
Nicotine replacement therapy should be prescribable on NHS

Editor—I welcome the publication of the
open letter to the prime minister about
tobacco—the most important preventable
cause of death in Europe.1 As Jo E Asvall
points out in the letter, tobacco control
demands the support of, and action by, the
total government, not just the Department
of Health. Among the actions Asvall calls for
is that “support for smoking cessation is
made widely available, particularly through
primary health care professionals, including
doctors, nurses, pharmacists, and dentists.”

Nicotine replacement therapy (nicotine
gum, patches, nasal spray, and oral inhaler)
is now fully established as an effective
adjunct to such professional advice and sup-
port. Systematic review of many trials has
shown a doubling of sustained smoking ces-
sation when nicotine replacement therapy is
compared with placebo.2 The offer of
nicotine patches to motivated subjects for a
week in the first instance could be a useful
policy.3 But the recommendation of such
therapy by health professionals and the use
of such therapy by smokers are severely lim-
ited by NHS “blacklisting.”

I can prescribe on the NHS for alcohol
problems and even obesity. I can also
prescribe for tobacco addiction—but only
products of unproved efficacy for this prob-
lem, such as tranquillisers and antidepres-
sants, not one of proved effectiveness. Why
not nicotine replacement therapy? So much
for evidence based medicine.
Godfrey Fowler Professor of general practice
University of Oxford, Radcliffe Infirmary, Oxford
OX2 6HE

1 Asvall JE. The WHO wants governments to encourage
people to stop smoking. BMJ 1997;314:1688. (7 June.)

2 Silagy C, Mant D, Fowler G, Lancaster T. The effect of nicotine
replacement therapy on smoking cessation. Oxford: Update
Software, 1997. [Available in the Cochrane Library
(database on disk and CDROM).]

3 Yudkin P, Jones L, Lancaster T, Fowler G. Which smokers
are helped to give up smoking using transdermal patches?
Results from a randomised, double-blind, placebo-
controlled trial. Br J Gen Pract 1996;46:145-8.

Dietary treatment of active
Crohn’s disease

Dietary treatment is best for children

Editor—Nick Wight and Brian B Scott con-
clude that dietary treatment of active
Crohn’s disease is poorly tolerated and no
more effective than steroids.1 Their editorial
is chiefly based on adults. In children with
Crohn’s disease the importance of growth
must influence the effect of any treatment.
Enteral feeding is particularly useful for
children with growth failure.

For children the side effects of cortico-
steroid treatment, particularly moon face,
striae, and slowing of growth (with long term
use), are of great concern to the child and to
parents. Enteral feeding is as effective as cor-
ticosteroids in inducing a clinical remission
in childhood.2 Furthermore, mean height
velocity was significantly greater in the
enterally fed group. A group of children
with Crohn’s disease was randomly allocated
to treatment with steroids (n = 6),
cyclosporin (n = 6), and enteral nutrition
(n = 6).3 Mucosal histological findings and
the percentage of lymphokine secretory
cells (interleukin 2 and ã interferon) in
mucosal tissue, before and after treatment,
was observed. Enteral nutrition produced a
significant improvement in all three vari-
ables; with steroids only interleukin 2 secre-
tory cells were reduced in number.

A cohort study of seven children with
Crohn’s disease has shown that all children
had a clinical remission when given enteral

nutrition with a polymeric diet as primary
treatment.4 All seven had histological
improvement on enteral nutrition, two with
a return to normal histological findings.

In my view enteral nutrition with a poly-
meric diet is at present the correct first
option for treating children with Crohn’s
disease5: it has advantages in terms of effec-
tiveness, compliance, and the avoidance of
side effects.
J A Walker-Smith Professor of paediatric
gastroenterology
Royal Free Hospital, London NW3 2QG

1 Wight N, Scott BB. Dietary treatment of active Crohn’s dis-
ease. BMJ 1997;314:454-5. (15 February.)

2 Sanderson IR, Udeen S, Davies PSW, Savage MO, Walker-
Smith JA. Remission induced by an elemental diet in small
bowel Crohn’s disease. Arch Dis Child 1987;61:123-7.

3 Breese EJ, Michie CA, Nicholls SW, Williams CB, Domizio
P, Walker-Smith JA, et al. The effect of treatment on
lymphokinesecreting cells in the intestinal mucosa of chil-
dren with Crohn’s disease. Aliment Pharmacol Ther
1995;9:547-53.

4 Beattie RM, Schiffrin EJS, Donnet-Hughes A, Huggett AC,
Domizio P, MacDonald TT, et al. Polymeric nutrition as the
primary therapy in children with small bowel Crohn’s dis-
ease. Aliment Pharmacol Ther 1994;8:609-15.

5 Walker-Smith JA. Management of growth failure in
Crohn’s disease. Arch Dis Child 1996;75:351-4.

Diet is the best treatment

Editor—Nick Wight and Brian B Scott’s
editorial comparing elemental diet and cor-
ticosteroids in active Crohn’s disease did not
provide a complete picture.1 It is naive to
assume that all patients with Crohn’s disease
can be managed alike and that one
treatment can therefore be claimed to be
better than another. Each patient requires
an individual approach. Faced with a choice
between two similarly effective treatments,
wise doctors will first choose the one that
does not have unfortunate side effects, even
though they know that some patients will
not have the tenacity to stick with it. The ref-
erences quoted by the authors are selected
to show elemental diet at its worst. In a
recent survey at this hospital only 15.2% of a
series of patients who had 112 treatment
episodes failed to complete a course of
elemental diet and only 5.4% needed to take
it by nasogastric tube.

Wight and Scott surprisingly make no
reference to the long term effectiveness of
treatment. Elemental diet followed by the
detection of food intolerances provides a
strategy for maintaining longterm remis-
sion.2 In the East Anglian multicentre trial,
diet resulted in a significantly superior
remission rate at two years when compared
with corticosteroids.3

Treatment of Crohn’s disease with pred-
nisolone often leads to “corticosteroid
poisoning.” Treatment with elemental diet
does not and seems likely to offer a way of
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unravelling the cause of the condition. Con-
trary to the statement of Wight and Scott,
there is no theoretical advantage for feeds
based on amino acids. Clinical evidence sug-
gests that the presentation of nitrogen is
irrelevant to the effectiveness of elemental
diet and that the crucial factor is the content
of long chain triglycerides.4 Trials are in
progress to confirm this observation, and
the identification of fat as a major factor in
Crohn’s disease may be an important step
towards understanding of the disease.

Diet is the suitable treatment for mild to
moderate Crohn’s disease because food
intolerances are few and diets straight-
forward. Diet is suitable treatment for severe
Crohn’s disease because without it it is
indeed difficult to avert the need for
surgery.5 And diet is particularly appropriate
for adolescents with growth failure. Wight
and Scott’s editorial does a group of long
suffering and poorly supported patients a
disservice.
T S King Research fellow
J T Woolner Dietitian
J O Hunter Director
Gastroenterology Research Unit, Addenbrooke’s
Hospital, Cambridge CB2 2QQ

1 Wight NJ, Scott BB. Dietary treatment of active Crohn’s
disease. BMJ 1997;314:454-5. (15 February.)

2 King TS, Woolner JT, Hunter JO. The dietary management
of Crohn’s disease. Aliment Pharmacol Ther 1997;11:17-31.

3 Riordan AM, Hunter JO, Cowan RE, Crampton JR, David-
son AR, Dickinson RJ, et al. Treatment of active Crohn’s
disease by exclusion diet: East Anglian multicentre
controlled trial. Lancet 1993;342:1131-4.

4 Middleton SJ, Rucker JT, Kirby GA, Riordan AM, Hunter
JO. Long-chain triglycerides reduce the efficacy of enteral
feeds in patients with active Crohn’s disease. Clin Nutr
1995;14:229-36.

