
Data are not now collected by ethnic group in South Africa

Editor—Claire Hilton notes that since April
1995 British hospitals have had to collect
data on each patient’s ethnic group.1 In the
United States this is standard practice. In the
Morbidity and Mortality Weekly Report data on
numerous variables relating to the health
and ill health of black and white people are
regularly given2—as also, on occasion, are
data on Hispanics, American Indians, Inuits,
and Pacific Islanders. In South Africa
precisely the converse has occurred. Ethnic
subdivisions have stopped appearing in
reports from the Central Statistics Services,
and thus mortalities are no longer given for
the constituent populations (black, Asian,
coloured (Eur-African-Malay), and white),
only for the combined population. Addi-
tionally, in our big cities annual reports from
public health departments provide only
combined data on morbidity and mortality.

Disadvantages are many. Recently, col-
leagues and I reviewed changes in the total
death rate and the death rate from coronary
heart disease in South African populations.3

We found that, from 1978 to 1989, mortality
from coronary heart disease fell by 56% in
the white population and by 36% in each of
the Indian and coloured populations.
Because changes in mortality from this fore-
most “killer” are continuing we intended to
update our information. But this is now pre-
cluded. Currently, desegregation does not
apply to our national cancer registry. But if it
did how, for example, could benefits from
Papanicolaou smear tests be assessed? The
incidences of cervical cancer in the black
and coloured populations are among the
highest in the world. The constituent popu-
lations of South Africa have a wider
divergence in the occurrence of a variety of
diseases than occurs in any other country:
coronary heart disease, appendicitis, colon
cancer, and hip fractures. Interethnic differ-
ences in the occurrence of disease, reactivity,
and metabolism are well known elsewhere.4

In South Africa the change to using
combined data will make it harder to
identify and quantify the target populations
who are in most need of help, as well as
severely stultifying research on the occur-
rence of disease and on combating it.

Hilton is right, of course, that the level of
treatment is affected by ethnic group.
Recently, in the United States the effect of
race and income on mortality and the use of
services among beneficiaries of Medicare
was investigated; both race and income were
shown as having substantial prejudicial

effects, that of race being much more
pronounced than that of income.5 This is a
matter of universal shame.
Alexander R P Walker Head
Human Biochemistry Research Unit, South African
Institute for Medical Research, Johannesburg,
South Africa
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Dealing with patients with HIV
infection

Isolation is impractical and unnecessary

Editor—After all that has been written
about AIDS, I am surprised that the BMJ
should publish Bernard Rabinowitz’s per-
sonal view.1 In portraying current ethical
standards as the result of an unprincipled
cave-in to some homosexual lobby Rab-
inowitz distorts both those standards and
the history of public health medicine. For
example, as early as the first world war a
British royal commission concluded that the
control of sexually transmitted diseases was
better served by securing the willing
cooperation of those at risk—through educa-
tion and voluntary, confidential testing and
treatment—than by sanctions.2

While isolation may work for diseases
such as smallpox or diphtheria, which lead
to death or recovery within weeks, for HIV
infection it is impractical and burdensome
because people remain infected but asymp-
tomatic for many years; in addition, it is
unnecessary because the virus is not spread
by casual contact. The traditionalist view of
infectious disease control as being focused
solely on identification, isolation, and treat-
ment of infected subjects is questionable in
relation not just to HIV infection but also to
more conventional diseases.3

Obligatory premarital HIV testing has
been tried and found wanting.4 People can
have sex before they marry, and a medical
test may be a powerful disincentive to matri-

mony. The idea of compulsory testing before
pregnancy is even more bizarre. How could
it be enforced?

Doctors working for insurance compa-
nies have always been bound by the same
rules of confidentiality as the rest of the pro-
fession. They may recommend refusal of
insurance or a raised premium for someone
with hypertension or HIV infection, but they
risk disciplinary action if they disclose
personal health information without good
reason.

HIV testing is already routine for donors
of blood, organs, and semen. Current
guidance allows a doctor to warn a sexual
partner of someone with HIV infection if,
after discussion, the person has refused con-
sent for this.5 Similarly, it requires doctors
who have a condition that could affect their
judgment or performance, be it HIV
infection or dependence on alcohol, to seek
medical advice and testing if appropriate and
to modify their practice if this is necessary to
protect patients. A doctor who knows that a
colleague is continuing to practise in a way
that puts patients at risk must report him or
her to the proper authorities.

There can be valid differences of
opinion, but serious debate is scarcely
furthered by appeals to a vision of
professional “heritage and duty” that is
based more on mythology than fact.
Hilary Curtis Executive director
BMA Foundation for AIDS, London WC1H 9JP
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Such bigotry should not have been
published

Editor—I feel compelled to respond to a
few of the many inaccuracies and prejudices
in Bernard Rabinowitz’s personal view
about HIV infection and AIDS.1

Firstly, there is still much debate among
experts about the origins of HIV. In addition,
there was a period of years between the first
cases of HIV infection in the United States
and a diagnostic test becoming available. By
the time that diagnosis was possible people
across the world were already infected. The
author’s suppositions drawn from historical
inaccuracies are wrong.
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When can any patient be forced to have
any test against his or her wishes? How would
an HIV test performed before emergency
surgery influence the decision to operate?
The author clearly does not appreciate that
the difference between performing a preop-
erative HIV test and a preoperative chest x ray
examination is that one is supposedly for the
benefit of the surgeon and the other is clearly
for the benefit of the patient.

The comparison between HIV infection
and the infectious diseases mentioned in the
article—polio and tuberculosis, for example
—is astounding. The method of spread of
HIV is different, there is no treatment to
stop infectivity, there is no cure, and HIV
infection cannot be prevented by vaccina-
tion. How is HIV infection like a standard
infectious disease?

Finally, what exactly is the author suggest-
ing that we do with HIV positive people in
order to stop the spread of the virus? Do we
tattoo people with the letters AIDS, isolate
them in a ghetto, or eventually transport all
those infected into separate camps? What
would be the next step? A person who is HIV
positive is not putting others at risk by living
in the same community. If over the past many
years society has decided that individuals can
make their own choices as to whether to risk
exposure to HIV then I think that society is
correct and Rabinowitz is wrong. If individu-
als are not aware of risk behaviour then edu-
cation, not segregation, is needed.

The rank, but subtle, homophobia
inherent in this article and the inference that
it was the articulate but morally corrupt
homosexuals who are to blame for the HIV
epidemic sickens me. I am equally sickened
that the BMJ should choose to publish this
bigotry. The words “personal view” would
not justify racial or gender prejudices, so
why do they justify this?
Paul P Walker Registrar
Department of Genitourinary Medicine, Leeds
General Infirmary, Leeds LS1 3EX

1 Rabinowitz B. The great hijack. BMJ 1996;313:826.
(28 September.)

Eliminating poverty and ignorance is the
solution

Editor—We have sympathy for our surgical
colleagues who risk HIV infection daily
through their work. But Bernard Rabinow-
itz’s suggestion that HIV testing should be
obligatory before surgery1 will do nothing to
reduce his risk unless he refuses surgery to
people found to be infected; this view is con-
sidered to be unethical by the General
Medical Council in Britain.2

Rabinowitz states that HIV testing could
be vital in an emergency. We work in one of
the largest HIV treatment centres in Britain,
and we cannot think of one instance in
which emergency HIV testing would have
been essential for patient care.

Rabinowitz’s conviction that HIV testing
should be obligatory for the entire popula-
tion is even more misguided. His compari-
son of HIV infection to diseases such as
tuberculosis, diphtheria, and smallpox is
flawed for several reasons. Firstly, HIV infec-
tion has a prolonged, asymptomatic, incuba-

tion phase, and therefore standard isolation
procedures (which are applied to the other
diseases mentioned above) are impractical.
Secondly, as HIV is spread almost entirely
through sexual intercourse, patients pose
little risk to anyone except their sexual
partners. Therefore the only “isolation”
needed is sexual. We would be interested to
know how he proposes to isolate sexually up
to a quarter of the adults in Africa for 10
years while they are in perfect health and
able to contribute to the economy. We
believe that the only practical way to isolate a
population sexually is to promote universal
use of condoms. A policy of obligatory HIV
testing would give individuals a false sense
of security and provide a disincentive to
safer sex.

The cost of a programme of obligatory
testing and the policing of such a pro-
gramme is inhibitory, especially as it would
need repeating, regularly. Forged results and
certificates would become a major problem,
as evidenced by one of our patients from
Africa, who was infected after her marriage
to a man with false medical certificates. The
money might be better spent providing
adequate services for diagnosing and treat-
ing other sexually transmitted diseases
(which have been shown to reduce the inci-
dence of HIV infection3 ), a supply of afford-
able condoms, basic education, and legisla-
tion to empower women.

HIV infection is a disease of poverty and
ignorance, both of which factors are driving
the epidemic in developing countries. These
are the battles that need fighting, rather than
the “ethical nonsense” in the United States
to which Rabinowitz refers.
Emma F Fox Registrar in genitourinary medicine
Nicola A Smith Senior registrar in genitourinary
medicine
Caroline S Bradbeer Consultant genitourinary
medicine physician
Guy’s and St Thomas’s NHS Trust, London
SE1 7EH
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Few authors have the courage to stand up
and be counted

Editor—The BMJ should ask Bernard Rab-
inowitz to write an editorial on AIDS and its
hijacking by politicians.1 His personal view
will, I think, be shared by a substantial
number, if not most, of the profession. When
historians look back on the 20th century his
article will be cited as one of the few speak-
ing out against the vocal minority. There will
be incredulity that professional organisa-
tions did not represent the views of so many
of their members and that so few of us had
the courage to stand up and be counted.
Peter Daggett Consultant physician
Stafford District General Hospital, Stafford
ST16 3SA

1 Rabinowitz B. The great hijack. BMJ 1996;313:826.
(28 September.)

Activists in India are
promoting good health of
babies through breast feeding
Editor—I was shocked to read the unkind
comments made by John Dobbing in his
letter1 about the editorial by R K Anand.2

I was the organiser of the international
workshop in Bombay on the prevention of
mental handicap in developing countries
under the aegis of the Commonwealth
Association for Mental Handicap and
Developmental Disabilities, to which Dob-
bing refers. The entire proceedings were
published in Bombay and later in Britain. I
was present throughout the workshop in
which Anand questioned Dobbing about the
validity of his statement that “exclusive
breastfeeding in communities as indigent as
this will often adequately support good
growth for two or three months.”3 Anand
quoted Gopalan, a former director of the
National Institute of Nutrition, India,4 and
others about the remarkable ability of poor
women to breast feed and the dangers of the
early introduction of complementary food. I
strongly support the view that the baby food
industry takes advantage of statements such
as the above from Dobbing and promotes
the introduction of cereals from an inappro-
priately early age.

