
Death of the teaching autopsy

Autopsy findings are important to all
clinicians, including general practitioners

Editor—O’Grady identifies several reasons
why autopsy rates have been falling world-
wide, in particular why students in New Zea-
land are now banned from attending
autopsies, with resultant loss of undergradu-
ate teaching opportunities.1 However,
attending and watching an autopsy are not
the only educationally relevant facets of
autopsies: their findings are important to all
clinicians, including general practitioners.

Whitty et al found that autopsy findings
(excluding coroners’ reports) were poorly
communicated to general practitioners in
four districts in the north east Thames
region. They received reports from only 39
of the 89 (47%) autopsies performed on
their patients.2

In our study of 578 deaths in a general
practice (97.8% of all practice deaths) over
15 years the value of a death register in con-
tributing to clinical governance was severely
curtailed by lack of cause of death infor-
mation.3 Overall, 143 (24.7%) deaths were
reported to the coroner, a percentage
comparable with the average for all deaths
in the United Kingdom. However, in only
four (2.8%) of these deaths was the practice
routinely sent a coroner’s report on the
results of the autopsy. After contacting
relevant coroners specifically to request
cause of death and autopsy information, no
report was provided on 65 (61.3%) occa-
sions (table), an experience similar to that
reported from Manchester.4 Given the
pivotal position of general practice in the
NHS, these findings point to significant dis-
connection of autopsy services from clinical
services.

O’Grady laments the development of a
vicious circle, whereby lack of student
contact with autopsies means clinicians will
no longer be advocates of autopsies.1 As
Underwood says in his commentary, 90% of
all autopsies in the United Kingdom are

now performed by coroners, so it is not sur-
prising that clinicians should feel unable to
advocate autopsies. Failure to feed back
autopsy findings to general practitioners is a
lost educational opportunity on an enor-
mous scale that could fairly easily be
corrected.
Brian S Hurwitz professor of medicine and the arts
King’s College Strand, London WC2R 2LS
brian.hurwitz@kcl.ac.uk
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Hospital and coroners’ postmortem
examinations are different, not least in
payment

Editor—Like Underwood, I, too, lament the
demise of the postmortem examination.1

He points out that 90% of postmortem
examinations in British hospitals are now
coroners’ cases. However, neither he nor
O’Grady mentions that a significant
financial incentive exists for many patholo-
gists to perform a coroner’s postmortem
examination rather than a hospital
examination.1

As a naive senior house
officer I recall pleading with
a consultant pathologist to
perform a hospital postmor-
tem examination on one of
my patients, mainly for
teaching purposes. He was
insistent I referred the case
to the coroner, even though I
was clear as to the cause of
death and there were no sus-
picious circumstances.

I discovered only later
that consultant pathologists
at that hospital (but not my
current institution) received
a substantial payment for each coroner’s
postmortem examination that they per-
formed. When a pathologist performs such
an examination the report and findings
belong to the coroner and the teaching of

doctors and medical students becomes an
incidental issue.

I have little time for the witch hunt that
followed the retention of organs from coro-
ners’ postmortem examinations in the
United Kingdom, but perhaps it did focus
minds on the difference between a hospital
and a coroner’s examination. Isn’t it about
time that personal financial gain was taken
out of the equation?
John C Alcolado senior lecturer in medicine
University of Wales College of Medicine, Cardiff
CF14 4XN
alcolado@btinternet.com
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Advances in technology have not reduced
the value of the autopsy

Editor—One of the proposed reasons for
the death of the autopsy described by
O’Grady is an increased confidence in new
diagnostic tools, particularly modern imag-
ing techniques.1 2 Surprisingly, the rate of
misdiagnoses detected at autopsy (about
40%) did not improve from 1960-70, before
the advent of computed tomography, ultra-
sound, nuclear scanning, etc, to 1980, after
these technologies became widely used.3

In 2003, of 53 autopsy series identified,
42 reported major errors (clinically missed
diagnoses involving a primary cause of
death) and 37 reported class I errors (those
most likely to have affected patient out-
come).4 The median error rate was 23.5%
(range 4.1%–49.8%) for major errors and
9.0% (0–20.7%) for class I errors.