5 O’Brien CJ, Giaffer MH, Cann PA, Holdsworth CD.
Elemental diet in steroid-dependent and steroid-refractory
Crohn’s disease. Am J Gastroenterol 1991;86:1614-8.

Authors’ reply

Editor—In response to J A Walker-Smith’s
comments we need to state that we
deliberately did not include trials with
paediatric patients because of the acknowl-
edged importance of enteral feeding in
patients with growth failure.

The purpose of our literature review was
to examine the results of all the controlled
trials reported in peer review journals that
compared the ability of steroids and dietary
treatment to induce remission in active
Crohn’s disease. Contrary to the comments
of T S King and colleagues, we were not
selective but included all the reported trials
that fulfil these criteria, and we deliberately
did not study trials investigating the ability of
diets to maintain remission in Crohn’s
disease. We are impressed with the tolerance
of dietary treatment of Crohn’s disease at
King and colleagues’ institution, but most
gastroenterology units in Britain do not
have the authors’ level of experience and
skill and their results will necessarily be con-
siderably worse. We agree that “cortico-
steroid poisoning” is a considerable clinical
concern, but patients need to be confident
that the treatment that their doctor recom-
mends is the one most likely to have a
favourable clinical outcome. The trials in our
review suggest that, on the basis of intention
to treat, the outcome in patients with active

Crohn’s disease is more likely to be
favourable with steroids.

There are many theoretical reasons why
dietary treatments may be effective if they
are tolerated. The trials in our review tend to
support the views of King and colleagues
that the presentation of nitrogen in enteral
feeds may not be important. There
nevertheless remains a valid theory that
whole protein in the diet of patients with
Crohn’s disease may induce an immune
response in the gut, perpetuating the disease
process.

It would be a disservice to patients with
active Crohn’s disease not to base treatment
on the results of properly conducted clinical
trials.
Nick Wight Registrar in gastroenterology
Brian B Scott Consultant physician
Department of Gastroenterology, County Hospital,
Lincoln LN2 5QY

Hypothesis that people with
coronary heart disease are
living longer is supported
Editor—Luc Bonneux and colleagues
argue that the fall in mortality from
coronary heart disease in the Netherlands is
at least partly due to increasing numbers of
survivors of coronary heart disease dying of
other disorders.1 Several commentators
have estimated that 30-40% of the recent fall
in coronary heart disease can be attributed
to improved treatment rather than a
reduction in the incidence of the disease.2 3

A similar effect to that reported by Bon-
neux and colleagues can be seen within the
overall category of coronary heart disease in
England. In work that was carried out in the
former Yorkshire Regional Health Author-
ity we analysed deaths in England within the
category coronary heart disease between the
years 1975 and 1992. Death rates were
standardised, with the European standard
population being taken as the reference
population. Coronary heart disease is
covered in the ninth revision of the
International Classification of Diseases by
categories 410 (acute myocardial infarction),
411 (other acute and sub-acute forms of
coronary heart disease), 412 (old myocardial
infarction), 413 (angina pectoris), and 414
(other forms of chronic coronary heart
disease). In our analysis we distinguished
deaths due to acute disease (410, 411) from
deaths due to chronic disease (412, 413,
414).

Total mortality from coronary heart dis-
ease fell by an average of 2.05% a year
between 1975 and 1992 (equivalent to a fall
of 30% over the whole period). The fall was,
however, confined to acute disease. Mortality
from chronic disease rose by an average of
1.5% a year over the same period (or 29%
overall from 1975 to 1992). In 1975, 21% of
all deaths from coronary heart disease were
attributed to chronic disease, whereas in
1992 the proportion was 39%.

These results support the hypothesis
that people with coronary heart disease are

living longer. This will have important
implications for national health policy; the
need for treatment services may paradoxi-
cally rise despite falls in overall mortality.
This is because people will require treatment
over a longer time before death eventually
occurs; the very success of modern treat-
ments for coronary heart disease will thus
fuel the demand for their greater use.
P S Watson Director of acute services
Cambridge and Huntingdon Health Authority,
Fulbourn Hospital, Cambridge CBI 5EF

D C Bensley Section head, economics and operational
research division
NHS Executive, Leeds LS2 7UE

1 Bonneux L, Looman CVN, Barendregt JJ, Van der Maas
PJ. Regression analysis of recent changes in cardiovascular
morbidity and mortality in the Netherlands. BMJ
1997;314:789-92. (15 March.)

2 Goldman L, Cook EF. The decline in ischemic heart
disease mortality rates. Ann Intern Med 1984;101:825-36.

3 Beaglehole R. Medical management and the decline in
mortality from coronary heart disease. BMJ
1986;292:33-5.

Cyclosporin can be used in
early rheumatoid arthritis
Editor—We were surprised that Frank A
Wollheim did not comment on the recent
paper by Pasero et al in his review of disease
modifying drugs in rheumatoid arthritis.1 2

In this multicentre, prospective, randomised
trial 361 patients with early ( < 4 years since
diagnosis) active rheumatoid arthritis were
enrolled. Cyclosporin at 3 mg/kg/day was
significantly superior to control treatment
(42 patients took antimalarials, 34
auranofin, five penicillamine, 25 sulphasala-
zine, and 66 myocrisin) in delaying progres-
sion in the number of eroded joints and the
joint damage score after 12 months of treat-
ment. When the patients without erosion at
baseline were considered (37 in the group
treated with cyclosporin and 54 in the
control group) erosions developed in only
four (11%) of the patients treated with
cyclosporin but in 28 (52%) of the controls.
This is a particularly encouraging paper that
promotes early aggressive treatment in
rheumatoid arthritis; the additional benefit
is that the effect is produced with mono-
therapy.
J K Dawson Senior registrar
B Roychowdhury Senior registrar
E J Tunn Consultant
Department of Rheumatology, Royal Liverpool
University Hospital, Liverpool L7 8XP

1 Pasero G, Priolo F, Marubini E, Fantini F, Ferraccioli G,
Magaro M, et al. Slow progression of joint damage in early
rheumatoid arthritis treated with cyclosporin A. Arthritis
Rheum 1996;39:1006-15.

2 Wollheim FA. Disease modifying drugs in rheumatoid
arthritis. BMJ 1997;314:766-7. (15 March.)

Senior house officer training
Training must be more structured

Editor—The study by Elisabeth Paice and
colleagues confirms that there is still consid-
erable concern about trainees in the senior
house officer grade.1 The Yorkshire Deanery
shares these concerns and in an effort to
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improve matters has inspected all its senior
house officer posts according to the require-
ments of the royal colleges for educational
approval—for example, the Royal College of
Surgeons.2

During our survey of 1023 posts we
interviewed around 600 senior house
officers in every specialty and all districts. We
collected information in a structured way
about work, training, and education. We
found that five essential criteria need to be
addressed in assessing any training post:
consultants’ support; clinical experience;
training and education; appraisal; and
contractual compliance.

We were disappointed to find that one
third of the posts were unsatisfactory when
judged against these criteria.3 We found
consultants’ support to be generally excel-
lent (88% (899/1023) of senior house offic-
ers found it satisfactory), showing that
consultants take their clinical responsibilities
towards patients seriously. The most disturb-
ing finding was that at least one third of sen-
ior house officers did not obtain sufficient
clinical experience to prepare them for the
next stage of their careers as specialist regis-
trars, despite the fact that there was always
sufficient clinical material available (62%
(629/1023) considered the experience satis-
factory). The duties of senior house officers
have usually been designed to satisfy service
needs and little thought has been given to
devising a properly organised programme
of activities. Particularly in specialties that do
not have preregistration house officers, sen-
ior house officers spend much of their time
on inappropriate duties while valuable
learning opportunities are lost or even
disregarded. We found that almost half of
our senior house officers never attended
outpatient clinics because they were too
busy doing repetitive tasks on the wards
(47% attended regularly (440/936; 87 posts
in anaesthetics were excluded).