Anand’s editorial related to the unethi-
cal exploitation of health professionals by
the baby food industry for the purpose of
promoting the sales of its products. The
seemingly noble gestures that the industry
makes in the form of grants or financial help
to doctors to support their research,
training, and education programmes have
none other than this selfish motive behind
them. It is a matter for rejoicing that the
World Health Assembly has acted to end the
conflict of interests and to bring about the
unhindered promotion of breast feeding.
The assembly’s resolution1 aims at discour-
aging financial and material help given to
health workers.

It is unfortunate that Dobbing has
sidetracked the issue raised in Anand’s
editorial and has made a personal attack on
him. He should note that the people to
whom he referred as “a fanatical band of
activists” are people who have at heart noth-
ing more than the wellbeing and good
health of babies the world over.
N B Kumta Past president, Indian Academy of
Paediatrics
A-22 Kaveri Apartments, 63 Relief Road, Malad
(West), Mumbai-400 064, India
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Having some lifesaving skills
must be better than having
none
Editor—I welcome C L Morgan and col-
leagues’ paper on the effectiveness of the
BBC’s 999 training roadshows on cardiopul-
monary resuscitation and recognise the
importance of learning from its findings.1 As
the authors state, the research was carried
out after the roadshows in 1994 and
provided valuable information to allow the
content of the course to be altered and the
training to be improved for the roadshows
in 1995 and 1996. Several facts omitted
from the paper, however, may have led to
unnecessary concern among first aid train-
ers in Britain about the value of their work in
training more than 30 000 people in basic
lifesaving skills at 999 roadshows over the
past four years.

The BBC’s 999 lifesaver roadshows were
not set up to provide definitive training in
cardiopulmonary resuscitation. Their aim
was to give people the confidence to act
calmly in any emergency. The event has
always been called a lifesaver roadshow, not
a cardiopulmonary resuscitation roadshow
as described in the paper. The course lasts
2.5 hours and includes 1 hour 20 minutes of
cardiopulmonary resuscitation; other ele-
ments include information on choking,
bleeding, burns, and how to dial 999. In fact,
one first aid tip picked up by two viewers
who watched a safety video at different road-
shows helped them each to save a life by
using credit cards to seal chest wounds.

Although the instruction at the 999 life-
saver roadshows follows the guidelines of
the European Resuscitation Council, it was
never expected—and is certainly never
stated—that after 80 minutes of tuition
people will be able to perform perfect cardi-
opulmonary resuscitation, especially when
measured against the gold standard of the
guidelines. It is impressive, however, that
94% of the people tested remembered to do
compressions and 97% attempted ventila-
tion.

I would point out that at the end of the
course people received a certificate of
attendance, not of competence. We have no
idea of what level of skill the people
acquired at the roadshows and so are unable
to compare competence at the end of the
roadshows with that six months later. What-
ever the people’s competence, however,
most health professionals would surely
agree that in an emergency it is better to do
something than nothing at all. It would also
seem logical that someone who has had
hands on training with a manikin is better
able to be talked through resuscitation
procedures by ambulance control operators
over the telephone.
Andrea Wills Editor, “999”
BBC South, Bristol BS8 2LR

1 Morgan CL, Donnelly PD, Lester CA, Assar DH.
Effectiveness of the BBC’s 999 training roadshows on
cardiopulmonary resuscitation: video performance of
cohort of unforewarned participants at home six months
afterwards. BMJ 1996;313:912-6. (12 October.)

Clinical effects of
anticoagulants in suspected
acute myocardial infarction

Adding heparin seems justified

Editor—Rory Collins and colleagues cannot
justify the conclusions of their systematic
overview of the clinical effects of anticoagu-
lant treatment in suspected acute myocardial
infarction; at best the conclusions can be put
forward only as a personal view.1 Heparin,
even when added to aspirin, showed a small
but (given the large numbers) significant ben-
efit, and without significant harm. A reduction
in mortality of five cases per 1000 is of the
order of benefit gained from accelerated
tissue plasminogen activator in the global
utilisation of strategies to open occluded
coronary arteries (GUSTO) trial,2 and, given
the huge numbers of patients treated, the
total number of lives saved will be clinically
important. That this benefit is achieved
without significant harm is a most important
observation. What treatment that saves five
lives per 1000 without significant harm at so
little cost could be rejected?

The study has severe limitations. The
authors start with the premise that because
patients now receive aspirin the results of
studies of heparin without aspirin are
meaningless. In the studies that they used to
analyse this, however, patients were receiving
aspirin for the first time. Currently, most
patients admitted to hospital with myocardial
infarctions are already receiving aspirin and
therefore cannot benefit from a new prescrip-
tion; thus this review is equally meaningless. A
patient with infarction who is taking aspirin
represents a failure of aspirin; clearly this is a
different population. By Bayesian theory we
can predict that patients in whom aspirin fails
are more likely, rather than less likely, to
derive benefit from alternative treatment, and
because the treatment seems to do no harm
there seems to be every justification in giving
it. A prospective randomised controlled trial
is needed to provide the answer.

Furthermore, the mode of administra-
tion of heparin in the large trials reviewed
has always been criticised because there is
no evidence that subcutaneous heparin is
beneficial in acute coronary syndromes.
Indeed, the clinical imperative to use
intravenous heparin was so strong that the
heparin arms of these large trials were gen-
erally invalidated by the large number of
protocol violations that were included. As
the authors have pointed out, there are few
data on the use of intravenous heparin after
thrombolysis from large trials apart from
GUSTO. We can therefore rely only on the
data obtained from the much earlier and
smaller trials and the GUSTO substudy that
included coronary angiography and showed
that heparin helped to maintain arterial pat-
ency after thrombolysis. The GUSTO trials
have, of course, confirmed the overall safety
of intravenous heparin.3

Michael A James Consultant cardiologist
Taunton and Somerset Hospital, Taunton TA1 5DA

1 Collins R, MacMahon S, Flather M, Baigent C, Remvig L,
Mortensen S, et al. Clinical effects of anticoagulant
therapy in suspected acute myocardial infarction:
systemic overview of randomised trials. BMJ
1996;313:652-9. (14 September.)

2 GUSTO Investigators. An international trial comparing
four thrombolytic strategies for acute myocardial
infarction. N Engl J Med 1993;329:673-82.

3 Bassand J. Gusto: logic wins at last (EDIT). Eur Heart J
1994;5:2-4.

Reduced intensity of anticoagulation may
be indicated

Editor—In their systematic overview of use
of heparin in acute myocardial infarction
Rory Collins and colleagues assert that the
routine addition of heparin to aspirin “is not
justified.”1 I would challenge this. Results
from the global utilisation of streptokinase
and tissue plasminogen activator for
occluded coronary arteries (GUSTO-I) trial
show that the lowest 30 day mortality among
patients treated with intravenous heparin
was in those in whom the activated partial
thromboplastin time at 12 hours after
thrombolysis was in the range 50-70 s.2

When taken in conjunction with the favour-
able mortality figures for accelerated tissue
plasminogen activator plus immediate
intravenous heparin in that trial,3 this
suggests that it would be premature to
exclude the routine use of heparin, particu-
larly if tissue plasminogen activator is the
chosen thrombolytic agent. Rather, it seems
more appropriate to control the intensity of
anticoagulation until a properly designed
study has proved otherwise.
Stuart Hood Cardiology registrar
Victoria Infirmary,
Glasgow G42 9TY

David Birnie Cardiology registrar
Dumfries and Galloway Royal Infirmary, Dumfries
DG1 4AP
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therapy in suspected acute myocardial infarction: system-
atic overview of randomised trials. BMJ 1996;313:652-9.
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2 Granger CB, Hirsh J, Califf RM, Col J, White HD, Betriu
A, et al. Activated partial thromboplastin time and
outcome after thrombolytic therapy for acute myocardial
infarction. Results from the GUSTO-1 trial. Circulation
1996;93:870-8.

3 GUSTO Investigators. An international randomized trial
comparing four thrombolytic strategies for acute
myocardial infarction. N Engl J Med 1993;329:673-82.

Authors’ reply

Editor—Both aspirin and fibrinolytic treat-
ment are of substantial value in acute
myocardial infarction.1 But the randomised
trials that have directly addressed the effects
of adding heparin to aspirin (with most
patients also receiving fibrinolytic treatment)
indicate that any further reductions in death
or other major vascular events are small, are
not statistically definite (as the lower limits of
the confidence intervals extend to about
zero), and may be offset by a small increase
in major bleeds.2 Most of this evidence has
concerned the addition of high dose subcu-
taneous heparin to aspirin and fibrinolytic
treatment, where, despite the randomisation
of 62 000 patients in the third international
study of infarct survival (ISIS-3) and the sec-
ond study by Gruppo Italiano per lo Studio
della Sopravvivenze nell’Infarto Miocardico
(GISSI-2), heparin produced no significant
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difference in one month survival (table 1,
(a)).