Advances in imaging and
diagnostic technology have
not reduced the value of the
autopsy. Autopsies could
serve as indicators of overall
performance of care systems
over time or in comparison
with other systems.5 Autop-
sies also have an important
role in monitoring quality
among populations with an
increasing proportion of
geriatric and obese patients
with comorbidities.

Missed diagnoses
detected at autopsy also have
important implications for

research. Medical records contain substan-
tial inaccuracies on the principal diagnoses
causing or contributing to death. These
inacccuracies have important policy impli-
cations, as major funding and policy

Frequency with which coroners’ reports were
received in an inner London general practice
between August 1985 and July 20003

Coroner’s report Frequency (%)

Received unsolicited 4 (2.8)

Requested and received 41 (28.7)

Requested, not received 65 (45.5)

Not requested not received 27 (18.9)

Verbal information only 6 (4.2)

Total 143 (100)

Letters

165BMJ VOLUME 328 17 JANUARY 2004 bmj.com



decisions are based in part on vital statistics
and other estimates of disease burden.

Autopsy means to see for oneself. It
would be as foolish to think we have reached
the limits of human knowledge as it is to
think we will some day know everything.
There is always, and will ever be, scope for
improvement, to learn from knowing when
our certainties are simply wrong.
Gema Frühbeck clinical scientist
Department of Endocrinology, Medical School,
University of Navarra, 31008 Pamplona, Spain
gfruhbeck@unav.es
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In Hong Kong teaching autopsies have
been championed in public mortuaries

Editor—O’Grady’s comments on the teach-
ing autopsy resonate for many of us.1 We in
Hong Kong have also experienced the
gradual general decrease in the number of
hospital autopsies such that this major
teaching hospital sees only 20-30 cases a
year. This coupled with the switch to a prob-
lem based learning medical curriculum in
1997 brought autopsy teaching to the verge
of extinction.

We have, however, preserved autopsy
teaching for medical students with the help
of colleagues in the public mortuaries,
where over 4000 coroners’ autopsies are
performed each year. During the second
year rotations, medical students in groups of
8-10 observe a detailed autopsy of a case or
in some instances snapshots of many cases.
They are required to write about their
expectations of such a session and to reflect
on their experience afterwards.

We have also redesigned our teaching
clinicopathological conferences. Students

are allocated a case and are provided with
the case notes, radiographs, and biopsy and
autopsy reports, etc, for their presentation to
the class. Teachers have only a watching
brief. A total of nine such sessions are held
in the third year of the curriculum.

Unfortunately, the curriculum cannot
accommodate more autopsy teaching ses-
sions. Further autopsy teaching is available
to students only as special study modules.

This means of resuscitating the teaching
autopsy is possible because, as in the United
Kingdom, there is no explicit interpretation
of our coroners’ ordinance that prohibits the
attendance of autopsies for the teaching of
medical students, police officers, etc.
Philip S L Beh clinical assistant professor (forensic
pathology)
Department of Pathology, Faculty of Medicine,
Queen Mary Hospital, Hong Kong
philipbeh@pathology.hku.hk
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Autopsy is a success story in Cuba

Editor—Advances in sophisticated ante-
mortem diagnostic methods may have
reduced the value of autopsy.1 The percent-
age of deaths without clinical-pathological
concordance has not decreased despite
modern diagnostic technologies.2 Indeed, in
certain cases these new methods have
misled the diagnosis, partly because of
doctors’ excessive confidence in them.

Ours is the main provincial hospital for
adult patients with clinical and surgical
disorders. All services, including autopsy, are
free of charge, as in the rest of Cuba. The
hospital has 520 beds and more than 15 000
admissions and about 1100 deaths yearly.
Since its opening 24 years ago, autopsy has
been performed on more than 80% of cases.

Consent to autopsy is always voluntary
and obtained from relatives or a proxy after
a detailed explanation of all benefits of the
postmortem examination by the clinician(s)
in charge of the patient. Families can ask
questions about the procedure and are told
when the final report will become available.3

Learning from autopsy is one of the most
successful activities of the pathology depart-
ment. Three anatomic-clinical sessions for
specialists, residents, interns, and students
from third year upwards occur weekly. Here
the cases of more than half of all patients who
have died are discussed soon after their death
with the first results of the postmortem
examination. A clinical-pathological confer-
ence is performed monthly with demonstra-
tions of cases for all medical staff.

