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lettersWe select the letters for these pages from the rapid 
responses posted on bmj.com favouring those received 
within five days of publication of the article to which they 
refer. Letters are thus an early selection of rapid responses 
on a particular topic. Readers should consult the website 
for the full list of responses and any authors’ replies, which 
usually arrive after our selection.
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Overprescribing PPIs

An old problem
Forgacs and Loganayagam described the 
problem of overprescribing proton pump 
inhibitors (PPIs).1 In June 2002 we wrote to many 
journals—and were ignored—about long term 
side effects being identified in general practice 
and surgery patients, with the then extensive, 
long term use of PPIs. At the time we shared an 
increasing number of patients with dependence 
on PPIs who experienced acute, severe gastritis 
and gastro-oesophageal reflux if they suddenly 
stopped or missed their PPIs; some showed 
refractory gastroparesis and severely delayed 
jejuno-ileal and colonic peristalsis when trying to 
reduce or stop their treatment after taking the PPI 
for extended periods (>3-60 months).

PPIs block the normal homoeostasis 
of the gastro-jejuno-ileal-colonic function 
(owing to their very specific, acid production 
blocking only, cellular-molecular actions: 
they block only the cellular or molecular 
acid production and allow secondary build 
up or excessive reduction of the hormones 
gastrin, cholecystokinin, secretin, glucagon, 
motilin, VIP, substance P, somatostatin, and 
other biologically active polypeptides, which 
changes all the homoeostasis processes of the 
whole gastrointestinal system); this allows the 
multiple secondary interdependent hormonal 
levels to rise or drop out of control and thus 
the parietal cells massively increase their cell 
surface membrane folds (7-14 times), until 
they appear fan-like on the gastric surface, 
increasing their ability to produce sudden large 
quantities of acid when the PPI stops. This 
results in a Zollinger-Ellison-like syndrome, and 
the patients restart their PPIs or even increase 

the dose, compounding the situation. We have 
been unable to identify any similar reports in 
the current medical literature, and we were 
concerned that independent gastroenterologists 
were aware of the indicated effects but had not 
considered them to be a problem.

Medical practitioners should consider 
reducing PPI medications in very gradual steps 
and question pharmaceutical companies’ 
pursuit of ever more lucrative drugs that do 
more harm, parallel to their good, to the human 
body when basic homoeostatic systems are 
forgotten or ignored.
A Breck McKay family physician, PO Box 144, Carina,  
Qld 4152, Australia mckay@bigpond.net.au 
Daryl Wall director of surgery, Princess Alexandra Hospital, 
Ipswich Road, Woolloongabba, Qld 4102
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Time for a hospital antacid 
policy on Clostridium difficile
Forgacs and Loganayagam mention the 
increasing risk of Clostridium difficile infection 
with use of proton pump inhibitors (PPIs) in 
hospitals.1 The ability of the vegetative form 
of C difficile to survive in gastric contents with 
a raised pH caused by excess use of PPI has 
been proposed as a potential mechanism.2 
It is therefore important that PPIs are used 
as intelligently as the antimicrobials in every 
hospital. The editorial mentions several reports 
of the misuse of PPIs. In addition, Grube and May 
found that as many as 71% of patients in general 
medicine wards received some sort of acid 
suppression without an appropriate indication.3

In another study of 357 patients who received 
stress ulcer prophylaxis during their stay in the 
intensive care unit, 80% continued on gastric 
acid suppressants on transfer from the unit, with 
the treatment being inappropriate in 60%, 25% 
of them being discharged with inappropriate 
prescription of gastric acid suppressants.4 
The problem is not unique to hospital practice 
and family doctors have also been shown to 
contribute.5

A hospital “antacid policy” would be helpful, 
in which the judicious use of gastric acid 
suppressant treatment (not limited to PPIs) is 
advised. Consideration could also be given to 
withholding them while patients receive broad 
spectrum antibiotics. Audits and research should 

be conducted to identify the length of time the 
PPIs should be prescribed for an adequate effect. 
Patients should be advised of  lifestyle measures, 
which have been well established to help in 
many situations of excessive acid production.
Jecko Thachil SpR, Liverpool University, Liverpool 
jeckothachil@yahoo.co.uk
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Reducing hospital admissions

Apply psychology and education
I am a full time, out of hours general practitioner. 
I admit patients to hospital for two reasons.1 
Firstly, if my top differential diagnosis has a 
illness trajectory that might result in the patient 
coming to harm if he or she is not admitted. 
Secondly, if the functional state of the patient is 
such that nursing care is required. The decision to 
admit is made by me with all my failings and lack 
of knowledge and experience. One GP’s absolute 
admission is another’s telephone advice.

Much could be done to reduce admissions if 
all parties continued to reflect on all admissions. 
I follow up many of my admissions but usually 
have to ring the patient and the relatives. 
Getting information from hospitals is difficult, 
and they sometimes even refuse on the basis 
of confidentiality. If admitting GPs regularly had 
constructive feedback of admissions, including 
events after admissions and outcomes, then 
perhaps they would admit fewer patients or even 
change the timing of admissions. More case 
driven education could transform admissions. 
Local databases of admitting reasons (rather 
than diagnoses) and outcomes could be 
established and continual local research be 
done. This in turn could be used to back up all 
parties if things went wrong. Perhaps we need 
to blur the line between primary and secondary 
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The authors mention various advantages in 
making a positive viral identification. Its real 
importance is in helping to exclude these non-
viral illnesses. Many of them carry a serious 
prognosis and require immediate treatment.
Harold P Lambert retired professor of infectious diseases, 
London SW14 7AN 
hlambert@mac.com
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Bowel preparation