Few patients have been studied in trials
of intravenous heparin plus aspirin versus
aspirin alone, and the results from just those
trials are unpromising but inconclusive.2

More definite evidence about the effects of
adding intravenous heparin to aspirin is,
however, provided by the large global
utilisation of streptokinase and tissue plas-
minogen activator for occluded coronary
arteries (GUSTO-I) trial, in which—among
20 000 patients allocated to receive
streptokinase—aspirin plus high dose subcu-
taneous heparin was directly compared with
aspirin plus intravenous heparin.3 Despite
the large size of GUSTO-I, however,
intravenous heparin was not associated with
any apparent reduction in mortality or other
major clinical events (table 1, (b)). So,
although intravenous heparin seems to pro-
duce small improvements in coronary artery
patency when added to adequate doses of
aspirin after streptokinase3 or tissue plas-
minogen activator,4 the regimen of
intravenous heparin studied in GUSTO-I
did not seem to confer any clinical
advantage over high dose subcutaneous
heparin—or, indirectly, over aspirin alone
(table 1, (c))—but it did seem to be associated
with a small increase in serious bleeds.
Moreover, although the global use of
strategies to open occluded coronary arter-
ies (GUSTO-II) trial initially studied a some-
what more intensive regimen of intravenous
heparin than did GUSTO-I (as higher
activated partial thromboplastin times had
been associated with higher rates of
coronary artery patency), GUSTO-II was
stopped prematurely because of intracer-
ebral haemorrhage and other major bleeds.5

Hence the available evidence from clini-
cal trials does not justify the routine addition
of either intravenous or subcutaneous
heparin to aspirin in the treatment of acute
myocardial infarction, irrespective of the
type of fibrinolytic treatment used—or,
indeed, of whether any fibrinolytic treatment
has been used.
Rory Collins Professor of medicine and epidemiology
Colin Baigent MRC research fellow
Richard Peto Professor of medical statistics and
epidemiology
BHF/MRC/ICRF Clinical Trial Service Unit,
University of Oxford, Oxford OX2 6HE

1 Collins R, Peto R, Baigent C, Sleight P. Aspirin, heparin
and fibrinolytic therapy in suspected acute myocardial
infarction. N Engl J Med (in press).

2 Collins R, MacMahon S, Flather M, Baigent C, Remvig L,
Mortensen S, et al. Clinical effects of anticoagulant
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atic overview of randomised trials. BMJ 1996;313:652-9.
(14 September.)
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4 De Bono DP, Simoons ML, Tijssen J, Arnold AER, Betriu
A, Burgersdijk C, et al for the European Cooperative
Study Group. Effect of early intravenous heparin on
coronary patency, infarct size, and bleeding complica-
tions after alteplase thrombolysis: results of a randomised
double blind European Cooperative Study Group trial.
Br Heart J 1992;67:122-8.

5 Global Use of Strategies to Open Occluded Coronary
Arteries (GUSTO) IIa Investigators. Randomized trial of
intravenous heparin versus recombinant hirudin for
acute coronary syndromes. Circulation 1994;90:1631-2.

Use of anticoagulants in suspected acute
myocardial infarction in Europe varies

Editor—The conclusion of Rory Collins
and colleagues’ systematic overview of the
use of anticoagulants in suspected acute
myocardial infarction—that heparin should
not be routinely given with aspirin—prompts
an examination of routine clinical practice.1

A retrospective review of 4035 repre-
sentative patients admitted to hospital with
acute myocardial infarction during January
1993 to June 1994 in regions of 11 Euro-
pean countries has produced a unique
picture of typical practice.2

Over two thirds (68%) of the sample
received heparin, mainly intravenously, and
most patients (83%) received aspirin during
their admission. Heparin treatment was more
common among patients given aspirin than
among those not given aspirin (odds ratio
2.15 (95% confidence interval 1.81 to 2.54),
P < 0.0001). There was substantial regional
variation, however, in the use of heparin (any
regimen) (range 18-95%, median 83%) and in
the choice of regimen (range 8-100% for
intravenous administration, median 64%),
indicating a lack of consensus.

Routine practice in Europe thus does
not seem to reflect the published evidence
on efficacy. In addition, prescribing practice
varies widely despite a shared knowledge
base on the use of antithrombotic treatment
in acute myocardial infarction. Local prac-
tice and policies on use of heparin in
suspected acute myocardial infarction need
to be reviewed in the light of the results of
the systematic overview.1

On behalf of the European Secondary Prevention
Study Group
D Ketley Principal pharmacist
Leicester Royal Infirmary, Leicester LE1 5WW
K L Woods Professor of therapeutics
Department of Medicine and Therapeutics,
Leicester University, Leicester Royal Infirmary,
PO Box 65, Leicester LE2 7LX

1 Collins R, MacMahon S, Flather M, Baigent C, Remvig L,
Mortensen S, et al. Clinical effects of anticoagulant
therapy in suspected acute myocardial infarction: system-
atic overview of randomised trials. BMJ 1996;313:652-9.
(14 September.)

2 European Secondary Prevention Study Group. Transla-
tion of clinical trials into practice: a European
population-based study of the use of thrombolysis for
acute myocardial infarction. Lancet 1996;347:1203-7.

Metabolic effects of
antihypertensive treatment
should not be overstated
Editor—Ola Samuelsson and colleagues
conclude that neither evolving diabetes nor
increasing triglyceridaemia during antihy-
pertensive treatment has a significant impact
on coronary heart disease.1 Their method of
analysis leaves much room for doubt.

Firstly, their definition of diabetes melli-
tus does not agree with that in the stated
reference,2 in which fasting whole blood glu-
cose concentrations of > 6.7 mmol/l are cat-
egorised as indicating diabetes. The Ameri-
can Diabetes Association has recommended
a further downward revision of fasting diag-
nostic values. Miscategorisation could have
underestimated the impact of diabetes, and
it important to examine whether different
cut offs for fasting values affect the authors’
conclusions.

Secondly, examining the relative risk of
coronary heart disease with 1 mmol/l
increments of both cholesterol and triglycer-
ide concentrations seems naive, as does the
use of non-log transformed triglyceride
concentrations, since the data are clearly
skewed. Again, it would be interesting to
examine whether lesser increments in triglyc-
eride concentration (for example, of 0.4-0.5
mmol/l) were related to coronary heart dis-
ease. The lack of data on triglyceride concen-
trations for the last half of the study is another
deficiency, which the authors fail to discuss; so
is the ostensible fall in cholesterol concentra-
tion over 15 years of observation, since most
cohort studies have previously reported
either a rise or no change. This raises the
issue of whether any dietary manipulation
occurred during the follow up period.

The uncertainties of the metabolic
impact of antihypertensive agents on cardio-
vascular disease should be acknowledged.
Overstating the case from retrospective data
seems to fly in the face of extensive prospec-
tive epidemiological data that define the risk
of coronary heart disease from the combi-
nation of multiple risk factors; it could
inhibit the move towards the global assess-
ment of cardiovascular risk.
Peter H Winocour Consultant physician
Medical Directorate, Queen Elizabeth II Hospital,
Welwyn Garden City AL7 4HQ

Table 1 Effect in main trials of adding subcutaneous or intravenous heparin to aspirin and fibrinolytic
treatment in acute myocardial infarction. Values are No of cases (SE)/1000 patients treated

Outcome

(a) GISSI-2 and ISIS-3
Effect in patients allocated

high dose subcutaneous
heparin

(b) GUSTO-I Effect in patients
allocated intravenous heparin

instead of subcutaneous heparin

(c) Indirect assessment of effect
of adding intravenous heparin to

aspirin (estimated as (a)+(b))

One month mortality 2.2 (2.4) less, P=0.4 0.9 (3.8) more, P=0.8 1 (4) less, P=0.8

Reinfarction in
hospital

2.7 (1.4) less, P=0.06 6.7 (2.5) more, P<0.01 4 (3) more, P=0.2

Any stroke in hospital 0.6 (0.9) more, P=0.5 2.0 (1.6) more, P=0.2 3 (2) more, P=0.2

Haemorrhagic stroke
in hospital

1.0 (0.5) more, P=0.07 1.1 (1.0) more, P=0.3 2 (1) more, P=0.08

Major bleed in hospital 3.2 (0.7) more, P<0.001 2.6 (1.6) more, P=0.10 6 (2) more, P<0.001

(a): GISSI-2 and ISIS-3 randomised 62 000 patients between subcutaneous heparin plus aspirin plus fibrinolytic treatment
versus aspirin plus fibrinolytic treatment only.(b): GUSTO-I randomised 20 000 patients between intravenous heparin plus
aspirin plus fibrinolytic treatment versus subcutaneous heparin plus aspirin plus fibrinolytic treatment.
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1 Samuelsson O, Pennert K, Andersson O, Berglund G,
Hedner T, Persson B, et al. Diabetes mellitus and raised
serum triglyceride concentration in treated hyper-
tension—are they of prognostic importance? Obser-
vational study. BMJ 1996;313:660-3. (14 September.)

2 World Health Organisation Expert Committee on
Diabetes Mellitus. Second report. Geneva: WHO, 1980.
(WHO technical report No 646.)

Authors’ arguments about
infertility services were based
on a misunderstanding
Editor—Kamal K Ahuja and colleagues
confirm that sperm may be used posthu-
mously when proper consent has been
obtained according to the Human Fertilisa-
tion and Embryology Act.1 However, they
misinterpret paragraph 5.4 of the Human
Fertilisation and Embryology Authority’s
code of practice. This paragraph states:
“Centres may examine or treat people with-
out first obtaining their consent only in
exceptional circumstances. The only circum-
stances likely to arise in the course of infer-
tility treatment services are where the
procedure is necessary to save the patient’s
life, and she is unconscious and cannot indi-
cate her wishes.” Ahuja and colleagues’ argu-
ments are therefore based on a misunder-
standing of the paragraph.
Suzanne McCarthy Chief executive
Human Fertilisation and Embryology Authority,
London E1 7LS

1 Ahuja KK, Emerson G, Seaton A, Mamiso J, Simons EG.
Widow’s attempt to use her dead husband’s sperm. BMJ
1996;314:143. (11 January.)