Lack of structure to the working day
(only 4% (42/1023) had a job plan) was also
responsible for one third of the senior house
officers being dissatisfied with their training
and education (63% (644/1023) were
satisfied). Protected time for teaching and
study, as required by the royal colleges for
educational approval, was rarely available.
Appraisal as an educational tool was in its
infancy, with only 8% (79/1023) of trainees
having had the benefit of such an exercise.

Only 59% (604/1023) of posts truly
complied with the requirements of the new
deal on junior doctors’ hours. Working in
some specialties—notably, general
medicine—was extremely stressful.

Structured training for senior house
officers and specialist registrars is urgently
needed.
G A Bunch Associate dean
J Bahrami Associate dean
R Macdonald Regional postgraduate dean
Leeds University Department for NHS
Postgraduate Medical and Dental Education,
University of Leeds, Leeds LS2 9JT

1 Paice E, West G, Cooper R, Orton V, Scotland A. Senior
house officer training: is it getting better? A questionnaire
survey. BMJ 1997;314:719-20. (8 March.)

2 Basic surgical training and the hospital recognition
committee. London: Royal College of Surgeons, 1997.

3 Bunch GA, Bahrami J, Macdonald R. Training in the sen-
ior house officer grade. Br J Hosp Med 1997;57(11):565-8.

Improved training may have more to do
with money than with new shifts

Editor—Elisabeth Paice and colleagues
seem to link the progress made in senior
house officer training in certain specialties to
the introduction of partial shift working.1

However, in the same issue Pamela J
Baldwin and colleagues report the unpopu-
larity of shifts among senior house officers
and their detrimental effects on continuity
of patient care and training.2 Clearly there is
a lack of consensus: are shifts under the new
deal good or bad for your training?

My colleague and I studied psychologi-
cal morbidity in 60 medical house officers in
two teaching hospitals in the same city over
a year3 using a 30 item version of the general
health questionnaire4 and a well validated
job satisfaction scale.5 The house officers
were also invited to complete Likert scales
rating their satisfaction with their work rota,
the impact of their rota on free time, and
implications of their rota for continuity of
care. These items were grouped together as
a rota satisfaction scale. In addition, the
house officers were asked to estimate the
number of hours they worked in an average
week and to complete a Likert scale rating
the quality of their training.

Complete responses were obtained
from 59 house officers, with telephone
reminders being necessary in some cases.
When the data were analysed by working
pattern, shift systems had clearly resulted in
reduced hours of work when compared with
a one in six on call rota. The mean (SD)
hours of work were: 68.7 (6.9) on call, 65.0
(5.7) on partial shifts, and 59.8 (6.0) on full
shifts. However, shift systems seemed to have
adverse effects on psychological wellbeing,
job satisfaction, and quality of training as
well as being unpopular (table ).

It may not be possible to generalise
these results across specialties, grades, or
hospitals. Factors other than working pat-
terns are also important—for example, the
extent of non-medical duties1 and support
from senior staff.2

Nevertheless, it is surprising that such an
important development in the working
practices of junior medical staff has been
subject to so little formal evaluation. The
improvement in training reported by Paice
and colleagues probably has more to do

with the injection of £870 000 than it does
with shifts under the new deal.
Navneet Kapur Research registrar in psychiatry
Department of Liaison Psychiatry, Leeds General
Infirmary, Leeds LS1 3EX

1 Paice E, West G, Cooper R, Orton V, Scotland A. Senior
house officer training: is it getting better? A questionnaire
survey. BMJ 1997;314:719-20.(8 March.)

2 Baldwin PJ, Newton RW, Buckley G, Roberts MA, Dodd M.
Senior house officers in medicine: postal survey of training
and work experience. BMJ 1996;314:740-3. (8 March.)

3 Kapur N, House A. Job satisfaction and psychological
morbidity in medical house officers. J R Coll Physicians Lond
(in press).

4 Goldberg DP. The detection of psychiatric illness by
questionnaire. London: Oxford University Press, 1972.

5 Warr P, Cook J, Wall T. Scales for the measurement of some
work attitudes and aspects of psychological well-being. J
Occupational Psychology 1979;52:129-48.

Impact of existing peer review visits
needs to be increased

Editor—Elisabeth Paice and colleagues
show improved satisfaction for senior house
officer posts between 1992-3 and 1994-5, but
they do not comment on their reported
increase in the number of doctors discussing
their progress with consultants (appraisal).1

The senior house officer educational audit
project2 was started in 1993 and collects
information every six months in standardised
anonymous questionnaires; by 1996 it pro-
vided results from 62 posts (94% response
rate) in nine different specialties. When
results from the six months up to 30 April
1994 were compared with those from the six
months up to 30 April 1996 the proportion
of senior house officers reporting that they
had appraisals increased from 25% (5/20) to
63% (10/16) (÷2 = 5.14, P = 0.02, df = 1, differ-
ence in proportions = 38% (95% confidence
interval 7% to 68%)). The proportion report-
ing use of personalised educational targets
increased from 25% (5/20) to 69% (11/16)
(÷2 = 6.89, df = 1, P < 0.01, difference in pro-
portions = 44% (14% to 73%)).

Susan Williams and colleagues also
comment on the psychological distress
experienced by senior house officers,3 and
results from the senior house officer
educational audit project have not yet shown
a significant improvement in access to
support for stress (4/20 in 1993, 6/16 in
1994, ÷2 = 0.62, df = 1, P = 0.43, difference in
proportions = 18% (12% to 47%)).

In their editorial Evan Harris and Paula
Ferreira ask for annual inspections of senior
house officer posts, with the withdrawal of
funding from unsuitable posts.4 We believe
that the impact of existing peer review visits
needs to be increased by publicising, well in
advance, the date of the visit, the standards

Median (range) scores among house officers for different working patterns*

Measure On call (n=24) Partial shift (n=18) Full shift (n=17) P value†

General health questionnaire
(30 items)

1 (0-9) 3.5 (0-17) 4 (0-20) <0.05

Job satisfaction scale 72.5 (48-91) 59.5 (41-81) 59 (36-83) <0.01

Rota satisfaction scale 12 (9-15) 6.5 (3-11) 4 (3-10) <0.001

Quality of training 4.5 (2-6) 2 (1-5) 2 (1-5) <0.001

*Higher scores indicate a more favourable outcome except in general health questionnaire, when higher scores indicate greater
psychological distress.
†Kruskal-Wallis analysis of variance. Subsequent analysis of individual differences using the Mann-Whitney U test showed no
significant differences between full shifts and partial shifts, but significant differences were found between both types of shift
system and on call rotas.
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expected, the arrangements for involving
local educationalists (clinical tutors, course
organisers), and the distribution list for any
recommendations made. An independent
educationalist should be in attendance
during the visits and should make an
individual report set against existing
educational standards. Assessment of posts
needs to be objective and should be seen as
such. Subsequent grading of each post as
accepted or recommended could be used as
an additional incentive for hospitals to
improve training, alongside the more draco-
nian measure of withdrawal of funding.
Mark Rickenbach Course organiser, Portsmouth
Hospitals
Park Surgery, Eastleigh, Hampshire SO53 2ZH

Joan Dunleavey Wessex Research Network coordinator
Paul Little Wellcome research fellow
Aldermoor Health Centre, Southampton
SO16 SST

Mark Mullee Senior research fellow, medical statistics
and computing
University of Southampton, Southampton
SO16 6YD

1 Paice E, West G, Cooper R, Orton V, Scotland A. Senior
house officer training: is it getting better? A questionnaire
survey. BMJ 1997;314:719-20. (8 March.)