When the final autopsy reports are
available, all clinical charts are reviewed and
discussed again at the monthly meeting of
the hospital’s committee of mortality analy-
sis, another useful teaching session. The
causes of death recorded in certificates can
be rewritten to improve the quality of the
country’s vital statistics when errors in clini-
cal diagnosis have occurred.

Alfredo Espinosa-Brito professor, department of
internal medicine
espinosa@perla.inf.cu

Julian Viera-Yaniz professor, department of pathology
Osmel Chavez-Troya doctor, department of internal
medicine
Raul Nieto-Cabrera doctor, department of internal
medicine
Hospital Dr Gustavo Aldereguia Lima, Ave 5 de
Septiembre and Calle 51A, Cienfuegos, 55 100,
Cuba
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Histopathologists should not obtain
consent for autopsy

Editor—McDermott accepts that he is in
conflict with his professional bodies when
he champions the idea of consultant
histopathologists being responsible for
obtaining consent for autopsy.1

He describes a series of pre-autopsy
meetings. These “often difficult negotia-
tions” with families covered a high pro-
portion of the 83 autopsies he performed in
the 32 months under study. They usually
included input from a member of clinical
medical staff, a consultant pathologist, a
social worker, nursing staff, with or without a
chaplain. A disproportionate 46% of meet-
ings or autopsy related work occurred
during a weekend or public holiday. He
states that this work had to take precedence
over other work—presumably diagnostic
work for living children—and presumably
also over his family life.

His enthusiasm is laudable, but he is liv-
ing in a completely different world from the
rest of us. Eighty three autopsies in 32
months is equivalent to 31 a year. In my
department we each do about 140 a year in
addition to an individual diagnostic work-
load of adult cytology and biopsy and
resection specimens that is several multiples
of a paediatric pathologist’s annual quota. A
cost per case analysis of his autopsy practice,
including the costs of ancillary staff, would
be informative.

Many pathologists did not, and many
trainees will not, enter the specialty with a
desire or ability to embark on negotiations
with grieving relatives and social workers.
Clinicans, who already have a relationship
with the family and can explain the clinical
benefits to be derived from the results of an
autopsy should request the examination if
they believe that it will be of benefit to the
family or future siblings. Of course patholo-
gists must support clinicians with training
and explanation of what the procedure will
entail.
Simon Rose consultant histopathologist
Department of Cellular Pathology, Royal United
Hospital Bath NHS Trust, Bath BA1 3NG
simon.rose@ruh-bath.swest.nhs.uk
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Summary of responses

Respondents to the education and debate
articles on the death of the teaching autopsy
and on obtaining consent for autopsy
unanimously agreed that this is a sorry state
of affairs.1 2 Most other countries seem also
to be faring no better than New Zealand.

The value of the procedure is not well
publicised or communicated, even within the
medical profession. Recommendations to
remedy this include educating the population
at large and generally raising awareness of
and thus interest in teaching autopsy. Jacob
George, cardiology research fellow in Dun-
dee, suggests that “With the gradual decline
in hospital postmortems, medical schools
should seriously look into the coroner’s
postmortem as an effective teaching tool.”

Medical professionals are called on to set
a good example by donating their bodies to
research. “If my body is not suitable for
dissection by medical students I would like it
to be used in the autopsy room,” writes Owen
Wade, a retired professor from Stratford on
Avon. Journalists should write about the sub-
ject in a more positive light than is currently
the case. Such exemplary behaviour might
result in a greater willingness among the
public to give consent to the procedure.

The importance of sound anatomical
knowledge for high tech modern imaging
techniques is emphasised. The dead have
everything still to teach us. As Dinesh N Rat-
napala, a resident medical officer in Queens-
land, writes, “not learning from autopsies is
akin to a trainee mechanic never seeing the
inside of car engines.”

Michael Bamber, a general practitioner
in Grantham, points out that “The events of
Bristol and Alder Hey, as well as cost, have
pressured coroners’ pathologists not to per-
form histological and microbiological exami-
nations, which further contributes to the
downgrading of the quality of the autopsy.”