Investigations to diagnose
cause of dizziness in elderly
people

Clinical assessment in the surgery is not
adequate

Editor—We do not agree with Nicki R
Colledge and colleagues’ recommendations
to general practitioners that their study
“should herald a shift away from protracted
investigation programmes” for dizzy elderly
patients or that a diagnosis can be made
“without recourse to hospital referral.”1 Diz-
ziness was provoked by standing in 63% of
patients, and 39% had fallen, but the only
specialist investigations undertaken were
posturography, vestibular testing, and mag-
netic resonance imaging. The authors attrib-
uted dizziness to cervical spondylosis in 65%
and to poor vision, anxiety, or hyperventila-
tion in many others. Cervical spondylosis
was diagnosed on clinical grounds only. It is
common in elderly people, and the authors
do not give the incidence among controls.
Similarly, poor vision in a dizzy subject does
not imply that visual impairment causes
dizziness.

The study does not include appropriate
cardiovascular investigations. This is impor-
tant when twice as many of the dizzy patients
as controls had ischaemic heart disease and

almost three times as many were taking
vasodilator drugs. Orthostatic hypotension
was diagnosed after only one minute’s
standing time. In elderly subjects an early
temporary increase in arterial blood pres-
sure when standing is common, and the
usual recommended test period is at least
two minutes. It is advised that measurements
should be continued for even longer and
that frequent readings should be taken if
orthostatic hypotension is suspected.2

The authors used supine carotid sinus
massage as a provocation test for dizziness,
and it is not surprising that none of the dizzy
group were positive, because symptoms of
the carotid sinus syndrome are usually
provoked only when the patient is upright.
The vasodepressor response was not meas-
ured, and patients with vasodepressor
carotid sinus syndrome may present with
dizziness. The head up tilt test, which is one
of the most useful tests for diagnosing
central and cardiovascular dizziness, was not
used either.3

We would advise general practitioners
that a clinical assessment in the surgery is
not adequate for dizzy elderly patients.
Indeed, if such patients have had falls, if they
drive, or if their quality of life is affected they
should be referred for outpatient cardiovas-
cular investigations. These tests have a high
diagnostic yield in elderly people and
greatly alter clinical management.
Sarah Caine Registrar
Margaret MacMahon Consultant
Care of the Elderly, Bristol Royal Infirmary, Bristol
BS2 8HW

1 Colledge NR, Barr-Hamilton RM, Lewis SJ, Sellar RJ,
Wilson JA. Evaluation of investigations to diagnose the
cause of dizziness in elderly people: a community based
controlled study. BMJ 1996;313:718-92. (28 September.)

2 Streeten DHP, Anderson GH. Delayed orthostatic
tolerance. Arch Intern Med 1992;152:1066-72.

3 Lawson J, Birchall JP, Fitzgerald J, Kenny RA. Benefits of
an integrated diagnostic approach to the investigation of
dizziness in the community. Age Ageing 1994;23:9.

Algorithm should ask whether patient is
taking drugs that may cause dizziness

Editor—We agree with Nicki R Colledge and
colleagues that dizziness is a difficult diagnos-
tic problem in elderly people.1 It may often,
however, have a simple and remediable cause
that has not been brought out in the paper: in
our experience iatrogenic causes of dizziness
are common in elderly people.

Table 1 of the authors’ paper shows
significant differences between the cases and
the controls with regard to treatment with
diuretics and calcium antagonists. No further
breakdown of these drug categories is
provided, but it can be safely assumed that at
most 57 (38%) patients in the dizzy group
were taking drugs liable to cause dizziness in
elderly people. In the discussion the authors
concentrate on the possible pathology
present. They do not give an analysis of the
frequency of observed postural hypotension
in those patients receiving vasodilator or diu-
retic drugs.

We are therefore surprised that the
management algorithm does not include a
question asking whether the patient is taking

drugs that may cause dizziness. We see this
as an important oversight: the evaluation
algorithm is incomplete without this simple
yet profoundly important question.
Philip Evans General practitioner
Denis Pereira Gray General practitioner
Russell Steele General practitioner
Kieran Sweeney General practitioner
St Leonard’s Medical Practice, NHS Research and
Development Practice, Exeter EX1 1SF

1 Colledge NR, Barr-Hamilton RM, Lewis SJ, Sellar RJ,
Wilson JA. Evaluation of investigations to diagnose the
cause of dizziness in elderly people: a community based
controlled study. BMJ 1996;313:718-92. (28 September.)

Authors’ reply

Editor—Some of the points that Sarah
Caine and Margaret MacMahon make about
our paper are the result of careless reading,
some are incorrect, and some we concede.
They have missed the fact that central vascu-
lar disease was the underlying diagnosis in
70% of our subjects and that, while anxiety
and poor vision often accompanied dizzi-
ness, poor vision was never the sole cause,
and anxiety was the sole cause in only three
cases. Cervical spondylosis is a clinical diag-
nosis and was defined as dizziness repro-
duced by neck movement that was limited in
range. These figures were given for controls
in tables 3 and 4 of our paper, with only 6
(6%) fulfilling the criteria.

We accept that standing blood pressure
was not measured at 2 minutes. Postural
hypotension was defined as a symptomatic
drop of > 20 mm Hg on standing, but
patients with symptoms after one minute
had their blood pressure measured again.
The results included all those with a drop in
blood pressure on standing (table 3), but
only those who were symptomatic had their
symptoms attributed to this (table 6).

We stated in our discussion that upright
carotid sinus massage was not performed,
and we would point out that only 10% of
subjects are reported as having a positive
response only when upright.1 Very high
rates of the carotid sinus syndrome have
been reported in secondary and tertiary
referrals2 but not community based subjects
such as those we studied. Our discussion
also acknowledged that we did not perform
prolonged head up tilt testing, which is the
recognised test for vasovagal syncope. Even
in a highly selected series of 65 patients,
however, only seven had positive results of
tilt tests.2

Our community based series is the most
substantial and comprehensive to date, and
the results clearly support the initial
management of the vast majority of dizzy
elderly patients by general practitioners.
Our algorithm states that those with falls
and blackouts should be referred for further
investigation, and we have no argument
against the referral of those whose quality of
life remains impaired despite their initial
management. We are interested that Philip
Evans and colleagues think that a formal
statement about drug treatment should have
been included in the algorithm, because we
took this essential step for granted.
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Nicki Colledge Consultant geriatrician
Care of the Elderly, Liberton Hospital, Edinburgh
EH16 6UB
Janet Wilson Professor of otolaryngology, head and
neck surgery
University of Newcastle, Newcastle upon Tyne
NE7 7DN

1 Kenny RA. Introduction. In: Kenny RA, ed. Syncope in the
older patient. London: Chapman and Hall, 1996.

2 McIntosh S, Da Costa D, Kenny RA. Outcome of an inte-
grated approach to the investigation of dizziness, falls and
syncope in elderly patients referred to a “syncope” clinic.
Age Ageing 1993;22:53-8.

Implementing guidance on
hepatitis B for applicants to
medical school is time
consuming
Editor—Gordon Parker and Susan Jenkins
report medical schools’ policy on hepatitis B
status for applicants to the schools,1 and R J
C Gilson comments on their findings in an
editorial.2 We have noted problems in
implementing the requirement that success-
ful applicants to medical school should pro-
duce evidence of immunisation against, or
non-carriage of, hepatitis B before starting
their course.3

Our medical school’s prospectus con-
tains information about hepatitis B. Last
year, students who were offered a place were
asked to return a health questionnaire,
which contained a specific question about
their hepatitis B status. A letter was then sent
to each applicant to take to his or her
general practitioner. This contained detailed
instructions about the applicant’s immunisa-
tion and blood test requirements.

When the A level results were
announced in mid-August 41 of the 107 stu-
dents who subsequently started training at
the school had not provided the necessary
evidence of their hepatitis B status. Much
time was spent contacting these students,
several of whom were overseas. Twelve
entrants could not organise the blood test
and had to attend our unit for venepuncture.
Sixteen applicants who had complied with
the new guidelines did not start training
here.

Routine immunisation and subsequent
testing for an immune response take a mini-
mum of seven months. Ideally the first dose
of vaccine needs to be given before the
student has applied for medical school. The
occupational health nurses here spent a lot
of time explaining the new requirements to
general practitioners. When a course of
immunisation had not been completed
some general practitioners were reluctant to
measure hepatitis B surface antigen in
healthy applicants without apparent risk
factors. Others tested for hepatitis B surface
antigen without explaining the conse-
quences of a positive result. And, despite the
explanatory letter, one applicant was given
hepatitis A vaccine. None of the applicants
was found to be a carrier of hepatitis B.

Our previous immunisation pro-
gramme, run during the preclinical course,
was relatively easy to organise. It allowed

accurate records of dates of immunisation to
be entered into our computerised hepatitis
B programme. Students who were carriers
of hepatitis B could be counselled and inves-
tigated further before embarking on the
clinical course.

Whatever the arguments for and against
the new requirement for immunisation or
evidence of hepatitis B status, or both, before
entry to medical school, any scheme for its
implementation has to be thorough. Our
experience suggests that this is time
consuming and diverts limited resources
away from other, arguably more important,
activities.
Siân Williams Locum consultant
Catherine Ellinghouse Senior nurse
Brenda Griffiths Nurse adviser
Anne Cockcroft Senior lecturer
Occupational Health and Safety Unit, Royal Free
Hampstead NHS Trust and School of Medicine,
London NW3 5UL

1 Parker G, Jenkins S. Hepatitis B and admission to medical
school: an audit of British medical school policy. BMJ
1996;313:856-7. (5 October.)

2 Gilson RJC. Hepatitis B and admission to medical school.
BMJ 1996;313:830-1. (5 October.)

3 Committee of Vice Chancellors and Principals of the
Universities of the United Kingdom. Guidance on fitness to
practise: hepatitis B. London: CVCP, 1994.

Predicting adverse cardiac
events after myocardial
infarction and thrombolysis

External validity of authors’ conclusions
is doubted

Editor—The logic of risk stratification in
acute myocardial infarction is that it allows
treatment (and finite resources) to be
targeted on the group in whom the potential
benefits are greatest. Yet Sumit Basu and
colleagues seem to be recommending
cardiac catheterisation in at least 68 of their
100 patients with myocardial infarction on
the basis of abnormal scintigraphic findings,
while reporting a positive predictive value of
scintigraphy of only 49%.1 Given that this
was a highly selected group of low risk
patients, which excluded elderly patients,
those with severe heart failure, and those
with left bundle branch block, applying the
authors’ recommendations to all patients
with acute myocardial infarction would
inevitably lead to invasive investigation of
the large majority. While this strategy is
possible, it seems to turn the logic of risk
stratification on its head.