2 Rickenbach MA. Hospital vocational training. BMJ
1994;309:196.

3 Williams S, Dale J, Glucksman E, Wellesley A. Senior house
officers’ work related stressors, psychological distress, and
confidence in performing clinical tasks in accident and
emergency: a questionnaire study. BMJ 1997;314:713-8. (8
March.)

4 Harris E, Ferreira P. Training senior house officers. BMJ
1997;314:692-3. (8 March.)

When midwives perform obstetric tasks
at night, trainees can spend more
supervised time in clinics

Editor—Both the survey by Susan Williams
and colleagues and the survey by Pamela J
Baldwin and colleagues highlighted the need
for close support and feedback by senior doc-
tors in order to build the confidence and
improve the training of senior house officers.
1 2 To achieve these goals and ensure
appropriate training it is important to recog-
nise the different requirements of career and
vocational trainees within a specialty.

Most hospitals have accommodated
decreased hours by giving junior doctors a
day off after a night on call. However, this
means that they are likely to miss outpatient
clinics or other daytime commitments which
represent good training opportunities.
Whereas this tradeoff may be acceptable for
middle grade staff who need the exposure to
on call work, it is probably inappropriate for
trainees in general practice.

We reduced the hours worked by
trainees in general practice by sending them
home after 10 00 pm, rather than by giving
them the following day off (during prime
training time). This not only improves train-
ing but also ensures that staff of at least mid-
dle grade review obstetric and gynaecologi-
cal patients at all times. This is in line with
the current expectations of patients and risk
management teams.

To facilitate this change we have diverted
much work that is traditionally out of hours
(early pregnancy assessment, registrar
review, and antenatal assessment) to daily
clinics, which also provide supervised train-

ing opportunities. In addition, we audited
bleep calls received by senior house officers
at night and found that most were for an
assistant at a caesarean section. Therefore,
we trained midwives in how to assist.
Midwifery training in suturing, cardiotoco-
graphic interpretation, venesection, and
intravenous cannulation was already in
place in our unit.

We have now been running the system
for more than a year and are pleased to
report it is a success. Midwives now undertake
all the tasks of obstetric senior house officers
at night, with only urgent gynaecological
admissions producing extra work for the reg-
istrar. This type of admission is rare with our
system of daily clinics. An anonymous
questionnaire has confirmed that the senior
house officers think that their training is
better, and the middle grade doctors do not
have a significantly higher workload.

We would recommend this system to
other similar units, with the one caveat that
the number of midwives may need to be
increased when the extra pair of hands pro-
vided by a senior house officer is removed
from the labour ward at night.
Bruce Ramsay Senior registrar in obstetrics and
gynaecology
Orchard Centre for Women’s Health,
Gloucestershire Royal Hospital, Gloucester
GL1 3NN

1 Williams S, Dale J, Glucksman E, Wellesley A. Senior house
officers’ work related stressors, psychological distress, and
confidence in performing clinical tasks in accident and
emergency: a questionnaire study. BMJ 1997;314:713-8. (8
March.)

2 Baldwin PJ, Newton RW, Buckley G, Roberts MA, Dodd M.
Senior house officers in medicine: postal survey of training
and work experience. BMJ 1997;314:740-3. (8 March.)

Blood donation, body iron
stores, and risk of myocardial
infarction

Confidence intervals and possible
selection bias call study results into
question

Editor—The importance of stating the 95%
confidence interval when reporting results
has been shown in a recent paper by
Tomi-Pekka Tuomainen and colleagues.1 In
their paper blood donation reduced the risk
of myocardial infarction anywhere between
3% and 98%. An estimate with such impreci-
sion seems to be of little use. Moreover,
although the association was only margin-
ally significant to begin with (P = 0.047), the
authors commented that further adjust-
ments attenuated the association marginally.
The confidence interval cannot become
considerably wider with further adjust-
ments; even a marginal change at the lower
limit of the confidence interval can cause a
change in the sign, rendering the association
non-significant.

The authors urged that new studies be
carried out to confirm their findings.
However, although the results of several
previous studies were unable to corroborate
the hypothesis that raised iron concentra-
tions increase the risk of coronary heart dis-

ease,2-5 none of these diverging results was
cited in the paper.

Blood donors are not compensated in
Finland; they donate blood for altruistic rea-
sons, and evidently such people may also
have a great interest in their own health.
Thus there was probably substantial selec-
tion bias which cannot be adjusted for, espe-
cially when only one death was observed
among the blood donors. In Finland the
study was cited in various news media as
firm evidence that blood donation reduces
the risk of myocardial infarction. The
prestige of the BMJ was used as confirma-
tion of the validity of the study; this seemed
ethically questionable to us.
Harri Hemilä Senior research fellow
Mikko Paunio Senior research assistant
Department of Public Health, POB 41, University
of Helsinki, FIN-00014 Finland

1 Tuomainen T-P, Salonen R, Nyyssönen K, Salonen JT.
Cohort study of relation between donating blood and risk
of myocardial infarction in 2682 men in eastern Finland.
BMJ 1997;314:793-4. (15 March.)

2 Baer DM, Tekawa IS, Hurley LB. Iron stores are not associ-
ated with acute myocardial infarction. Circulation
1994;89:2915-8.

3 Liao Y, Cooper RS, McGee DL. Iron status and coronary
heart disease: negative findings from the NHANES I
epidemiologic follow-up study. Am J Epidemiol
1994;139:704-12.

4 Mänttäri M, Manninen V, Huttunen JK, Palosuo T,
Ehnholm C, Heinonen OP, et al. Serum ferritin and ceru-
loplasmin as coronary risk factors. Eur Heart J
1994;15:1599-603.

5 Miller M, Hutchins GM. Hemochromatosis, multiorgan
hemosiderosis, and coronary artery disease. JAMA
1994;272:231-3.

Authors’ reply

Editor—We welcome the comments of
Harri Hemilä and Mikko Paunio. We have
been among the first advocates of the use of
confidence intervals when estimates of rela-
tive risk are presented in epidemiological
studies.1 Confidence intervals are especially
necessary when they are wide—that is, when
the sampling variation is large. In our study
this was due to the small number of subjects
who had donated blood (153 out of 2682).2

We do not consider P values as
important as the strength of the association.
In our study, blood donors had as much as
an 86% reduction in the risk of acute
myocardial infarction after adjustment for
risk factors when compared with non-
donors. This point estimate did not change
much, whichever risk factors we adjusted for.
The range of risk factors measured in the
Kuopio ischaemic heart disease study is
extensive, as shown by our previous publica-
tions on the same cohort.3 4

Several studies have concluded that there
is no association between iron status and the
risk of coronary disease events.5 All of these
negative studies, however, have unreliable
measurements of iron status (such as serum
iron concentration, transferrin iron satura-
tion) or other design problems, as detailed
elsewhere.5 Comparing the number of
positive and negative studies, or the number
of subjects in these, seems quite a primitive
method from which to derive an overall con-
clusion. Another reason for not referring to
studies using iron status measurements was
the lack of space in our short report. A
review has been presented earlier.5
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As we suggested,2 a randomised blood
donation trial in healthy people may be the
only possible study design that could
ultimately verify or refute a theory about the
role of iron balance in coronary disease.
There exists a widespread conviction that the
more iron in the diet the better. This is what
is still written in medical textbooks. This con-
viction is, however, the enemy of the truth.

We pointed out the potential selection
bias in our work—the possibly increased
health consciousness of blood donors2

—and we have repeated this in all inter-
views given to the media. However, the
media tend to simplify issues to make them
understandable.