A heavy workload is cited by two
histopathologists as a serious hindrance to
obtaining consent for autopsies. According
to Christopher Womack from Peterbor-
ough, “There are currently 200 vacancies for
histopathologists in England and Wales . . .
An additional complication is that coroners’
cases fall outside the existing and proposed
new NHS consultant contracts.”

So, with the exception of Cuba, the over-
all picture is worrying: for medical students
and junior doctors, who do not learn essen-
tial skills, and for future patients, whose doc-
tors may not be au fait with the inner
workings of their bodies.
Birte Twisselmann technical editor BMJ
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Timing of drug treatment is
crucial
Editor—Taylor in his letter asked if time of
administration of ramipril in the HOPE

study confounds the interpretation.1 Those
prescribing and those designing protocols
for clinical trials should be asking at what
time of day any drug is best taken. Patients
with progressive kidney failure may be
“responders” and stabilise kidney function
with medication; but others are “non-
responders” progressing to dialysis or death.

Shaw, Davies, and I said in 1963 that dete-
rioration might be a consequence of little or
no fall in sleeping blood pressure.2 I now
often prescribe ramipril, and other drugs, as
nocturnal or divided (night and morning)
doses for patients who continue to progress.
Most patients who presented with progres-
sive kidney failure to my practice are now sta-
bilised or improving.3 I have urged clinicians
and clinical trialists to be more thoughtful
about the time of administration of drugs in
relation to biological rhythms, including the
circadian cycle.4

Investigators and clinicians in all special-
ties should give more consideration to the
relevance of chronobiology to therapeutics.
Bosch et al should answer Taylor’s question:
“What time was ramipril taken by patients in
the HOPE study?”5

Martin Knapp nephrologist
Mildura Nephrology, 186 Thirteenth Street,
Mildura, VIC 3500, Australia
mknapp@mbox.com.au
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Timing of simvastatin treatment
Results are not what really matters

Editor—Wallace et al have conducted what
initially looks like a neat piece of general
practice based research into a small but
common day to day issue about whether to
take simvastatin in the morning or evening,
but I do not believe that it amounts to
notable evidence to change practice.1

Cholesterol concentration was
measured 12 hours closer to the dose in the
night dosing group, which may explain the
result. Having the drug in higher concentra-
tions during the day when most eating is
done may have an important interaction
effect on clinical outcomes.

The real question to answer from the
patient’s point of view is the net benefit to
wellbeing from different dosing regimens.
This includes convenience factors and
impact on compliance with other drug treat-
ment, etc. This study does not take this into
account. Simvastatin is usually one of several
drugs patients are asked to take.
Dan P Ewald general practitioner
NSW Australia
dan.ewald@flinders.edu.au
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Results are not strong enough to change
practice

Editor—For a general practitioner the arti-
cle by Wallace et al on timing of simvastatin
was clearly relevant to everyday practice, but
I do not think that it really answers the ques-
tion.1 The samples were taken when patients
were fasting (as before) but, by changing to
dose timing, any diurnal variation in the
fasting lipid profile could account for the
differences.

Any similar diurnal variation may
occur with morning dosing but, because of
the proper practice, lipid samples are not
taken 12 hours later in the non-fasting
situation.

The implication could be therefore not
to change the timing of drug treatment but
switch to atorvastatin. This, however, would
be true only if there is long term advantage.
I am not aware of any, and this study does
not answer that question.

As acknowledged in the second para-
graph, compliance benefits from morning
dosing along with other drugs, and I would
not, on the basis of this article, change my
patients’ dosing around.
Alan J Young general practitioner principal
Batheaston BA1 7NP
alan.young@gp-L81027.nhs.uk
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Trial is not reported according to
CONSORT guidelines

Editor—The paper by Wallace et al on the
timing of administering simvastatin is inter-
esting but flawed because of assessing
cholesterol concentrations at one time point
and the relation of this time point to time of
drug dosing and diurnal variations in
cholesterol concentration.1 2 This difficulty is
compounded by the fact that, contrary to the
BMJ’s own advice to contributors, this trial is
not reported according to CONSORT
guidelines.3 Could these details not have
been reported electronically?