A fundamental requirement of risk
stratification is that it is done early enough
after myocardial infarction to anticipate the
period of greatest risk. Our own database of
1225 patients shows that, by delaying their
studies for five to seven weeks, Basu and col-
leagues would have failed to stratify the 230-
247 patients (18.8-20.2%) who died, had a
reinfarction, or were admitted to hospital
with unstable angina before that time. Even
if analysis was restricted to 800 hospital sur-
vivors treated with thrombolysis, death or
reinfarction during this early period of

heightened risk occurred in 50-60 cases
(6.3-7.5%).

The choice of end points in the authors’
study is an additional limitation. Several end
points were combined for the statistical
analysis. Although this is common practice,
it can be justified only if the end points
reflect similar pathological mechanisms.
Combining death, reinfarction, and unstable
angina into one end point is acceptable
because these are all (with the occasional
exception of death) ischaemic events. Heart
failure, which accounted for a third of the
adverse cardiac events in the study, is less
acceptable because its development late
after myocardial infarction is usually a func-
tion of the ventricular remodelling process
rather than a new ischaemic event.

The delay that occurred before investi-
gation, the use of a subgroup of patients at
exceptionally low risk, and the choice of end
points cast doubt on the external validity of
the conclusions as they apply to the real
world of the management of myocardial
infarction. Thallium-201 imaging may well
be more useful than exercise electrocardio-
graphy for risk stratification, but this study
does not prove the point.
Andrew Archbold Senior house officer
Adam D Timmis Consultant
Department of Cardiology, Newham General
Hospital, London E13 8SL

1 Basu S, Senior R, Dore C, Lahiri A. Value of thallium-201
imaging in detecting adverse cardiac events after myocar-
dial infarction and thrombolysis: a follow up of 100 con-
secutive patients. BMJ 1996;313:844-8. (5 October.)

Study does not justify replacement of
exercise testing with radionuclide
imaging

Editor—The study by Sumit Basu and
colleagues addresses the important issue of
risk stratification after myocardial infarction
in the era of thrombolysis.1 Its conclusions
are that exercise testing does not discrimi-
nate between those patients who will have
cardiac events and those who will not,
whereas planar exercise thallium-201 radio-
nuclide imaging does, predicting 89% of
events. Given the cost of radionuclide imag-
ing, this has considerable implications, but if
it is true it suggests that a major change in
current practice with regard to this common
and important condition is both warranted
and necessary. Unfortunately, the analysis
presented does not justify these conclusions

The main limitation of the study is the
paucity of information we are given about the
patients and about the exercise tests; we are
told only that the results of tests are positive
or negative on the basis of the presence of ≥ 1
mm of horizontal or downsloping ST depres-
sion at the J point plus 1.5 mm. Patients are
not currently managed solely on the basis of
the presence or absence of ST depression on
exercise testing. This information is com-
bined with the presence and severity of
symptoms in daily life and the level of
exercise at which symptoms and ST changes
occur on the treadmill. Current practice
would not regard as reassuring an exercise
test that was negative for ST changes in a
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patient with poor effort tolerance or severe
symptoms. This additional information was
almost certainly available to the authors, and
they have not done their study justice by
excluding it from the analysis.

A further, more minor consideration is
the nature of the perfusion imaging used.
This could also have been improved. It is
well established that tomographic imaging is
superior to planar imaging; had this been
combined with pharmacological stress, thus
eliminating the proportion of patients inad-
equately stressed by exercise, then the
predictive value of the radionuclide studies
might have been even higher.

More information is required before this
study can be used to justify widespread
replacement of exercise testing with radio-
nuclide imaging after myocardial infarction.
Simon Grant Senior registrar
Rick Steeds Research registrar
Kevin Channer Consultant
Department of Cardiology, Royal Hallamshire
Hospital, Sheffield S10 2JF

1 Basu S, Senior R, Dore C, Lahiri A. Value of thallium-201
imaging in detecting adverse cardiac events after myocar-
dial infarction and thrombolysis: a follow up of 100 con-
secutive patients. BMJ 1996;313:844-8. (5 October.)

Authors’ reply

Editor—Andrew Archbold and colleagues
comment that the positive predictive value
of thallium-201 imaging for cardiac events
was only 49%. This was due to the limited
length of the follow up and was fully
discussed in our paper. The point to note is
that the presence of reversible defects is a
marker of increased risk.

We did indeed exclude some high risk
patients, including those who had events
before imaging. All patients deemed clini-
cally to be at high risk, however, would have
been investigated anyway. Additionally,
although the studied patients were clinically
stable, they can hardly be called low risk,
having a 37% incidence of events. Thallium-
201 imaging should ideally, however, be per-
formed before discharge.

End points requiring admission—both
“ischaemic” and others that may seem to be
non-ischaemic—represent adverse outcomes
to be averted. Moreover, although heart fail-
ure may be due to left ventricular remodel-
ling, patients with ischaemic hibernating
myocardium may also develop heart failure
unless an intervention is carried out1;
additionally, myocardial ischaemia itself can
precipitate heart failure.2 Hence the ability
to detect diverse cardiac events is an advan-
tage rather than a limitation.

We agree with Simon Grant and
colleagues that patients are not judged
solely on the basis of ST segment changes.
However, patients who had appreciable
symptoms were excluded because they
would already have undergone invasive
investigations. The patients we studied were
clinically stable, and symptoms during daily
activities were uncommon.

We assessed objective markers of jeop-
ardised myocardium and hence concen-
trated on ST segment changes and revers-

ible perfusion abnormalities. A short
exercise time may reflect ischaemia, poor left
ventricular function, or just poor effort by
the patient and is subjective. Admittedly,
chest pain without ST segment change was
not considered to be a positive response.
This occurred in just seven patients, three of
whom had events. Adding these to the 33
patients with positive results by ST segment
criteria still would not have made the
exercise test predictive.

We acknowledge that we did not use
thallium-201 single photon emission com-
puted tomography. Interestingly, however,
most previous prognostic studies have used
planar thallium-201 imaging.3 A salient fea-
ture that may have been overlooked is that
we used a new imaging protocol—imaging
during stress and during rest (with nitrate
enhancement)—which detects regions of
inducible ischaemia and hibernating
myocardium1 and thus expands the useful-
ness of this technique.

Overall the main message remains
unchanged: it is time to stop relying on
exercise electrocardiography and to look
towards objective imaging techniques to
assess risk after acute myocardial infarction.
Sumit Basu Research registrar
R Senior Consultant cardiologist
A Lahiri Consultant cardiologist
Department of Cardiac Research, Northwick Park
Hospital and Institute for Medical Research,
Harrow, Middlesex HA1 3UJ
C Dore Statistician
Medical Statistics Unit, Royal Postgraduate Medical
School, London W12 0NN

1 Senior R, Glenville B, Basu S, Sridhara BS, Anagnostou E,
Stanbridge R, et al. Dobutamine echocardiography and
TI-201 imaging predict functional improvement after
revascularisation in severe ischaemic left ventricular dys-
function. Br Heart J 1995;74:358-43.

2 Senior R, Kaul S, Raval U, Lahiri A. Painless myocardial
ischaemia is frequently associated with hibernating myo-
cardium in congestive heart failure [abstract]. Eur Heart J
1996;17:154.

3 Brown D. Prognostic value of thallium-201 myocardial
perfusion imaging: a diagnostic tool comes of age. Circu-
lation 1991;83:363-80.

Varicella vaccine in pregnancy

Testing should be offered to women
without a history of chickenpox

Editor—Daniel S Seidman and colleagues’
editorial on giving varicella vaccine to
non-immune women to prevent infection
during pregnancy addresses an area of
growing clinical concern.1 The potential
consequences to the fetus resulting from
chickenpox in pregnancy are serious.2 The
problem stems from a rise in the incidence
of primary chickenpox in adults, probably as
a result of increased personal living stand-
ards delaying exposure to the virus.3 In
Northern Ireland over the period 1 January
1995 to 31 August 1996 we established the
laboratory diagnosis of acute chickenpox in
28 patients (average age 23 years). The clini-
cal presentation was atypical in several
patients, including a 35 year old woman with
secondary chickenpox, in whom varicella
zoster virus was recovered from an isolated
abdominal maculopapule. Eight of the

patients (average age 25) were women in the
first 20 weeks of pregnancy.

The results of a cost-benefit analysis of
screening for varicella zoster virus IgG
versus blanket vaccination of women wish-
ing to become pregnant will depend on the
local seroprevalence of the virus. We under-
take pre-employment screening of health-
care workers in Northern Ireland, which has
a population of roughly 1.5 million and
24 000 births a year; we screen those
without a history of chickenpox (currently
30%) for immunity to varicella zoster virus.
Extrapolation from this group has allowed
us to estimate the seroprevalence of varicella
zoster virus among antenatal patients. Table
1 shows our results for female healthcare
workers over 20 months. The proportion of
male healthcare workers lacking evidence of
immunity to varicella zoster virus is similar,
and for both sexes the proportion lacking
evidence of immunity would be expected to
be less than 5% among those with a history
of chickenpox.

We have taken the cost of varicella zoster
virus IgG assay during the period to be £6
and have assumed that the cost of the
vaccine when licensed would be £24. On the
basis of these figures, if a policy of testing
women without a history of chickenpox was
introduced it would cost about £43 200 to
screen 24 000 pregnancies a year. For now it
seems reasonable to ask women at their first
antenatal visit whether they have a history of
chickenpox and to offer a varicella zoster
virus IgG test to those without such a history.
This would allow those found not to be
immune to be counselled on the risks of
exposure to patients with active chickenpox
and would avoid the difficulties of managing
contacts after the event.
Peter V Coyle Consultant virologist
Conall McCaughey Senior registrar
Dorothy E Wyatt Principal virologist
Hugh J O’Neill Consultant clinical scientist
Regional Virus Laboratory, Royal Hospitals Trust,
Belfast BT12 6BN

1 Seidman DS, Stevenson DK, Arvin AM. Varicella vaccine
in pregnancy. BMJ 1996;313:701-2. (21 September.)

2 Enders G, Miller E, Cradock-Watson J, Bolley I,
Rindhalgh M. Consequences of varicella and herpes
zoster in pregnancy: prospective study of 1739 cases.
Lancet 1994;343:1548-51.