A fundamental problem in all epidemio-
logical studies is that whichever covariates
you measure and adjust for statistically, there
always remains a possibility that some
unmeasured, or too imprecisely measured,
confounding factors might explain some of
the observed association. We appreciate this,
and for this reason our conclusions were
cautious and suggested2 that further clinical
trials were needed to resolve the issue
conclusively.
Tomi-Pekka Tuomainen Research fellow
Riitta Salonen Senior clinical research fellow
Kristiina Nyyssönen Clinical biochemist
Jukka T Salonen Academy professor
Research Institute of Public Health, University of
Kuopio, 70211 Kuopio, Finland

1 Salonen JT, Alfthan G, Huttunen JK, Pikkarainen J, Puska
P. Association between cardiovascular death and myocar-
dial infarction and serum selenium in a matched-pair lon-
gitudinal study. Lancet 1982;ii:175-9.

2 Tuomainen T-P, Salonen R, Nyyssönen K, Salonen JT.
Cohort study of relation between donating blood and risk
of myocardial infarction in 2682 men in eastern Finland.
BMJ 1997;314:793-4. (15 March.)

3 Salonen JT, Nyyssönen K, Korpela H, Tuomilehto J,
Seppänen R, Salonen R. High stored iron levels are associ-
ated with excess risk of myocardial infarction in eastern
Finnish men. Circulation 1992;86:803-11.

4 Lakka TA, Venäläinen JM, Rauramaa R, Salonen R,
Tuomilehto J, Salonen JT. Relation of leisure-time physical
activity and cardiorespiratory fitness to the risk of acute
myocardial infarction in men. New Engl J Med
1994;330:1549-54.

5 Salonen JT. Body iron stores, lipid peroxidation and
coronary heart disease. In: Hallberg L, Asp N-G, eds. Iron
nutrition in health and disease. London: Libby, 1996.

Most British research and
development in primary care
arises outside rural areas
Editor—What a breath of fresh air to read
Mike Pringle’s suggestions on improving
primary care, which were not exclusively
based on the worries of some inner London
practices but gave equal consideration to
enhancing rural practice.1 He is prudent to
note that innovations need to be evaluated
in primary care. I believe, however, that rural
developments are at a specific disadvantage
compared with urban ones. Almost all the
British research and development arises
outside rural areas, and so attempts at
improvement through evidence based prac-
tice have to graft research from urban
settings on to countryside problems.

Let me illustrate this with some crude
secondary research I did, using papers from
last year’s Medline (January 1996 to January

1997). This identified 269 items from Family
Practice and the British Journal of General
Practice, of which 167 seemed to be research
papers or short reports. Three of these arose
from places in Britain that were not clearly
specified (for example, multicentre surveys)
and 58 came from outside Britain, but for
106 articles a specific British address was
given as the origin. Of this core British
research and development base of 106
papers, 22 papers came from London, 71
from other “cathedral cities” such as
Sheffield and Newcastle upon Tyne, and 10
from other urban areas such as Luton and
Birkenhead. This left at most three papers
that might be described as having arisen
from “country towns” (including
Cambridge)—less than 3% of the studies.

Research into rural primary care needs
to be cultivated. For over two years the
Anglian network “Promoting research and
development in primary health care” has
been doing just that, on a modest scale.2

Readers interested in the history of NHS
innovations may not be surprised to know
that the launch of our network in the fens
owed a great deal to the foresight and help
of an academic in faraway Nottingham
...Pringle.
Woody Caan Head of research and development
Lifespan Healthcare Trust, Cambridge CB2 2AH

1 Pringle M, Heath I. Distributing primary care fairly. BMJ
1997;314:595-7. (22 February.)

2 Caan W. Research and development in primary care. Br J
Gen Pract 1995;45:442.

Chaplains on transplant teams
facilitate permission being
given for organ donation
Editor—Naomi Craft’s news item entitled
“Communication increases donor trans-
plant rate” is an interesting example of rein-
venting the wheel.1

Nearly 30 years ago, when I was
transplant resident at the Peter Bent Brigham
Hospital in Boston, Massachusetts, we rou-
tinely saw grieving relatives of brain damaged
potential donors, and we were always accom-
panied by the hospital chaplain.

Whenever we did this we were never
refused donation of an organ.

When I came back to Charing Cross
Hospital I continued the practice, and the
chaplaincy became an integral part of the
programme. Once again, I do not remember
ever having been refused donation of organs
when the chaplain participated in the
discussion.

I suppose that the grieving relatives felt
that the chaplain was on their side rather
than mine and was able to clarify this
distressing problem.
Grant Williams Consultant urological surgeon
London W1M 7AB

1 Craft N. Communication increases donor transplant rate.
BMJ 1997;314:697. (8 March.)

Amiodarone pulmonary
toxicity
Authors did not emphasise typical
radiological and histological features
sufficiently

Editor—In their editorial on amiodarone
pulmonary toxicity Gillian A J Jessurun and
Harry J G M Crijns made several misleading
statements about the diagnosis of this
dangerous condition.1 Although they are
correct in stating that pulmonary toxicity
has rarely been reported after low doses of
amiodarone or after short periods of
treatment, they make statements relating to
the clinical and pathological features that
are not supported by the literature or our
own experience. They suggest that hyper-
inflation is a common radiological mani-
festation of amiodarone toxicity, that the
spirometric pattern usually suggests obstruc-
tion, and that the presence of lamellar inclu-
sion bodies on electron microscopy is
specific for amiodarone toxicity. These state-
ments are incorrect and misleading.

The radiological findings in amiodarone
lung vary, but the commonest pattern is of
asymmetric bilateral alveolar opacification,
which may mimic tuberculosis if seen in the
upper zones and pulmonary oedema if seen
in the midzones and lower zones; other pat-
terns include solitary or multiple masses and
lobar or segmental consolidation. Pleural
effusions may be seen together with other
findings but rarely alone. The radiological
differential diagnosis therefore includes
infection, heart failure, and malignancy.
Computed tomography is more sensitive
than plain radiography and may be helpful
in distinguishing the appearances from
those seen in other conditions; the infiltrate
is typically rather dense owing to the
presence of iodine. Lung function tests
characteristically show a restrictive pattern
with reduced diffusing capacity; an obstruc-
tive pattern is unusual.2

The accumulation of intra-alveolar
macrophages seen on cytological examin-
ation of bronchoalveolar lavage fluid or on
histopathological examination of lung biopsy
specimens is not specific for amiodarone; it is
also seen in reactions to methotrexate,
mitomycin, cyclophosphamide, nitrofuran-
toin, and bleomycin. Electron microscopy
may show lamellated intralysosomal “myelin
bodies” because of a direct effect of amiodar-
one on cellular phospholipases leading to
phospholipid accretion.3 These ultrastruc-
tural features may be seen in a variety of dis-
eases, including the phospholipidoses, and
reflect exposure to amiodarone rather than
toxicity.4

The authors give undue prominence to
amiodarone pulmonary toxicity presenting
as bronchiolitis obliterans organising pneu-
monia. The number of published case
reports of this condition remains in single
figures even though eight years have passed
since its first description.5 Bronchiolitis
obliterans organising pneumonia is a rare
presentation of amiodarone pulmonary tox-
icity, and we would remind readers of the
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more typical radiological and histological
features detailed above.
Andrew Leonard Senior registrar in respiratory
medicine
Paul Corris Consultant respiratory physician
Dinah Parums Consultant cardiothoracic pathologist
Regional Cardiothoracic Centre, Freeman Hospital,
Newcastle upon Tyne NE7 7DN

1 Jessurun GAJ, Crijns HJGM. Amiodarone pulmonary tox-
icity. BMJ 1997;314:619-20. (1 March.)

2 Adams PC, Gibson GJ, Morley AR, Wright AJ, Corris PA,
Reid DS, et al. Amiodarone pulmonary toxicity: clinical
and subclinical features. Q J Med 1986;59:449-71.

3 Martin WJ. Mechanisms of amiodarone pulmonary
toxicity. Clin Chest Med 1990;11:131-8.

4 Myers JL, Kennedy Jl, Plumb VJ. Amiodarone lung: patho-
logic findings in clinically toxic patients. Hum Pathol
1987;18:349-55.