Give it up
It is easy to get sucked into a commentator’s 
alleged expertise and ignore the evidence. 
In the summary of the Lancet article in Short 
cuts, you finish with, and therefore apparently 
sanction, the commentator’s reluctance to give 
up the aesthetic of a clean colon,1 contradicting 
not just the analyses in the accompanying 
article but also a much more thorough Cochrane 
systematic review (it must be summarised in 
BMJ Clinical Evidence too?) on this topic, which 
showed much the same results from nine 
previously published trials.2

The evidence against mechanical bowel 
cleansing is pretty overwhelming, and yet we 
colorectal surgeons are finding it very difficult to 
give up. Please don’t make it harder.
Richard L Nelson consultant colorectal surgeon, Northern 
General Hospital, Sheffield S5 7AU 
rick.nelson@sth.nhs.uk
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γ -Hydroxybutyrate poisoning

Poisoning from toy beads
We report a case of γ-hydroxybutyrate poisoning 
in a child from ingestion of toy beads.

A 7 year old girl presented to our emergency 
department with an acute life threatening 
hypoxic event after swallowing Bindeez toy 
beads given to her as a Christmas present. 
Paramedics found her with a reduced level of 
consciousness, and she had a respiratory arrest 
requiring bag and mask ventilation. On arrival at 
hospital, she had critical bradycardia requiring 
cardiopulmonary resuscitation. Initial concerns 
were that she may have choked on the beads. 
However, after intubation, fibreoptic endoscopy 
to the carina did not visualise any beads. She 
did not require high ventilatory pressures and 
had good chest movement bilaterally. The child 
was retrieved by the local paediatric intensive 

care team, who extubated her less than 24 
hours later. She was then able to tell us that, 
thinking they were sweets, she had eaten 
approximately 80 beads, and they had tasted of 
marzipan.

Toxicology review showed that the beads 
that were found in her mouth at the scene were 
coated in 1,4-butanediol, which is metabolised 
to γ-hydroxybutyric acid (GHB), a potent 
sedative and anaesthetic agent.1 Bindeez toy 
beads—“Make, spray and they stay! Magic 
beads that join together with water”—were 
internationally recalled after two similar cases 
were reported in Australia in November 2007.2 3 
However, they are still advertised on toy shop 
websites for purchase in the United Kingdom. 
When we drew this to the attention of the UK 
distributor, it stated that it was not aware of this 
and would be launching a further investigation.

All paediatricians, emergency department 
doctors, anaesthetists, and general 
practitioners are aware of this extremely serious 
public health hazard. GHB intoxication from toys 
should be considered in all children presenting 
with depressed level of consciousness.
Jane L M Runnacles paediatric SpR,  
John Stroobant consultant paediatrician, 
University Hospital Lewisham, London SE13 6LH 
j_runnacles@hotmail.com
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New generation computer games

Watch out for Wii shoulder
In the first clinic after Christmas we encountered 
a child who was complaining of tiredness and 
a sore shoulder, having been inactive over the 
past three years through illness. He had been 
given a new generation computer game for 
Christmas, and having checked everything else, 
we diagnosed Wii shoulder.

Anyone who has played interactive games 
on Wii sport will relate to this shoulder pain 
in muscles that have not been used for a long 
time.1 Within a day the discomfort wears off, as 
with exercise after a period of inactivity.
Andrew D Cowley consultant paediatrician,  
Gregory Minnaar, Shrewsbury and Telford Hospital NHS 
Trust, Shrewsbury SY3 8XQ cowleyandrew@hotmail.co.uk
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care, and maybe urgent care (primary care) 
doctors need to work on admitting units.

Up to 10% of inpatients may have an 
adverse event while in care. At the moment, the 
iatrogenic harm of hospitals is rarely used as 
a reason not to admit, but when the decision 
is marginal this could further affect admission 
rates, especially in elderly patients.
Graeme Mackenzie out of hours general practitioner, 
North Cumbria  
graeme@papmacks.co.uk
Competing interests: None declared.
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Doctors and the drug industry

Sophisticated misguidance
I am being bombarded and almost buried by 
an avalanche of personal, postal, electronic, 
and cyber communications regarding attention-
deficit/hyperactivity disorder (ADHD).1 The 
scenario depicts a catastrophe of great 
magnitude, which guys like me could avert: 
“The uneducated need be educated and the 
unmotivated need be motivated.”

Free continuing education credits (in the 
United States, these are required to maintain 
the licence to practise), dinners at fancy 
restaurants (“Your guests are welcome”), 
subscriptions to journals, etc, are offered. 
Sophisticated marketing techniques of 
the billion dollar pharmaceutical industry 
are carefully at work. They are in the barely 
decipherable small print.

After absorbing all the high powered 
presentations my conclusion is that ADHD=BS.
Amarasinghe A W Amarasinghe consultant psychiatrist, ����102 
Bayberry Hills, McDonough, GA 30253-4005, USA 
amare1@pol.net
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Diagnosing viral meningitis

Other important diagnoses 
must be excluded
The crucial aspect in viral meningitis is to 
consider non-viral causes of aseptic meningitis 
and is not mentioned in the review by Logan and 
MacMahon.1 Of these, tuberculous meningitis 
and partly treated bacterial meningitis are most 
relevant. There are many others—for example, 
leptospirosis, drug related meningitis, and 
parameningeal brain abscess—presenting 
as aseptic meningitis before focal signs have 
developed. The findings from cerebrospinal 
fluid in all these conditions can be similar, even 
identical, to those found in viral meningitis. 