3 Miller E, Vurdien J, Farrington P. Shift in age in chicken-
pox. Lancet 1993;341:308-9.

Varicella zoster immunoglobulin should
be given after exposure to the virus

Editor—Daniel S Seidman and colleagues’
editorial on varicella vaccine in pregnancy
contains an important inaccuracy: it states

Table 1 Seroprevalence of varicella zoster virus
among female health care workers aged 16-45
without a history of chickenpox, Northern Ireland,
1 January 1995 to 31 August 1996

Age (years) No tested No (%) not immune to virus

16-25 938 59 (6.3)

26-35 1365 100 (7.3)

36-45 581 15 (2.6)

Total 2884 174 (6.0)
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that passive immunisation within 96 hours
of exposure has not been shown to prevent
intrauterine transmission or to alleviate fetal
infection.1 In a large prospective study of
chickenpox in pregnancy, however, no cases
of congenital varicella syndrome or chicken-
pox in infancy occurred among the 97 preg-
nancies in which maternal chickenpox
occurred after post-exposure prophylaxis
with varicella zoster immunoglobulin.2 Spe-
cific IgM antibody was found in one (1%) of
89 samples of cord blood tested, compared
with 76 (12%) of 615 samples from
asymptomatic infants whose mothers did
not receive prophylaxis (P = 0.003, ÷2 test
with Yates’s correction).

On the basis of this evidence, pregnant
women who are exposed to varicella zoster
virus should be encouraged to seek medical
advice. Their immune status should then be
ascertained and varicella zoster immu-
noglobulin given to those found not to be
immune to the virus; this will attenuate the
attack of maternal chickenpox and, for
women in the first 20 weeks of pregnancy,
decrease the risk of fetal infection.
William L Irving Reader in clinical virology
University of Nottingham, Department of
Microbiology, University Hospital, Queen’s Medical
Centre, Nottingham NG7 2UH

1 Seidman DS, Stevenson DK, Arvin AM. Varicella vaccine
in pregnancy. BMJ 1996;313:701-2. (21 September.)

2 Enders G, Miller E, Cradock-Watson J, Bolley J, Ridehalgh
M. Consequences of varicella and herpes zoster in preg-
nancy: prospective study of 1739 cases. Lancet
1994;343:1547-50.

Methods of surveying patients’
satisfaction

Patients should help decide the wording
and design of questionnaires

Editor—Geoff Cohen and colleagues
report their study of the consistency of
methods of surveying patients’ satisfaction
that are used in the evaluation of services.1

The authors suggest that choice of wording
was one possible reason for the underesti-
mation of dissatisfaction with certain ele-
ments of the service. They suggest cross
calibration of satisfaction surveys as a
method of improving the reliability of
results.

We recommend that patients should
help decide on the wording and design of
the questionnaire itself.2 In a recent survey
of patients’ satisfaction in this hospital, after
consultation with our patient advisory coun-
cil the proposed questionnaire was modified
to make it more easily understandable. It is
also important that patients, and not
research staff or those who provide services,
should determine the dimensions used to
assess quality of services.2

One page questionnaires were circu-
lated to the patient advisory council and a
small cohort of patients on the wards; the
recipients were asked to list the most impor-
tant issues for them in the maternity service
and their requirements for a good service.
Feedback from this initial research allowed

the final questionnaire circulated in the hos-
pital to give priority to dimensions of the
quality of the service determined by patients.
In a similar fashion a focus group of staff
and a small cohort of partners of patients at
the hospital were consulted. The final
questionnaires circulated to patients, part-
ners, and staff were similar, although some
minor modifications were necessary. Com-
paring dimensions defined by patients and
patients’ satisfaction scores with dimensions
defined by staff and families and with staff
and families’ satisfaction scores may be use-
ful for evaluating the quality of services and
improvement.
Katherine T Gavin Project director, development plan
Michael J Turner Master
Coombe Women’s Hospital, Dublin 8, Republic of
Ireland

1 Cohen G, Forbes J, Garraway M. Can different patient
satisfaction survey methods yield consistent results?
Comparison of three surveys. BMJ 1996;313:841-4.
(5 October.)

2 Gavin KT, Conway J, Glynn WJ, Turner MJ, Brannick T.
Designing a measurement instrument for evaluating
quality in the maternity services: a composite view involv-
ing internal and external customers. QUIS 5, advancing
service quality: a global perspective. St John’s University, New
York: International Service Quality Association,
1996:143-53.

Patients’ satisfaction is based firmly on
their expectations

Editor—Geoff Cohen and colleagues sug-
gest that statements in surveys on patients’
satisfaction yield different results if they are
worded positively rather than negatively.1

This is entirely feasible. One way to avoid the
distinctions between positive and negative
statements and all the biases that these
might pose, however, is to present the item
as a statement of the type: “The amount of
information the doctor gave me was ... .” The
patient then selects one of a range of
responses, such as from “Very satisfactory”
to “Very unsatisfactory.” We have used this
method to develop an instrument for meas-
uring patients’ satisfaction with specialist
outpatient departments among Cantonese
speaking Chinese patients in Hong Kong.

Using a bottom up approach of first
identifying from patients their areas of con-
cern and then carrying out factor and
regression analyses, we derived a 20 item
instrument and a shorter, nine item version.
We found that the domains identified as
being most influential in overall satisfaction
were the quality of relationship and commu-
nications, firstly with doctors and secondly
with nurses. Key items in these domains
address how the doctor gives information,
the doctor’s manner and the respect that he
or she shows, the doctor’s involvement, and
the doctor’s overall attitude. This finding
concurs well with those of studies in Britain
as far back as the 1970s in which communi-
cation and relationship domains were
reported as most important.2 3 The fact that
these same domains are found in an Asian
culture with use of a method known to mini-
mise cultural bias emphasises the universal
role that good communications and a caring
relationship have in achieving patient
satisfaction. We also found that the demo-

graphic composition of the samples used to
test the instrument had a disproportionate
effect on the satisfaction reported; we
needed to calculate a scaled score to take
into account several factors, including first
or subsequent visit, age, sex, type of specialist
outpatient department clinic, and even time
of visit.

One clear conclusion that emerges from
this is that satisfaction is based firmly on
expectations and that expectations differ.
Hence the differences that Cohen and
colleagues found according to whether
positive or negative wording was used in the
surveys may reflect different impacts of the
two question forms on expectations.
Richard Fielding Senior lecturer
Anthony Hedley Professor
Jeannie Cheang Field nurse
Department of Community Medicine and Unit for
Behavioural Sciences, University of Hong Kong,
Hong Kong
Anita Lee Deputy director (public affairs)
Hospital Authority, Hong Kong

1 Cohen G, Forbes J, Garraway M. Can different patient
satisfaction survey methods yield consistent results?
Comparison of three surveys. BMJ 1996;313:841-4.
(5 October.)

2 Ley P. Psychological studies of doctor-patient communi-
cation. In: Rachman S, ed. Contributions to medical psychol-
ogy. Vol 1. London: Pergamon, 1977.

3 Hardy GE, West MA, Hill F. Components and predictors
of patient satisfaction. Br J Health Psychol 1996;1:65-85.

Deprivation payments to
general practitioners

Scores are calculated relative to national
average

Editor—I agree with F Azeem Majeed and
colleagues that a shift to a system of
payments based on enumeration districts
targets deprivation payments more sensi-
tively and, from the point of view of
implementation, stabilises total practice
payments.1 2 Changing the areal unit on
which the score is calculated (that is,
enumeration district versus ward) does not,
however, address the important underlying
issue of change in social composition over
time and its impact on general practitioners’
workload and deprivation payments.

A fundamental reason for change in the
underprivileged area score for a ward stems
from the method of calculation, whereby the
score is relative to the national average. Thus
for a particular ward, even if the socio-
demographic profile of its residents and its
physical boundaries remain exactly the
same from one census to the next, whether it
qualifies for payment will depend on the
position of that ward with respect to all
other wards in Britain. Since the score is not
linked to a baseline level of entitlement
(such as the 1981 national means of the
eight factors in the score), a practice that
qualified for additional payments for its
patients living in a deprived ward in 1981
might cease to qualify in 1991 not because
the ward has, say, fewer lone parents or
unemployed people but because a rise in the
national percentages of these factors means
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that the ward scores lower on the under-
privileged area index. Thus while the score
takes into account the relative change in the
distribution of deprivation between wards, it
makes no allowance for the absolute change
in the social factors that contribute to
increasing workload in general practice.

Using the means and standard devia-
tions of the eight factors in England and
Wales in 1981 as a baseline, colleagues and I
have shown that in 1991 the national score
was 5.6 points higher than that in 1981—that
is, relative to 1981 the distribution of scores
had shifted towards higher scores.3 Overall,
general practitioners had to be in a more
deprived area in 1991 to get the same level
of payment as in 1981.

Furthermore, if the total general medi-
cal services allocation for deprivation pay-
ments remained frozen at the current level
the redistributive nature of the proposal to
lower the cut off point for payment would
inevitably reduce the amount received by
practices in the most deprived areas.4 It
remains questionable whether even the cur-
rent levels of payment are adequate in com-
pensating for the higher morbidity and
excess workload in such areas.
Madhavi Bajekal Research fellow
Department of Primary Health Care and General
Practice, Imperial College School of Medicine at
St Mary’s, London WC1 2PG

1 Majeed FA, Martin D, Crayford T. Deprivation payments
to general practitioners: limitations of census data. BMJ
1996;313:669-70. (14 September.)

2 Crayford T, Shanks J, Bajekal M, Langford S. Analysis
from inner London of deprivation payments based on
enumeration districts rather than wards. BMJ
1995;311:787-8.