These issues aside, the paper has impor-
tant implications for primary care. From
April this year the salaries of general practi-
tioners in the United Kingdom will depend
in part on their recording of patients’
cholesterol concentrations.4 Attaining a total
cholesterol concentration of ≤ 5 mmol/l in
up to 60% of patients with coronary heart
disease, diabetes, and stroke accounts for 27
quality points.

In the population described 77% of
evening dosed patients would achieve this
target compared with 61% of patients taking
their dose in the morning—assuming morn-
ing testing and a mean baseline cholesterol
concentration of 4.4 mmol/l. In many popu-
lations, the mean cholesterol concentration
of the groups for whom quality points are
available may be higher. Small variations in
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serum cholesterol for a practice population
could therefore have a substantial impact on
income. The validity of such a measure as an
index of quality seems questionable.

On the basis of these data, prudent prac-
titioners may ask their patients to take their
statin at night and base their annual choles-
terol check on a morning blood sample.
This may or may not lead to improvements
in cardiovascular health. However it should
lead to improvements in practice finances.
Melanie Calvert research fellow
m.calvert@bham.ac.uk

Richard McManus clinical research fellow
John MacLeod clinical research fellow
Department of Primary Care and General Practice,
University of Birmingham, Birmingham B15 2TT

Additional authors are: Joanne Eastaugh,
research fellow; Nick Freemantle, professor of
clinical epidemiology and biostatistics; Sue
Wilson, senior research fellow; all from Depart-
ment of Primary Care and General Practice, Uni-
versity of Birmingham.
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What about the shift workers?

Editor—Wallace et al do not mention the
normal sleeping patterns of the subjects in
their study on the timing of simvastatin
treatment.1 The relation between ingestion
of simvastatin and periods of rest is surely
more important than the time of day that
the drug is taken. For most patients this
would be at night.

Patients who are shift workers or night
workers who usually sleep during daylight
hours should therefore be advised to take
simvastatin when they retire to sleep—rather
than at night—when dietary intake is likely
to be at its lowest.
James P Bell general practitioner
Springwell Medical Group, Springwell Road,
Sunderland SR3 4DX
jamesbell@doctors.org.uk

Competing interests: JPB works in the same
clinical practice as one of the authors of the
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the paper.
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Authors’ reply

Editor—Young, Ewald, and Calvert et al
raise an important design issue about the
interval between giving simvastatin (evening
or morning) and collecting blood samples
(morning) for assessing cholesterol concen-
trations. Simvastatin not only lowers plasma
cholesterol concentrations but markedly
reduces their diurnal variation.1 Hence, bias

arising from differences in the interval
between drug administration and blood col-
lection should be less important.

Evidence to support this comes from a
randomised crossover study, also conducted
in 2002 and published after completion of
our trial.2 Patients were randomised to receive
drugs in the morning or evening, then
crossed over to the alternative regime. Blood
was taken in the morning after a 12 hour fast
and again in the evening after a four hour
fast. Evening compared with morning dosing
was associated with significantly reduced total
and low density lipoprotein cholesterol
concentrations, using morning samples, and
this outcome was not different when the
analysis was undertaken using data pooled
from both blood samples.

Calvert et al also question the reporting
of our trial according to the CONSORT
guidelines. We acknowledge these guidelines
but were constrained by the limitations of a
short report. Editorial guidance on this issue
would be welcomed for the future.

Bell raises the issue of shift workers and
potential for bias. None of our patients were
working shifts but 24 hour variation in chol-
esterol synthesis is strongly related to meal
times,3 so, as Bell suggests, shift workers
receiving simvastatin should take it on retir-
ing to bed.

We welcome the attention drawn by Cal-
vert et al to the importance of our findings
for attaining quality points for coronary
heart disease care under the new general
practitioners’ contract, highlighting the
material benefit that evidence based practice
can deliver.
Alan Wallace
Grangewood Surgery, Houghton le Spring, Tyne
and Wear DH4 4RB.

David Chinn senior research fellow
david.chinn@sunderland.ac.uk

Greg Rubin professor
Centre for Primary and Community Care, Benedict
Building, University of Sunderland, Sunderland,
Tyne and Wear SR2 7BW
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No matter the time of day, does UK policy
reflect the evidence?

