
patients' rights and their situation since 1 March
1993.

AULIKKI WALLIN
Senior medical officer

National Board ofMedicolegal Affairs,
PB 265,
00531 Helsinki,
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Oral squamous cell carcinoma
Managed by specialists from different
disciplines
EDrrOR,-Iain Hutchison states that "only six
British medical schools offer any formal teaching
in mouth examination by oral surgeons" and that
"any patient with a red or white intraoral patch
should attend their local oral surgery department
as a matter of some urgency."'
The investigation and management of cancer of

the mouth and jaws is not the sole remit of oral
surgeons but is an area in which there is an
interface with many other specialties. As medical
students in Glasgow, we were taught the examina-
tion of the oral cavity and the management of
intraoral carcinoma by general surgeons; ear,
nose, and throat surgeons; plastic surgeons; and
radiotherapists. In Newcastle Medical School,
examination of the oral cavity and the management
of oral malignancy is taught to the medical and
dental students in lectures and on the wards by ear,
nose, and throat surgeons; plastic surgeons; and
radiotherapists. Students are also encouraged,
should they so desire, to attend one of the combined
head and neck oncology clinics run by the above
specialties.

It is now time the oral surgeons accept that there
are many specialists from other disciplines who
currently teach students and treat patients with
malignant disease of the oral cavity.

NEIL R McLEAN
Consultant head and neck surgeon

Department of Plastic and Reconstructive Surgery,
Newcastle General Hospital,
Newcastle upon Tyne NE4 6BE

1 Hutchison IL. Improving the poor prognosis of oral squamous
cell carcinoma. BMJ 1994;308:669-70. (12 March.)

Results ofscreening are encouraging
EDITOR,-Iain Hutchison highlights the need
for action to improve the poor prognosis of oral
squamous cell carcinoma.' Until recently, there
has been no organised screening programme for
the detection of oral cancer and precancer in the
United Kingdom and Europe despite the fact that
screening programmes for cancer elsewhere in
the body have led to appreciable reductions in
mortality, and dentists themselves have shown a
poor degree of diagnostic ability in their practices
for early signs of disease.2

In response to a rising incidence oforal carcinoma
Marks and Spencer has implemented an oral pre-
cancer and cancer screening programme for its
staff. All staff aged 40 years and over are invited to
attend in their store for an annual examination of
the oral mucosa. In addition, staff with one or more
risk factors (smoking, excess alcohol intake,
depleted haemoglobin levels, and positive family
history) are specifically targeted.
During the implementation of the screening it

became clear that there was widespread ignorance
of oral carcinoma, which necessitated an education
campaign to alert staff to the existence of this
disease. Evaluation of the early results is encourag-
ing. In an initial study involving staff at the head
office an appreciable number of oral white and red
lesions were detected.' Evaluation of the full

programme continues and a review of the results
will be published later.

Further initiatives through the Association of
Industrial Dental Surgeons have been taken to
encourage other companies to set up workplace
screening programmes, preceded by education
campaigns to raise awareness among employees
and other health professionals. Urgent action is
required to encourage the further development of
screening programmes at the workplace and
opportunistic screening in dental practices. This
should be preceded by campaigns to raise awareness
of oral cancer among health professionals and the
public. Measures such as these will contribute to
preventing one of the most devastating cancers that
can affect the individual and family.

G P FEAVER
Chief dental officer

Marks and Spencer plc,
London WIA 1DN

1 Hutchison IL. Improving the poor prognosis of oral squamous
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Survival in advanced breast
cancer
Combination chemotherapy improves
outlook
EDITOR,-I E Smith's editorial on palliative
chemotherapy for advanced non-small cell lung
cancer contains a worrying error of fact.' The
statement that an average improvement in survival
of around three months after chemotherapy is
more than has been shown for chemotherapy in
advanced breast cancer is not correct.

It is true that relatively ineffective protocols-
for example, classic cyclophosphamide, metho-
trexate, and fluorouracil given over 14 days or
mitozantrone, mitomycin C, and methotrexate
-often give disappointing results. However,
effective combination chemotherapy given to
patients with disseminated breast cancer produces
an overall response rate of between 45% and 80%,
with a median duration of response of 5-13 months
and a median duration of survival among re-
sponders of 15-33 months. This is an internationally
recognised consensus opinion, so widely accepted
that it has now been included in standard textbooks
of cancer medicine.2 Contrary to widespread belief,
such protocols can be given with far fewer side
effects than in the past, and treatment is always
stopped if there is no response, so that no patients
receive chemotherapy that is not making them
better.

LA PRICE
UK representative,

New York Chemotherapy Foundation
London WIN 1DL

1 Smith IE. Palliative chemotherapy for advanced non-small cell
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Author's reply

EDrrOR,-I do not dispute the data on response
and survival quoted by L A Price, but these do not
constitute evidence for an improvement in survival
related to treatment. Data from randomised trials
are required for this; to the best of my knowledge
these do not exist for metastatic breast cancer
(in contrast to non-small cell lung cancer), and
certainly Price does not quote any.