3 Dolan S, Jarman B, Bajekal M, Davies PM, Hart D. Meas-
uring disadvantage: changes in the underprivileged area,
Townsend, and Carstairs score 1981-91. J Epidemiol Com-
munity Health 1995;49(suppl 20):S30-3.

4 Hobbs R, Cole T. Deprivation payments revisited (again).
BMJ 1996;313:641-2. (14 September.)

Payments bear little relation to practices’
actual level of deprivation

Editor—We support Richard Hobbs and
Tim Cole’s plea that the methods of
determining deprivation payments for gen-
eral practice should be revised.1 Clearly, bas-
ing payments on ward data will produce a
situation whereby there is a large degree of
inequity in the distribution of deprivation
awards to general practitioners. In our
district the relation between the average
level of deprivation in general practices and
deprivation payments is extremely low.

We have developed a practice profiling
approach, whereby each practice’s share of
every enumeration district is worked out by
use of individual postcodes. A practice dep-
rivation score can be estimated by a
weighted averaging of the deprivation
scores across enumeration districts based on
1991 census data. We tend to use Townsend
scores rather than the Jarman index as an
indicator of deprivation, but the choice of
indicator should not affect the relation
between deprivation and deprivation pay-
ments to any extent.

We have examined the relation between
the average Townsend score for each of the
61 practices in the area during 1994-5 and

the proportion of patients for whom the
practices receive deprivation payments.
Twenty six practices receive no deprivation
payments, and the highest payments are
made to one practice in which 45% of
patients attract deprivation fees. Analysis of
the correlation between the Townsend score
and the proportion of patients attracting
payments showed little or no relation
(Spearman’s rank correlation = 0.08, P = 0.8).
When practices were divided into fifths
of deprivation the following percentages of
patients attracted deprivation payments:
0.05%, 0.06%, 3.5%, 8.2%, and 7.9%. It might
be expected that the five practices with the
highest proportion of patients attracting
deprivation payments would be in the most
deprived group, but two (numbers 1 and 4)
were in the fourth most deprived group and
one (number 3) was in the middle group.

We conclude that deprivation payments
to general practices as currently constituted
bear little relation to the actual level of
deprivation in the practices, and thus we
add our voices to the calls for a revision of
the scheme.
Ronan Lyons Consultant in public health medicine
Martin Heaven Information specialist
Stephen Monaghan Senior registrar in public health
medicine
Peter Donnelly Director of public health
Iechyd Morgannwg Health, Swansea SA1 1LT

1 Hobbs R, Cole T. Deprivation payments revisited (again).
BMJ 1996;313:641-2. (14 September.)

Standard of service provided by practice
should also be taken into account

Editor—We share Richard Hobbs and Tim
Cole’s view that the system of deprivation
payments to general practitioners is long
overdue for an overhaul.1 We also agree with
F Azeem Majeed and colleagues that
calculation of the payments on the basis of
enumeration districts rather than electoral
wards would produce a more equitable
distribution of funds.2

The persisting lack of clarity about the
purpose of deprivation payments is unhelp-
ful. It remains a matter of debate whether
deprivation payments are a personal reward
for general practitioners or for the develop-
ment of better services for deprived popula-
tions with greater health needs. The sums
involved can be large: in Lambeth, South-
wark and Lewisham Health Authority 11%
of money for general medical services
(£3.8m) is accounted for by deprivation pay-
ments. Some worrying indicators suggest
that in some circumstances deprivation pay-
ments may act as a perverse incentive
against the interests of better primary care
services.

In Lambeth, Southwark and Lewisham
Health Authority there is an association
between higher deprivation payments and
larger list sizes. Of 13 general practitioners
each receiving more than £20 000 in depri-
vation payments, nine had list sizes of over
3000 and only one had a list of under 2000.
Patients in more deprived areas are likely to
have poorer health and more complex
social problems; having a shorter amount of

general practitioner’s time per patient in
such areas seems unlikely to be conducive to
better health.

We believe that deprivation payments
can have an enormous impact on the devel-
opment of good practice but can at the same
time act as an incentive to build up a large
list without any increase in the range or
quality of services offered to patients. At
present, a surgery in a “lock up shop” offer-
ing a bare minimum of general medical
services could receive deprivation payments
identical with those received by a well devel-
oped practice in the same area offering an
extended range of services to patients and
achieving targets for immunisation and
screening in difficult circumstances. Pay-
ments for achieving targets for smear tests
and vaccination may not be seen as a great
incentive when deprivation payments far
exceed the payment for top targets.

Several actions would increase the
beneficial impact of deprivation payments
on health: calculating entitlement to pay-
ments on the basis of the smaller population
unit of the enumeration district, replacing
threshold steps of deprivation by a gradu-
ated system of entitlement, and allocating a
proportion of payments by the local health
authority on the basis of the standard of
service achieved by the practice.
Mark Ashworth General practice consultant to the
health authority
John Shanks Consultant in public health medicine
John Sandhu Information officer
Lambeth, Southwark and Lewisham Health
Authority, London SE1 7NT

1 Hobbs R, Cole T. Deprivation payments revisited (again).
BMJ 1996;313:641-2. (14 September.)

2 Majeed FA, Martin D, Crayford T. Deprivation payments
to general practitioners: limitations of census data. BMJ
1996;313:669-70. (14 September.)

Scores should be based on enumeration
districts, and payments should be phased
in gradually

Editor—Richard Hobbs and Tim Cole and
F Azeem Majeed and colleagues discuss the
inequalities in deprivation payments.1 2

There will inevitably be a discontinuity in the
payments when the census data used for cal-
culating the underprivileged area score, on
which the payments are based, change from
one census to the next—for example, from
1981 to 1991. The relative effect of these
changes would be reduced, however, if,
firstly, the payments were based on enu-
meration district scores (enumeration dis-
tricts contain about 500 people) rather than
ward underprivileged area scores (wards
having about 5000 people)3 and, secondly,
they were phased in gradually rather than
abruptly at a cut off of 30 for the ward
underprivileged area score, which is the cur-
rent practice.

Patients registered with general practi-
tioners are located to their ward or
enumeration district of residence by means
of their postcode. At the time of the 1981
census there was about a 50% error in doing
this, but at the 1991 census the ability to
locate addresses to enumeration districts
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was almost 100% accurate. A problem in
using enumeration district scores is that,
because the population is smaller than in
wards, the confidence intervals for the
unskilled variable (which is based on a 10%
sample of occupations coded at the time of
the census) are wide. This problem could be
overcome either by substituting the ward
value for the enumeration district or by the
Office of National Statistics coding all occu-
pations (as happens in Northern Ireland).

Payments could be phased in by use of
narrower bands of underprivileged area
score for payments. The starting point for
payments, based on ward underprivileged
area scores, should be between 10 (the point
at which more than half of a sample of gen-
eral practitioners considered themselves to
be in a deprived area)4 and 16 (1 SD)5 or 20
(the cut off point in the General Medical
Services Committee’s policy). This would
also be a good opportunity to increase dep-
rivation payments above the existing levels.
The Department of Health might require
general practitioners receiving additional
payments to show evidence of realistic plans
for the provision of additional services
targeted at deprived patients.

One “political” problem that might arise
if underprivileged area payments were
extended is that a higher proportion of the
population would be identified as living in
deprived areas and of course not everyone in
these areas is necessarily deprived. It there-
fore might be an advantage to change the
name used for deprivation payments; one
suggestion has been “social area payments.”
Brian Jarman Professor
Department of Primary Health Care and General
Practice, Imperial College School of Medicine at St
Mary’s, London W2 1PG

1 Hobbs R, Cole T. Deprivation payments revisited (again).
BMJ 1996;313:641-2. (14 September.)

2 Majeed FA, Martin D, Crayford T. Deprivation payments
to general practitioners: limitations of census data. BMJ
1996;313:669-70. (14 September.)

3 Crayford T, Shanks J, Bajekal M, Langford S. Analysis
from inner London of deprivation payments based on
enumeration districts rather than wards. BMJ
1995;311:787-8.

4 Lorentzon M, Jarman B, Bajekal M. Royal College of
General Practitioners inner city taskforce report. London:
Royal College of General Practitioners, 1994. (Occasional
paper 66.)

5 Jarman B. Identification of underprivileged areas. BMJ
1983;286:1705-9.

New group has been formed to try to
bring about change

Editor—Richard Hobbs and Tim Cole’s
editorial on deprivation payments draws
attention to the inadequacies of the system.1

General practitioners from all over Britain
have recently formed the group INDEX
(Insist—No to Deprivation Excesses) to try to
bring about change. We believe that several
things are wrong with the system as it stands.
• The banding arrangements are too crude,
especially at the cut off between low
payments and nothing. A general
practitioner with 2000 patients scoring 30
points would earn £11 300 a year more than
one scoring 29.99 points
• Doctors working in pockets of deprivation
within affluent wards do not receive pay-
ments, and vice versa

• Since the new census figures came into
effect some general practitioners have lost
payments while experiencing an absolute
increase in deprivation, due to the averaging
out effect.

Having consulted Professor Brian Jar-
man, we propose the following action to
correct these anomalies, which have caused
real hardship to some doctors and have cre-
ated a lot of bitterness.
• Payments should start at 15 points, with
banding levels of 5 points. The difference
between the lowest payments and none at all
would then be relatively small
• Because this would then include a large
proportion of the population it would be
illogical to describe all those people as
deprived. Instead the payments should be
called “social payments,” in recognition of
the differences in workload caused by social
factors
• Enumeration districts should be used
instead of wards for calculation of the
payments as they are much smaller. This
would make the payments more sensitive
and fairer
• Funding should be made available for fur-
ther research
• The transitional payments should be con-
tinued until any reforms come into effect.