5 Camus P, Lombard J-N, Perrichon M, Piard F, Guerin J-C,
Thivolet FB, et al. Bronchiolitis obliterans organising
pneumonia in patients taking acebutolol or amiodarone.
Thorax 1989;44:711-5.

Amiodarone should be used with caution
in patients in intensive care

Editor—Gillian A J Jessurun and Harry J G
M Crijns omitted one risk factor for
amiodarone pulmonary toxicity from their
editorial—namely, the possible relation
between the condition and high inspired
oxygen concentrations, notably in the
perioperative period.1 There are several
reports of acute amiodarone pulmonary
toxicity occurring postoperatively after gen-
eral and cardiac surgery in patients receiv-
ing long term amiodarone treatment,2 3 and
the complication may occur more com-
monly in patients who receive a fractional
inspired concentration of oxygen of > 50%.
4 Furthermore, a study of prophylaxis for
supraventricular tachyarrhythmias after
pneumonectomy showed a high incidence
of postoperative adult respiratory distress
syndrome: three of 11 patients given
amiodarone developed adult respiratory
distress syndrome, compared with no
patients in the groups given verapamil and
placebo.5

In the intensive care unit amiodarone is
widely used as an agent of first choice in the
treatment of supraventricular tachyarrhyth-
mias associated with sepsis and adult
respiratory distress syndrome. Its efficacy
and relative lack of negative inotropism
seemed to outweigh the potential toxicity. A
recent case, however, calls this practice into
question. An 82 year old man who
apparently died of adult respiratory distress
syndrome and multiple organ failure after
vomiting and pulmonary aspiration was
found at postmortem examination to have
characteristic changes of amiodarone pul-
monary toxicity (endogenous lipid pneumo-
nia with foamy macrophages). Review of his
management showed that he had received
0.9 g amiodarone/day for six days. This
prompted a review of postmortem findings
of 10 consecutive patients who died of adult
respiratory distress syndrome, which
showed that a further two patients had had a
histological diagnosis of amiodarone pul-
monary toxicity rather than hyaline mem-
brane disease. Both had received amiodar-
one treatment for over 48 hours.

These findings emphasise that, despite
its efficacy, amiodarone should be used with

great caution in this critically ill population.
The high inspired oxygen concentration
may predispose to acute amiodarone pul-
monary toxicity, while the presence of
pre-existing disease (adult respiratory dis-
tress syndrome) may well mask the condi-
tion’s development.
L Donaldson Specialist registrar
Department of Anaesthetics, Ninewells Hospital,
Dundee DD2 1UB

I S Grant Consultant an aesthetist, intensive care unit
M R Naysmith Clinical pharmacist
J St J Thomas Consultant pathologist
Western General Hospital, Edinburgh EH4 2XU

1 Jessurun GAJ, Crijns HJGM. Amiodarone pulmonary tox-
icity. BMJ 1997;314:619-20. (1 March.)

2 Kay GN, Epstein AE, Kiridin JK, Dietherin AG, Graybar G,
Plumb VJ. Fatal postoperative amiodarone pulmonary
toxicity. Am J Cardiol 1988;62:490-2.

3 Hawthorne HR, Wood MA, Stambler BS, Damiano RJ,
Ekllenbogen KA. Can amiodarone pulmonary toxicity be
predicted in patients undergoing implantable cardioverter
defibrillator implantation? Pace 1993;16:2241-9.

4 Duke PK, Ramsay MAE, Hendon JC, Swgert T, Cook AO.
Acute oxygen induced amiodarone pulmonary toxicity
after general anesthesia [abstract]. Anesthesiology
1991;75:A228.

5 Van Meighem W, Coolen L, Malysse I, Lacquet LM,
Deneffe GJD, Demedts MGP. Amiodarone and the
development of ARDS after lung surgery. Chest
1994;105:1642-5.

Author’s reply

Editor—Andrew Leonard and colleagues
have misinterpreted several important mes-
sages in our editorial. We clearly stated that
the clinical diagnosis of amiodarone pulmo-
nary toxicity may be supported (not
confirmed) by radiological signs such as
hyperinflation or a ground glass or reticular
pattern, which may of course present
bilaterally. In addition, variable results of
lung function tests are possible.1 2

We agree with the authors that the pres-
ence of lamellar inclusion bodies is associ-
ated with the cytotoxicity of amiodarone
and not specific for amiodarone pulmonary
toxicity. Indeed, bronchiolitis obliterans
organising pneumonia is a rare manifesta-
tion of amiodarone pulmonary toxicity. The
main goal of the editorial, however, was to
alert doctors to the possible occurrence of
the condition, since it is reversible and has a
good prognosis.

The adverse effects of high inspired oxy-
gen concentrations, mentioned by L
Donaldson and colleagues, are caused by
interaction with amiodarone. This drug
influences the production of toxic oxygen
radicals and may induce the accumulation
of phospholipids in the pulmonary tissue by
a direct cytotoxic effect on the alveolar-
capillary membrane. We disagree with the
use of amiodarone in intensive care units as
an agent of first choice for the symptomatic
treatment of supraventricular arrhythmias. It
is better clinical practice to diagnose and
treat the underlying cause of the recurrent
or incessant arrhythmia, such as electrolyte
or acid-base disturbances, hypovolaemia
caused by sepsis, and congestive heart
failure.
Gillian A J Jessurun University cardiologist
University Hospital Groningen, 9700 RB
Groningen, Netherlands

1 King TE. Bronchiolitis obliterans. In: Schwarz ML, King
TE, eds. Interstitial lung disease. Philadelphia: Decker,
1988:325-42.

2 Adams PC, Gibson GJ, Morley AR, Wright AJ, Corris PA,
Reid DS, et al. Amiodarone pulmonary toxicity: clinical
and subclinical features. Q J Med 1986;59:449-71.

Systematic reviews provide
information not contained in
traditional narrative reviews
Editor—David W Kaufman and Samuel
Shapiro make several criticisms of our report
on the risks of major gastrointestinal compli-
cations during treatment with non-steroidal
anti-inflammatory drugs.1 2 Some of these
criticisms go to the heart of any attempt to
combine data from observational studies.

Kaufman and Shapiro point to the vary-
ing quality of the studies included in the
meta-analysis and the different definitions of
outcome and exposure. No relations were
apparent between these factors and the esti-
mates of relative risk reported in the studies.
The comparative analyses of the individual
drugs required within study comparisons
and should have been unaffected by factors
that might confound between study com-
parisons. The consistency of findings across
studies with varying methodologies is reas-
suring and can, we think, be regarded as a
strength rather than a weakness of these data.

Kaufman and Shapiro point to the limi-
tations of the analysis of published dosage
data. The purpose of this exercise was to see
if the claimed advantage of ibuprofen
persisted when the drug was consumed in
higher doses.3 4 The analysis suggests that it
does not. This message is important for
clinicians.

Kaufman and Shapiro criticise the selec-
tion of studies for inclusion in the review. We
included epidemiological studies that found
a relation between the use of non-steroidal
anti-inflammatory drugs and major
gastrointestinal complications and con-
tained comparative data on the risk with
individual compounds. Had the purpose of
our study been to provide an estimate of the
average risk across all of the drugs, the
exclusion of some early negative studies
would have biased the estimate upward. The
purpose of the study, however, was to
compare risks with individual drugs; it is
unlikely that this was biased by the inclusion
criteria that were used.