Editor—Wallace et al highlight important
issues on managing so called hyperlipidae-
mia.1 The timing of the statin dose is
irrelevant, with current policy and practice
not designed to deliver the clinical outcomes
seen in recent drug trials.2 They studied sub-
optimal doses, which is common; data from
the West Midlands show that 36% of patients
are prescribed simvastatin 10 mg or prava-
statin 10 mg (table).

The national service framework for cor-
onary heart disease set a target that statin
treatment should aim to lower cholesterol

below 5.0 mmol/l or to reduce total serum
cholesterol by 20-25%, whichever would
result in the lowest concentration.3 The
quality and outcome framework of the new
general practitioners’ contract4 will reward
according to the proportion of patients with
vascular disease, or diabetes, with total chol-
esterol concentrations below 5 mmol/l.

The heart protection study shows that
many people derive benefit irrespective of
their starting cholesterol concentration.5

Thus the policy is not now evidence based;
people may be inadequately treated if their
“starting” cholesterol is less than 5 mmol/l.
Also some may be aggressively treated, with
drugs such as rosuvastatin or ezitimibe,
where there are no clinical outcome data, to
achieve cholesterol concentrations below 5
mmol/l. This clearly suits the drug industry.

We should rethink national policy; people
with significant risk should receive statin at a
dose used in recent trials2 (simvastatin 40 mg
daily, or pravastatin 40 mg daily). These trials
did not chase their target. Giving the dose in
the evening might help but a proper dose
should be used. The general practitioner’s
quality payment could then be for the
proportion of appropriate people receiving
these evidence based doses.
Martin G Duerden senior lecturer in therapeutics
martin@theduerdens.co.uk

Maria D Allinson primary care trust prescribing
support pharmacist
Jo Lockett senior data analyst
Department of Medicines Management, Keele
University, Staffordshire ST5 5BG
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Resuscitation in pregnancy
article omitted several points
Editor—Morris and Stacey in their clinical
review of resuscitation in pregnancy should
have mentioned several points.1 As the
primary indication for caesarean section is
saving the mother, saving the baby being
secondary if it is at a viable gestation, no
time should be wasted in auscultation for
fetal heart rate before the caesarean. A

Proportions of pravastatin and simvastatin
prescribed by general practitioners in West
Midlands between July 2002 and June 2003

Strength (mg)
Pravastatin

(6 697 175 items)
Simvastatin

(33 656 378 items)

10 28 38

20 35 37

40 37 24

80 — 1

The Prescription Pricing Authority gave permission to
analyse and show these data.
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neonatologist should be available to resusci-
tate the infant immediately after birth.

To achieve delivery by five minutes from
cardiac arrest the caesarean should be
initiated three to four minutes into the
arrest. The most senior obstetrician available
should ideally be performing the procedure
as familiarity with safe rapid delivery
techniques is essential. A classic uterine inci-
sion may be quicker at extreme prematurity
than the usual transverse incision into the
lower uterine segment.

Women with chronic maternal illness
such as hypertensive disease or fetal illness
such as severe growth restriction before the
cardiac arrest are less likely to have a neuro-
logically intact and surviving infant than
women with healthy pregnancies. The five
minute limit to achieve fetal delivery seems
to have been arbitrarily chosen and is based
on the theoretical advantages in resuscitat-
ing the mother, as well as extrapolation of
data on infant survival. Katz et al showed
that infants delivered within five minutes
tended to survive and be neurologically nor-
mal, whereas those delivered beyond 10
minutes either died or survived with neuro-
logical compromise.2

Because cardiac arrest is usually unex-
pected and equipment not always accessible,
it may be good practice to prepare a local
guideline and “sterile delivery pack.” This
could be distributed to the hospital’s accident
and emergency and obstetric departments,
along with frequent clinical training drills.
Unfortunately the recent guideline on caesar-
ean section from the National Institute for
Clinical Excellence and the Royal College of
Obstetricians and Gynaecologists does not
discuss this important life saving indication
for caesarean section.3

Rajesh Varma clinical fellow
Academic Department, Obstetrics and
Gynaecology, Birmingham Women’s Hospital,
Birmingham B15 2TG
r.varma@bham.ac.uk
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Parents key to reducing
overweight in children

Marketing targets children

Editor—According to your news item,
Dame Yve Buckland of the Health Develop-
ment Agency had dismissed the role of food
marketing in affecting food choices of
children and their families.1 We were
concerned by her quote “child focused food
advertising is a real challenge, but parents
can fight back—it’s them paying at the
checkout, not their children.”