It was encouraging to see local medical
committees vote in favour of change, but we
do not detect a great sense of urgency on the
part of the General Medical Services
Committee to bring this about; it has taken
five years to get this far. We therefore plan to
lobby the committee and would be interested
to hear from anyone who would like to join
us in this—and, equally, from anyone with
other points of view. Though many of our
group have lost out in some way through this
system, we would not necessarily all benefit
from any changes; we are more interested in
finding a solution that the whole profession
will feel reasonably happy with.
Max Oliver Principal in general practice
INDEX, 65 Shoot-Up Hill, London NW2 3PS

1 Hobbs R, Cole T. Deprivation payments revisited (again).
BMJ 1996;313:641-2. (14 September.)

Microbiologists are available
24 hours a day to give advice
Editor—I am sure that no microbiologist
would dissent from Peter Wenham’s view that
patients infected with methicillin resistant
Staphylococcus aureus should be treated with
every consideration and a holistic approach,
but it is wrong of him to support his view with
incorrect assertions.1 I am informed that the
advice given to the man in the case that Wen-
ham discusses was not from the infection
control team of Wenham’s hospital; I cannot
conceive that any infection control team
would think it appropriate to try to prevent a
husband from seeing his wife on the grounds
that he had been infected with methicillin
resistant S aureus. Wenham was aware at the
time that he wrote his Personal View that this
was not the advice of the local team.

It would have been advisable for
Wenham to check on the availability of a
microbiological opinion on a Sunday before
stating that one is hard to find. As in most
NHS hospitals in Britain, the microbiol-
ogists at his hospital have a published on call
rota through which a consultant or senior
registrar (with consultant cover) is available
via the hospital switchboard 24 hours a day,
365 days a year. It is precisely because prob-
lems with infection control, with their wide
implications for the wellbeing of patients,
staff, and the public at large, can occur at any
time that microbiologists take their on call
commitment extremely seriously. This is
apart from the need to provide clinical
advice on individual patients.

Wenham highlights the problem of
needing to strike a balance between the good
of individual patients and the good of the
community when making and implementing
infection control policy, but he should have
ensured that his facts were correct.
David S Reeves President, Association of Medical
Microbiologists
Trust Headquarters, Southmead Health Services
NHS Trust, Westbury on Trym, Bristol BS10 5NB

1 Wenham P. Bureaucracy gone mad. BMJ 1996;313:949.
(12 October.)

*** We received four other letters from micro-
biologists taking exception to Peter Wen-
ham’s comment that “microbiologists are
hard to find on Sundays” and suggesting
that the advice of the infection control team
was misinterpreted or misunderstood.—
Editor

Decision to resect an adrenal
mass depends on size of mass
and age of patient
Editor—We agree with Joohi Nasir and
Christopher Walton that all patients with
adrenal masses should undergo complete
endocrine evaluation before adrenalectomy
is considered.1 Although after full biochemi-
cal evaluation has been carried out com-
puted tomography provides additional valu-
able anatomical information, it should be
remembered that other radiological investi-
gations supply both anatomical and func-
tional data. These investigations include not
only selective venous sampling, as suggested
by the authors, but also magnetic resonance
imaging and scintigraphy; scintigraphy
allows the hormonal activity of the mass to
be assessed. Most hormonally active adrenal
masses should be surgically resected,2 3 but
the case described by the authors shows the
potential pitfalls of inadequate assessment.

The risk of malignancy in an adrenal
mass increases with the size of the lesion. As
90% of adrenocortical carcinomas are
greater than 6 cm in size and adenomas of
this size are extremely rare, adrenal masses
of 6 cm or more should be resected.2 The
issue of how to manage a functionally
inactive adrenal mass of less than 6 cm
remains controversial. Various cut off sizes
for surgical resection down to 2.5 cm have
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been recommended,3 but primary adrenal
malignancies are rarely less than 5 cm.4 Size
is a pivotal factor in the decision to carry out
surgery, but age is also a consideration as the
frequency of adrenal nodules and the ratio
of benign to malignant masses increase with
age.2 Furthermore, pursuing a conservative
policy in younger patients requires pro-
longed observation and multiple laboratory
and radiological investigations.2 Thus a
policy of resecting adrenal masses of 3-6 cm
in patients under the age of 50 and
observing those in patients over this age
would seem reasonable, especially in this
era of minimally invasive laparoscopic
adrenalectomy.5

Anup K Sharma Senior registrar
Malcolm H Wheeler Consultant
Department of Surgery, University of Wales College
of Medicine, Cardiff CF4 4XN

1 Nasir J, Walton C. Adrenal mass with virilisation:
importance of endocrine investigation. BMJ 1996;
313:872-3. (5 October.)

2 Staren ED, Prinz RA. Selection of patients with adrenal
incidentalomas for operation. Surg Clin North Am
1995;75:499-510.

3 Gajraj H, Young AK. Adrenal incidentaloma. Br J Surg
1993;80:422-6.

4 Herrera MF, Grant CS, van Heerden J, Sheedy PF, Ilstrup
DM. Incidentally discovered adrenal tumors: an institu-
tional perspective. Surgery 1991;110:1014-21.

5 Gagner M, Lacroix A, Prinz RA, Bolte E, Albala D, Potvin
C, et al. Early experience with laparoscopic approach for
adrenalectomy. Surgery 1993;114:1120-5.

Pessimistic views of the NHS

Doctors should stop seeing themselves as
victims

Editor—The two Personal Views in the issue
of 16 November represent the apotheosis of
the victim mentality.1 2 As past president of
the Royal College of Surgeons, Norman
Browse could have done something worth
while about his view that clinicians rather
than purchasers should lead in the NHS. He
did not. Now he complains. Stephen Eisen-
stein’s provincial reactionary diatribe against
the patient’s charter is no less encouraging.2

Indeed, he has capitulated. He is already a
victim, he writes.

By deciding to publish these tales of
doom and despondency the BMJ is moving
into the wasteland that is the impoverished
mental environment of the victim mentality.
Lacking leadership and inspiration from
within the profession, and unable to provide
and maintain high professional and ethical
standards, we are now witnessing attempts to
control it from without. The same is
happening in the United States. None of this
should be surprising, but apparently it is to
most doctors, because they simply cannot
see it this way. This would never have
happened if the profession had ensured that
there were no instances of malpractice, no
instances of overcharging for services, no
instances of procedures and investigations
undertaken for fiscal rather than clinical
reasons, no instances of consultants spend-
ing most of their time in private practice
while they were receiving ever increasing
salaries from the NHS, no instances of arro-
gant godlike behaviour by doctors and espe-

cially by consultants, no instances of empire
building and pathetic in fighting, no
instances of expenditure on unproved
equipment and treatments, no secret merits
awards or worthless research.

The good news—and there is plenty of it
if you only care to look—is that the NHS
would long since have collapsed if it were
not for the stalwart efforts of the majority
who believe in it and work their backsides off
to keep it going. These people do not have
the victim mentality. They are movers, shak-
ers, and doers. I ask the BMJ to cut out the
whingeing. It should use its influential
position to help take the medical profession
forward into the next century in a spirit of
optimism and joy. It should encourage and
publish quality and optimism, not examples
of that peculiarly English disease called
gloom and despondency. Let’s stop blaming
other people and behaving like victims and
take the lead by example and positive think-
ing. There is a choice.
Neil Watson Codirector
Microsurgery Training Institute, 1515 State Street,
Suite 22, Santa Barbara, CA 94111, USA

1 Browse N. Clinicians must lead. BMJ 1996;313:1268.
(16 November.)

2 Eisenstein S. The chartered patient and the damaged
doctor. BMJ 1996;313:1268-9. (16 November.)

Joint commissioning is the way forward

Editor—I could not disagree more with the
Personal View of Norman Browse, in which
he says that consultants rather than purchas-
ers should lead in the NHS.1 Consultants are
far too close to what they do to lead the hos-
pital service and are far too narrowly based.
The instinct of any half decent consultant in a
cash starved service such as the NHS must be
to fight for more money so that he or she can
provide as high quality a service as possible.
This instinct should be encouraged and
rewarded; it is an important element in
extracting as much money as possible from
the small pot available. Purchasing health
care for a community, however, must be done
by generalists who can see the wider picture.

In the days before the reforms, when
consultants were less constrained, I watched
in disbelief at the way in which limited NHS
money was spent. In one hospital a bright,
talented, and aggressive young surgeon
pushed to get money to start a liver
transplant service; meanwhile, the geriatric
unit was desperately in need of long stay
beds, and the occupational therapy service
was virtually non-existent. In another hospi-
tal a consultant with skill and interest in neo-
natal intensive care managed to squeeze
money from other budgets as well as from
the public to open several intensive care cots.
In a unit with two consultants, four junior
senior house officers, no middle grade staff,
and a big teaching hospital 16 km away was
this the best use of resources?

I am not saying that innovation and
research should be stifled, but, in an NHS that
is so short of money, planning must be at a
level where more strategic issues can be
addressed. I am not an apologist for
fundholding, although I think that those of us

who are general practitioners have some-
thing to contribute, if only an intimate knowl-
edge of the needs of our microenvironment.
Joint commissioning with general practition-
ers, public health physicians, managers, and
specialist purchasers seems to me to be the
way forward, with innovation and research
funded separately in specialist teaching units.
Rationing in the NHS is a reality; priorities
must be openly discussed and debated if a
truly equitable service is to be provided.
Kath Checkland General practitioner
Marple Cottage Surgery, 50 Church Street, Marple,
Stockport SK6 5PQ

1 Browse N. Clinicians must lead. BMJ 1996;313:1268.
(16 November.)

First patient was airlifted from
highlands of Scotland in 1933,
not 1953
Editor—The first page of the Medicine and
Books section in the issue of 2 November
(p 1154) contains a photograph taken from
the book Air Ambulance. The legend to this
photograph states that “The first patient,
with a perforated peptic ulcer, was airlifted
to Glasgow in 1953.”

I was medical officer for the parish of
Kildalton and Oa, Isle of Islay, from 1928
until the outbreak of the second world war. I
sent a patient with a perforated peptic ulcer
by air to Glasgow in 1933; I accompanied
the patient because neither his wife nor any-
one else was able to do so at the time. I sug-
gest that the date given in the legend is
wrong and should have been 1933.
A M Campbell Former medical officer
Port Ellen, Isle of Islay, Argyll PA42 7AL
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We receive more letters than we can publish: we
can currently accept only about one third. We
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