Kaufman and Shapiro counsel against
meta-analysis of observational studies, pre-
ferring narrative reviews. The problem lies
with the desire to reduce the data to a single
pooled estimate. The other steps in a
systematic review, such as a comprehensive
literature search, evaluation of the quality of
studies, consistent extraction and presenta-
tion of the relevant data, and analysis of the
reasons for variability in results, provide
information that is not contained in the
traditional narrative review. It is paternalistic
to suggest that systematic reviews of
observational data should not be performed
because they are open to misinterpretation.
Epidemiologists have a responsibility to
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educate decision makers in how to interpret
and use these studies. Our students all
receive copies of Shapiro’s writings.5

David Henry Senior lecturer in clinical pharmacology
Faculty of Medicine and Health Sciences, University
of Newcastle, NSW, Australia

1 Kaufman DW, Shapiro S. Meta-analysis of risk of gastroin-
testinal complications with NSAIDs. BMJ 1997;314:445-6.
(8 February.)
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Carson JL, Griffin M, et al. Variability in risk of major
upper gastrointestinal complications with individual
NSAIDs: results of a collaborative meta-analysis. BMJ
1996;312:1563-6.

3 Langman MJS, Weil J, Wainright P, Lawson DH, Rawlins
MD, Logan RFA, et al. Risks of bleeding peptic ulcer asso-
ciated with individual non-steroidal anti-inflammatory
drugs. Lancet 1994;343:1075-8.

4 Bateman DN. NSAIDs: time to re-evaluate gut toxicity.
Lancet 1994;343:1051-2.

5 Shapiro S. Meta-analysis/shmeta-analysis. Am J Epidemiol
1994;140:771-7.

Does setting good practice
standards for research ethics
committees increase their legal
liability?
Editor—As a result of our paper1 Neville W
Goodman and Alaisdair MacGowan “feel
most beleaguered” and fear that research eth-
ics committees must brace themselves to be
sued when they fail to meet the standards of
good practice that we have set them.2 We
stated that research ethics committees should
be held accountable if they failed to meet
these standards, but our article was con-
cerned with moral, not legal, accountability.

Could research ethics committees be
held legally accountable if a participant in a
trial was harmed by research that they had
sanctioned? Research ethics committees
probably lack the necessary personality to
be a defendant in a civil action.3 Participants
who have been harmed by research could
sue either the health authority or individual
members of the committee. To ensure that
they received adequate compensation, suing
the health authority would be the better bet.
However, there would still be formidable
barriers to success in proving causation,
defining the nature of the duty of care that
research ethics committees owe, and deter-
mining a reasonable standard of practice.
These problems would be even greater
when individual members of different back-
grounds were sued. There is considerable
doubt over whether any claim against mem-
bers of research ethics committees would be
successful.3 It remains unclear what, if any,
legal liability members of research ethics
committees might have in England, and
even in North America findings of liability
are rare.4 Nevertheless, it is a sorry reflection
of the post-modern values of some research-
ers, clinicians, and even members of ethics
committees that they accuse those seeking
to improve practice of increasing their own
legal liability. The law, after all, is one
medium through which society ultimately
holds all its citizens to account.

We believe that members of research
ethics committees should not be held legally
liable until there are clear standards of prac-
tice, members have received adequate train-

ing for this task, and their skill has been
adequately evaluated and certified. If we
want our research ethics committees to vet
the safety of complex clinical research effec-
tively they must be properly constituted,
trained, and supported. In the meantime
their members should remain good citizens
trying to do their best.
Julian Savulescu Sir Robert Menzies medical scholar
Clinical Ethics Project, Oxford Radcliffe Hospitals,
Oxford OX3 9RP

Iain Chalmers Director, UK Cochrane Centre
NHS Research and Development Programme,
Oxford OX2 7LG

Jennifer Blunt Former chair, Salford research ethics
committee
Salford and Trafford Health Authority, Eccles
M30 0NJ

1 Savulescu J, Chalmers I, Blunt J. Are research ethics com-
mittees behaving unethically? Some suggestions for
improving performance and accountability. BMJ
1996;313:1390-3. (30 November.)

2 Goodman NW, MacGowan A. Are research ethics commit-
tees behaving unethically? BMJ 1997;314:676-7. (1 March.)

3 Brazier M. Liability of ethics committees and their
members (1990) PN 186.

4 Freedman B. Multicenter trials and subject eligibility:
should local IRBs play a role? IRB: A Review of Human Sub-
jects Research 1994;16:1-6.

Mechanism of accountability
needs to be developed for
changing role of healthcare
professionals
Editor—We were interested to read Terence
English’s personal paper about extending
nurses’ professional roles.1 We set up the
first course to train nurses in endoscopy and
to insert percutaneous endoscopic gastros-
tomy feeding tubes that was approved by the
English National Board,2 and we therefore
have first hand experience of many of the
issues he addressed. It may be important to
make a distinction for the debate between an
extension of the nurses’ traditional role and
nurses’ more recent involvement in several
task oriented roles traditionally undertaken
by medically qualified staff. In the former
category it is clear that the role is defined by
nursing skills. Things may be much less clear
when the nurses’ role becomes more proce-
dure oriented, as in the task of harvesting
saphenous vein grafts cited by English or in
our unit, where nurses undertake independ-
ent endoscopic procedures. Clearly, nurses
and doctors bring skills other than technical
dexterity to these tasks, and this must be rec-
ognised. Here we also concur with English
that “the professional organisations that
represent nurses and doctors ... have the
responsibility of entering discussions at an
early stage of developments so that they can
inform and educate their members of the
benefits of closer cooperation and changing
roles.” The extension of vicarious liability by
hospital trusts to indemnify nurses and pos-
sibly others to perform tasks traditionally
done by doctors has yet to be tested. The
overriding principle must surely be that the
operator has the necessary clinical skills and
has received adequate and recognised train-
ing. To underpin this principle there is an
urgent need for a mechanism of account-

ability, both to the patient and to the profes-
sions, which should be developed jointly by
both professional organisations. If we do not
find such a mechanism, leaving the indi-
vidual operators and perhaps the public to
reach a new understanding of what is a
nurse and what is a doctor, we may find that
the changing role of healthcare profession-
als will be defined by lawyers.
Martin Lombard Senior lecturer in medicine
University Department of Medicine, Liverpool L69
3BX

James Brown Postgraduate course tutor
Gillian Hall Assistant head
School of Health Studies, Edge Hill University
College, Aintree Hospitals Complex, Liverpool

Richard Sturgess Consultant physician
Aintree Hospitals Trust, Liverpool L9 7AL

1 English T. Personal paper: medicine in the 1990s needs a
team approach. BMJ 1997;314:661-3. (1 March.)

2 Sturgess R, O’Toole P, McPhillips J, Brown J, Lombard M.
Percutaneous endoscopic gastrostomy: evaluation of
insertion by an endoscopy nurse practitioner. Eur J Gastro-
enterol Hepatol 1996;8:631-4.

Alcohol misuse among doctors

Treatment should be offered

Editor—Bryan Christie’s news article on the
possibility of mandatory testing for alcohol
misuse among doctors raises some serious
issues.1 As director of the largest treatment
programme for addicted doctors in the Com-
monwealth, I am alarmed by the suggestion
that intrusive and unhelpful monitoring tech-
niques would be suggested by no less an
authority than James Griffith Edwards.1 To
suggest that all doctors have liver function
tests every two years as a screening test for
alcohol misuse or alcohol dependency is
intrusive and, in fact, has been shown to be
ineffectual.2 At the stage when a doctor
arrives at work smelling of alcohol, the
disease is highly advanced.3 As pointed out by
the sheriff in Gerald Davies’s case, there was a
conspiracy of silence surrounding him; this
has been the case in all of the recent reports
on addicted doctors.4

In November 1995 I described Home-
wood Health Centre’s support programmes
for addicted doctors in Canada to the
annual meeting of the British Doctors and
Dentists Group in England. Representatives
of both the General Medical Council and
the BMA were present. Little seems to have
been learnt from the meeting.

Tragedies such as those described in
Christie’s article will continue until a
confidential programme to support doctors,
run by the BMA and funded by the
members themselves, is available to help
addicted doctors and their families in what is
the most lonely and isolating condition that
a doctor can experience. The use of intrusive
mandatory testing will do nothing to help
earlier intervention for and identification of
addicted doctors.