IAN E SMITH
Consultant cancer physician

Royal Marsden Hospital,
Sutton, Surrey SM2 5PT

Management ofoesophageal
cancer
ED1TOR,-With regard to future approaches to the
management of oesophageal cancer,' we suggest an
initiative that could be immediately implemented
and would improve survival-namely, considera-
tion of the operator's experience.2 We have
analysed data on admissions to hospital for oeso-
phageal resection for carcinoma of the oesophagus
or cardia in the West Midlands region in the three
years April 1990 to April 1993 (table). As in
Matthews et al's study,2 "frequent" operators were
defined as those who performed six or more
resections a year. Operative mortality was 8-9%
for frequent operators and 16-9% for all other
operators. There was no difference in the mean age
of the patients between these two groups. In
Matthews et al's original series prognostic factors
were similar in each group and lower operative
mortality accounted for the improved five year
survival of patients operated on by frequent
operators.2

Average number of oesophageal resections per year and
number of operative deaths in West Midlands region,
April 1990 toApril 1993

Patient
survived Patient
and was died in

Consultant's experience discharged hospital Total

Frequent operator* 234 23 257
Other 211 43 254

Total 445 66 511

*Defined as one doing B 6 resections a year.
x'-7-23, P-0007.

The difference is due to the operators' experi-
ence rather than the experience of the unit in which
they work (anaesthetic management, postopera-
tive intensive care). When we restricted the
analysis to hospitals with at least one frequent
operator there was still a lower operative mortality
among patients operated on by frequent operators
(23/257, 8-9%) than among those operated on by all
other operators (10/57, 17-5%).

Operative skill presents a challenge both to pur-
chasers ofhealth care, who could move contracts to
units with frequent operators, and to the pro-
fessional audit process in these units. Both
purchasing and audit have been introduced since
Matthews et alrs paper was published: can they
effect a change that previous systems did not
deliver?

J G WEIL
Senior registrar in public health

SJMUNDAY
Consultant in public health

North Birmingham Health Authority,
Birmingham B16 9SA
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Non-heart beating organ donors
An important source ofkidneys for
transplantation
EDrrOR,-The results of the programme for
obtaining organs from non-heart beating organ
donors reported by K Varty and colleagues' are
compatible with those from other centres world-
wide24 and show that such donors are an important
potential source of kidneys for transplantation.
We have been planning a similar programme but
have hesitated because of uncertainty about the
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public response and the quality of the organs. Now
that a national precedent has been set we intend to
implement our programme.

Early cooling of the organs is crucial to success,
but concern has been expressed over the legality of
organ perfusion catheters being placed before
consent has been obtained from the dead person's
relatives. There is no case law on the subject,
but the Human Tissues Act of 1961 could be
interpreted as allowing this action. The person
"lawfully in possession" of the body may give
permission for organs to be removed provided he
or she has "made such reasonable inquiry as may
be practicable" and has no reason to believe that
either the dead person or his or her relatives
objected to organ donation. Thus it seems that the
designated health service officer "in possession" of
the body could give permission for organ perfusion.
Public opinion is supportive, but the procedure
might be construed as constituting interference
with a corpse, which is a criminal act.

In planning our programme we have consulted
with our coroner, local medicolegal experts,
the health authority's legal department, and the
regional ethics committee, and we intend to publi-
cise the programme through the local media. This
serves to inform people of our intentions, to
canvass opinion, and to provide some protection if
our actions are challenged legally.
We think it unfortunate that the paper by Varty

and colleagues' and that by A 0 Phillips and
colleagues' were published and commented on
as a pair. The technique used by Phillips and
colleagues did not entail in situ perfusion of the
organs and is, in effect, the same as that abandoned
when the criteria regarding brain stem death were
established. This yields inferior and probably
unacceptable results, and the paper serves to
highlight this.
The planning, consultation, and education

needed to initiate a programme to obtain organs
from non-heart beating donors are considerable,
and an experienced surgical team large enough to
permit constant availability is essential. Such
programmes could, however, herald the expansion
in renal transplantation that has been urgently
required for several years.

COLHN FERGUSON
Senior registrar in surgery

R H MOORE
Consultant nephrologist

P JA GRIFFIN
Associate specialist in transplantation

RHH LORD
Consultant transplant surgeon

JRSALAMAN
Professor of surgery

Cardiff Royal Infirmary,
Cardiff CF2 ISZ
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Old technique should be renewed