Research published by Mintel in Decem-
ber showed that children have increasing

independent spending power from school
age onwards, and that enormous marketing
effort is put into attracting young consumers
into impulse purchase of high calorie fatty
snacks and sugary drinks.2 Such products
are available everywhere—in school vending
machines and tuckshops, in canteens, and in
shops that exploit the pocket money market.

Cartoon characters, sports personalities,
and pop stars help to make such foods espe-
cially attractive to a younger audience. Many
marketing schemes use text messaging on
mobile phones to gain children’s loyalty.
Increasingly, marketing is channelled
through schools, where parents are not
around to unpick the marketing messages.
These initiatives are not aimed at the
parents, they are aimed at children who
make their own purchases, or who nag their
parents to buy products.

Parents are key to improving children’s
diets and health—and we could all work to
empower them to make healthier choices.
But if their attempts to introduce children to
healthy diets are undermined by persuasive
marketing for fatty, sugary, and salty foods,
parents will remain isolated and swimming
against a cultural environment that fosters
obesity and other serious health problems.
Kath Dalmeny policy officer
Food Commission, London N1 9PF
kath@foodcomm.org.uk
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Political pressure is needed

Editor—From a programme that is cur-
rently running in Bolton we have evidence
of the importance of including parents in
lifestyle interventions designed to tackle
childhood obesity. We have found that
parents do not just need to support their
children’s efforts. Rather it is their taking an
equal part in the programme that best
supports the family changes that Dame Yve
Buckland advocates.1

A further challenge is to ensure that the
lifestyle changes the programme supports
are sustained in the long term. Although our
programme supports families in accessing
and using local leisure provision, we have
found a lack of understanding of the needs
of such a group by many leisure service per-
sonnel, or few suitable facilities to meet their
needs.

Although parents should be partners in
tackling this growing problem, professionals
across a wide range of agencies need to find
better ways of ensuring that such groups are
not merely expected to fit into services that
do not meet their needs and that we increase
the political pressure to redress the fact that
we have largely handed leisure and food
provision over to commercial enterprise.
Brenda Griffiths public health practitioner
Pikes Lane Centre, Bolton, Lancashire BL3 5HP
brenda.griffiths@bolton.nhs.uk
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Health Development Agency responds

Editor—The Health Development Agency is
pleased that the findings of our obesity and
overweight management evidence briefing
have stimulated debate around these issues.1

In reply to the responses received we would
like to highlight the following.

The importance of parents in the
treatment of childhood obesity is only one
aspect of the findings from our evidence
briefing on obesity and overweight manage-
ment.2 It also reports that multifaceted school
based interventions are effective in the
prevention of childhood obesity, particularly
in girls. This includes providing a supportive
environment for healthy behaviours.

Those who read our full report of
findings will see that the systematic reviews
included did not specifically consider food
advertising as no systematic reviews were
found in this area at the time. One of the
recommendations from our evidence brief-
ing was that upstream interventions, such as
policy development, are urgently required.
We therefore welcome the findings of the
recently published report from the Food
Standards Agency on the influence of food
advertising to children and look forward to
participating in the debate that will follow.3

In considering a supportive environ-
ment, the advertising and promotion of
foods to children in the broadest sense is an
important issue and one which the Health
Development Agency recognises and
acknowledges. The national healthy school
standard, which is managed by the agency,
takes a “whole school” approach, which
ensures that the learning from the class-
room is reflected in the school environment
and in the food provided. Within this we
acknowledge the importance that healthy
eating messages are not undermined by
commercial interests and encourage the
participation of parents as well as pupils and
staff including catering staff, in developing
whole school food policies.
Yve Buckland chair
Health Development Agency, London WC1V 7BA
communications@hda-online.org.uk
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