriateness of 
interventions to reduce the social exclusion 
associated with teenage pregnancy.1 As 
Henderson et al postulate,2 we found 
that programmes aiming to change life 
opportunities for young people have a 
considerable positive effect on reducing 
pregnancy in this group. Our meta-analysis 
of high quality controlled trials indicated 
that pregnancy rates could be reduced 
by 39% in young people who themselves 
were recipients of day care as children or 
received youth development programmes 
in American studies. However, studies 
of young people’s views also showed 
important research gaps. These include the 
development and evaluation of policies to 
promote young people’s involvement in 
schooling, further education and training, 
and to support families experiencing 
problems linked with social disadvantage 
and poverty.

Happiness, enjoyment of school, and 
ambition can all help to delay parenthood 
in young people. The available research 
evidence also points both to day care 
and to youth development programmes 
as effective and appropriate ways of 
supporting children and young people. 
These findings imply a need for further 
research into the socioeconomic and 
cultural influences that shape young 

people’s choices about when they become 
parents, and what other options are open 
to them for a happy and satisfying life.
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Semantics

Schizophrenia can and should 
be renamed
Lieberman and First make the case against 
renaming schizophrenia on the grounds that 
changing the term would not change the 
stigma attached to the underlying condition.1 
Yet renaming is a key strategy used by 
marketing and public relations industries to 
improve image, alongside attitude change 
and education.

But what should it be replaced with? 
One of the conclusions emerging from the 
“Deconstructing psychosis” conference, 
part of the DSM-V Prelude project was 
for replacing the current categories 
with a general psychosis syndrome.2 
However, this would increase still 
further the heterogeneity that currently 
bedevils biological and psychosocial 
research, clinical practice, and resource 
management, when differentiation is really 
needed.

Trauma has recently been recognised as 
relevant to a significant group of patients 
with this diagnosis.3 Since the 1950s, a new 
group has also been included to broaden 
the diagnosis further: those in whom 
there is an association with hallucinogenic 
drugs.4 Renaming and differentiation of 
these two groups (“traumatic” and “drug 
precipitated” psychosis) is clinically 
possible from those patients who develop 
systematised delusions and those who 
seem to be particularly vulnerable to 
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stress (“sensitivity psychosis”). In a 
study of the use of these terms with 
medical students (n=241), we found 
that they were associated with reduced 
perception of dangerousness and much 
increased expectation of recovery than 
“schizophrenia.” Most importantly, 
patients and carers themselves, when 
asked, find the term unacceptable.5
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Resuscitation orders

Orthopaedic consultant is 
responsible in hip fracture
Anwar and Ahmed highlight the difficulties 
making cardiopulmonary resuscitation 
(CPR) decisions for elderly people with 
hip fracture.1 Published guidance and the 
law are confusing,2 3 but there is a logical 
approach to using them.

It is not practicable to make a 
resuscitation decision on everybody in 
hospital. If an arrest is ‘‘foreseeable,’’ 
guidelines supported by common law 
and common sense dictate that a decision 
needs to be made. If it is not foreseeable 
then, provided the option to refuse CPR 
is available, no decision need be made, 
leaving a patient “for CPR” by default.

The appeal court decision in the case 
of Burke makes clear that doctors are not 
obliged to offer treatment they believe 
will be ineffective, simply because a 
patient wishes to receive it.4 If an arrest 
is foreseeable but prospects of CPR 
succeeding are very poor it should 
not be offered and a “do not attempt 
resuscitation” (DNAR) order should be 
made.

If the patient has capacity—which may 
be difficult to judge in the context of acute 
illness—then as part of the explanation 
of the treatment plan doctors should 
generally explain that CPR would not be 
offered because it would not succeed. If 
confusion or distress will probably result 
from such discussion then under common 
law5 a doctor may decide it is not in a 
patient’s best interests to be told that an 
ineffective treatment will not be offered 
and a DNAR order is made without 
discussion. If the patient lacks capacity 
a relative may be told the reasons for a 
DNAR order when the treatment plan is 
explained.

Many elderly people would not wish to 
receive CPR. The principle of autonomy 
and the common law gives patients the 
right to refuse it. If an arrest is foreseeable 
and CPR has reasonable prospects 
of success patients should be asked if 
they wish to receive it. If they are not 
competent, relatives should be consulted to 
try and judge what the patient would have 
wished.
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NHS cataract service

ISTC programme is an 
expensive option
The improvement report in relation to 
cataract surgery1 is further evidence that the 
independent sector treatment centre (ISTC) 
programme was an expensive over-reaction 
to the need to increase rates of cataract 

surgery.2 Many ophthalmology departments 
had improved cataract surgery pathways, 
as part of Action on Cataract, an NHS 
initiative supported by the college,3 before 
the ISTC programme was proposed.

Modest sums of capital pump-primed 
increased cataract surgical activity by 
improved facilities and pathway redesign. 
As this report confirms,1 such targeted 
investment quickly pays for itself. The 
experience in NHS ophthalmology units 
elsewhere is similar.

Had the Department of Health followed 
the advice of clinicians, the royal colleges, 
and the BMA when the cataract and other 
ISTC schemes were proposed, improved 
access to cataract surgery would have 
been realised with much less expenditure, 
without adverse effects on surgical 
training, and without destabilising NHS 
eye departments. However, an alternative 
direction was taken.4 Despite the paucity 
of clinical outcome data, a cause of 
increasing concern,5 and the lack of 
evidence of cost effectiveness of phase 1 of 
the ISTC programme, further investment 
in cataract surgical facilities continues 
in phase 2. Meanwhile, for long term 
stability of the service, the best option for 
the public is to support local NHS units, 
which brought down cataract waiting 
times, which patients need to call on in 
an emergency or for chronic eye disease, 
and which train the next generation of 
surgeons while meeting waiting time 
targets. A constructive partnership of 
clinicians, managers, and commissioners 
is a surer way to achieve sustained 
improvements in access and quality 
of care, rather than centrally imposed 
initiatives and diktat, such as the needless 
cataract ISTCs.
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