Recently, the BMA developed a stress
related support programme for doctors, but
experiences in other parts of the Common-
wealth have shown that it is too broad and
repeatedly misses the addicted doctor.5
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I hope that Gerald Davies has been
offered the treatment he so desperately needs
because, with appropriate treatment, the
prognosis for addicted doctors is excellent
and their return to work as respected mem-
bers of the profession is entirely possible.
G M Cunningham Director
Homewood Addiction Division, Homewood Health
Centre, 150 Delhi Street, Guelph, Ontario
N1E 6K9, Canada

1 Christie B. Inquiry calls for doctors to be tested regularly
for alcohol. BMJ 1997;314:769. (15 March.)

2 DuPont RL. Stopping alcohol and other drug abuse before it
starts: the future of prevention. Rockville, MD: Office for Sub-
stance Abuse Prevention, 1989.

3 Talbott D, Benson B. Impaired physicians—the dilemma of
identification. Postgrad Med 1980;68(6):56-64.

4 Cunningham GM. A treatment program for physicians
impaired by alcohol and other drugs. Annals Royal College
of Physicians and Surgeons of Canada 1994;27:219-21.

5 Richman JA. Occupational stress, psychological vulner-
ability and alcohol-related problems over time in future
physicians. Alcohol Clin Exp Res 1992;16(2):166-71.

Eliminating stress is the way forward

Editor—Bryan Christie’s news article on
calls for alcohol testing in doctors warns that
we are about to witness yet another knee jerk
response to an important issue in the medical
profession.1 Although attractive to the media,
intrusive programmes such as those sug-
gested by James Griffith Edwards will waste
valuable resources and may still fail to identify
the minority of those who are alcohol
dependent.1 Physical and biochemical mark-
ers of alcohol misuse are not specific, or may
be normalised by a period of abstention,2 and
people either have to be very ill or very brave
to admit that a problem exists. What is surely
more important is to identify the reasons
behind increasing alcohol use and misuse.

There is a continuing failure of employ-
ing authorities to acknowledge and deal
with the almost suicidal levels of stress in the
medical profession; this stress is caused by
inadequate resources, low esteem, lack of
appreciation, and increasing demands—
both professional and managerial. None of
us need look far to see examples of this
stress in our medical (and increasingly,
teaching) colleagues. Those individuals with
insight, and who are able to, are leaving
through early retirement, usually on health
grounds. We are gradually losing the most
skilled members of the NHS, only for them
to be replaced (or in some cases not
replaced) by those with inadequate
experience, which in turn compounds the
pressure on those remaining. While the rea-
sons for retirement may be wrapped up in
acceptable medical diagnoses, the true
reason in most cases is stress related.

Until this is recognised and addressed,
more patients will continue to be at a higher
risk of medical misjudgment as a result of
the effects of stress on doctors than will be at
risk from contact with doctors who have
serious alcohol related problems.
Nigel I Jowett Consultant physician
Treffgarne, Pembrokeshire SA62 5PJ

1 Christie B. Inquiry calls for doctors to be tested regularly
for alcohol. BMJ 1997;314:769. (15 March.)

2 Anderson PD. Alcohol and drug related problems. In:
Weatherall DJ, Ledingham JGG, Warrel DA, eds. Oxford
textbook of medicine. 3rd ed. Oxford: Oxford Medical Publi-
cations, 1996:4272.

Breast cancer screening for
younger women is not an
efficient use of resources
Editor—Suzanne Fletcher concludes an
otherwise excellent editorial on breast cancer
screening in women younger than 50 by stat-
ing: “As time goes on and questions remain
about the usefulness of screening women in
their 40s for breast cancer, the wisdom of the
organisers of the British trial becomes
increasingly apparent.” 1 I would like to make
a mathematical estimate of this wisdom.

The United Kingdom Coordinating
Committee for Cancer Research breast
screening trial has the statistical power to
show a reduction in relative risk of 20% in
cause specific mortality from breast cancer
for a cohort of women aged 40 at the time of
entry. The incidence of breast cancer occur-
ring between the ages of 40 and 50 is 1 per
1000 women a year—a 1% risk over that
decade. Given that these cancers will occur
throughout the decade, in the worst case
scenario for mortality from breast cancer
0.3% of these women will die of the disease.
The reduction in relative risk of 20% applies
to this 0.3%—that is, 6 out of 10 000 women
screened over a decade might benefit. If this
is weighed up against the undoubted harms
detailed in Fletcher’s editorial my doubts
about the wisdom of the organisers of this
trial begin to become more understandable.

There are also issues of health econom-
ics and opportunity cost. A person’s life can
never have a price put on it. However, given
the ethical issue of justice in the allocation of
scarce resources it could easily be urged that
the millions of pounds squandered on the
screening trial for women under the age of
50 could save more lives if it were used to
develop the Calman-Hine proposals for
specialist cancer services2 or to fund the
infrastructure for clinical trials of treatment.
Michael Baum Professor of surgery
University College London Medical School,
Department of Surgery, Institute of Surgical
Studies, Charles Bell House, London W1P 7LD
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Vegetarians and vegans may be
most at risk from low selenium
intakes
Editor—Margaret P Rayman suggests that
fortification of staple foods with selenium
should be considered to prevent deficiency
of this trace element.1 The following
observations may indicate otherwise.

In a recent survey in Norfolk 24 hour
dietary intakes were measured prospectively
in 901 subjects. Average daily intakes of se-
lenium (estimated from standard food com-
position tables supplemented with new
analytical values from our laboratories and
others2 ) were 50 ìg in women (n = 506) and
59 ìg in men (n = 395). Missing values for

food composition and known variations in
selenium content due to soil conditions led us
to select a subset of 36 men and 31 women
who ate appreciable amounts of locally
grown foods. They weighed all food and
drink and collected duplicate food samples
for seven days as well as providing blood and
toenail samples. Selenium in food, blood, and
toenails was measured by modifications of the
Olsen method.3 Serum concentrations aver-
aged 1.10 ìmol/l in women and 1.17 ìmol/l
in men; calculated daily selenium intakes over
the seven day period averaged 38 and 50 ìg
respectively. Analysis of duplicate food sam-
ples, however, yielded figures of 83 and 107
ìg respectively, suggesting that food tables
underestimate selenium intake, particularly in
areas (such as Norfolk) where soil concentra-
tions are reported to be high.

Previous estimations of daily selenium
intake in Britain showed little change from
60 ìg in 19784 to 62 ìg in 1992.5 Changes in
the flour used in breadmaking, however,
have resulted in marked changes in the con-
tribution of different food groups to intake
since 1978, the contribution from cereals
falling from 50% to 18% of total intake but
that from meat increasing from 28% to 39%
in 1992. This suggested that people eating
vegetarian and vegan diets might be most at
risk from low selenium intakes. We therefore
compared the toenail selenium concentra-
tions of the Norfolk sample with those of 23
vegetarian and 34 vegan subjects matched
for age and sex. The 57 vegetarians (includ-
ing vegans) had significantly lower average
toenail selenium concentrations than the
omnivores (541 v 685 ng/g, P < 0.001,
paired t test). Average concentrations in the
vegans were even lower than those in the
vegetarians (506 v 591 ng/g, P < 0.01). Eight
subjects who described themselves as veg-
etarians ate tuna occasionally and had aver-
age concentrations of 644 ng/g, which
possibly reflected the high selenium content
of this fish: 100 g of canned tuna contains
about the same amount of selenium as four
or five brazil nuts.
Patricia A Judd Senior lecturer
Department of Nutrition and Dietetics, King’s
College London, London W8 7AH
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Agriculture), 14 Woodland Rise, Greenford,
Middlesex
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Analytical Unit, St George’s Hospital Medical
School, London SW17 0RE
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