EDrTOR,-The increasing numbers of patients
awaiting kidney transplantation in the British Isles
has led to renewed interest in the use of non-heart
beating organ donors.'2 A J Wing and R W S
Chang contend that the higher rate of primary
non-function, greater mortality, and lower graft

survival associated with non-heart beating donors
lead to a number of clinical and ethical problems
in their use.3 Our former experience in Belfast
suggests that these problems may be less important
than the recent studies suggest.
Twelve Belfast patients received renal trans-

plants between 1965 and 1968.4 In 10 of these the
initial warm ischaemia time (time elapsed from
cessation of heart beat until perfusion of the organs
with cold perfusion fluid) was recorded and ranged
from 26-105 minutes (mean 82-6 minutes); in eight
it was 74 minutes or longer. All kidneys functioned,
after a period of early non-function. The shortest
period of function was five weeks in a patient who
died from a cerebral episode related to her original
disease of tuberculosis, with a functioning graft.
Three of the grafts (initial warm ischaemia 89, 74,
and 83 minutes) continue to function after 341,
332, and 329 months; one of these is recorded on
Terasaki's 1994 listing as the longest surviving
cadaver graft in the world (P I Terasaki, personal
communication).
Between 1968 and April 1979, 160 cadaver grafts

were carried out. In 53 the initial warm ischaemia
time was 30 minutes or longer (range 30-80 (mean
47 5) minutes); five (9 4%) did not function. In 13
it was 60 minutes or longer (60-80 (65) minutes); all
functioned. After this date only eight patients are
recorded as having a warm ischaemia of 30 minutes
or longer; seven of the kidneys functioned.
The use of non-heart beating donors in no way

prejudiced patient or graft survival; on the contrary
it contributed to some of our best results. Of these
grafts, 91% functioned without the use of in situ
perfusion. The change to heart-beating donors
reduced the incidence and duration of postgraft
oliguria, greatly reduced the logistical problems
associated with retrievals outside the intensive care
unit, and simplified the mechanisms of the surgical
procedure, but it did not significantly change our
results of renal transplantation.
With the increasing discrepancy between the

number of potential recipients for kidney grafts
and the number of kidneys available, we believe
that we have an obligation to re-examine the use of
non-heart beating donors. Our former experience
suggests that this expertise could be renewed.

RICHARD A DONALDSON
Consultant urologist
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Consultant nephrologist
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Vitamin K prophylaxis in infants
EDrrOR,-Editor's Choice in the edition of 2 April
states incorrectly that the British Department of
Health recommends that "doctors should give an
oral dose of vitamin K at birth, a further dose a
week later, and a third dose six weeks after birth to
those babies who are breast fed." In fact, the
Department of Health has stated that the available
facts do not permit a clear consensus on the safest
form of prophylaxis for newborn babies. Therefore

it is important that paediatricians and midwives,
and other health care professionals with responsi-
bilities in this area of practice, should establish
locally agreed policies for each maternity service
for the administration ofvitamin K to infants.'
Advice similar to that quoted in Editor's Choice

was given in the report of an independent group of
experts convened by the British Paediatric Asso-
ciation with the support of the Department of
Health.2 This report has been an important source
of information for paediatricians and health profes-
sionals in other disciplines when they establish
policies and practices locally. It emphasises the
importance of ensuring that breast fed infants
receive the vitamin K supplements they need.

I A F LISTER CHEESE
Senior medical officer

Department of Health,
London SE1 8UG
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Ischaemic heart disease and
cholesterol
Safety ofcholesterol reduction remains in
doubt
EDITOR,-At their core the papers by M R Law
and colleagues are about the advisability of reduc-
ing the cholesterol concentration in the general
population, principally through restriction of
dietary fat.'-3 This primary prevention mandate is
plagued by controversies, while consensLus exists
for lowering cholesterol in patients with coronary
heart disease. What, then, do the papers add
to the issues surrounding population based dietary
treatment to lower serum cholesterol concentra-
tions?
With respect to evidence that a low cholesterol

concentration is associated with increased mortality
from causes other than coronary heart disease Law
and colleagues emphasise that these relations are
seen exclusively in community based populations
rather than in (typically smaller) cohorts based on
occupation. They assert that illness present at
entry to community based studies caused a fall in
cholesterol concentrations. The authors fail to
recognise, however, that the largest "community
based" cohort was in fact recruited primarily from
employee groups.4 Moreover, no evidence is
presented that more illness existed in community
samples, that these conditions preceded a fall in
cholesterol concentration in people healthy enough
to volunteer for participation, and that such
illnesses account for the associations with mortality.
Quantitative attempts to remove the effects of
conditions present at the time of baseline measure-
ment of cholesterol (by exclusion of deaths occurr-
ing in the first five years of observation) have
documented the persistence of numerous associa-
tions between low cholesterol concentration and
mortality.'
With respect to efficacy and safety, Law and

colleagues combine the six major primary pre-
vention trials6 with 19 secondary trials (typically
using drug treatment) and a treatment study
entailing resection of intestine. Aggressive treat-
ment studies of patients known to have a serious
illness cannot, however, be cited as supporting the
efficacy and safety of a preventive intervention for
the general public. Compared with previous meta-
analyses, Law and colleagues add no new evidence
concerning primary prevention through modi-
fication of diet; the only published trials entailed
polyunsaturated fat substitution or supplementa-
tion rather than the currently recommended low
fat diets. Secondary prevention trials of low fat
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