Letters

Open letter to Annette King, Minister of Health, New Zealand

Eprtor—We learn with great concern that
Medsafe [the New Zealand Medicines and
Medical Devices Safety Authority], a part of
your ministry, intends to stop funding the
intensive medicines monitoring programme
(IMMP) next year.

In its 27 years’ work the IMMP has con-
tributed very valuably to the safety of medi-
cines in New Zealand and worldwide. Drug
regulatory agencies in other countries and
professionals working on the safety of medi-
cines have admired and envied it because it
has so successfully identified previously
unrecognised adverse reactions, measured
risks, and identified risk factors. For exam-
ple, it enabled New Zealand to lead the
world in taking regulatory action over
agranulocytosis due to mianserin and liver
toxicity due to nefazodone." *

Many drug disasters have shown that it
is unsafe to rely only on spontaneous
reporting of suspected adverse drug reac-
tions. Such systems are essential, but the
data they provide mostly suffer from gross
under-reporting and other biases and are
usually hard to interpret. There is a great
need to support and develop techniques
such as computerised drug safety monitor-
ing (the GP research database in the United
Kingdom), prescription event monitoring
in the United Kingdom, and IMMP in
New Zealand. The loss of IMMP would
substantially damage pharmacovigilance
internationally.

Patients and the public want to see
more, not less, attention paid to monitoring
the safety of medicines. We believe that the
cost of the programme is a small price to
pay for the safety of your citizens. Its
achievements are considerable, although
for most of its life it has employed only one
half-time medical researcher. Adverse re-
actions to medicines result in an enormous
cost to health and social services budgets
and to patients and their families, as numer-
ous studies across the world have shown. A
report from the United States put deaths
from adverse reactions among the top six
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causes of death there It has been
estimated that 15-20% of the health budget
goes to the management of adverse drug
reactions. The IMMP should be seen as a
cost-effective investment in the welfare of
your people.

We are also concerned for the wellbeing
of the 800 000 or so Maori and Pacific
Island people in whom specific genetic vari-
ants affect drug metabolic pathways. The
IMMP is the only drug monitoring system in
place to protect these people. Its closure
would, we believe, put these groups at added
disadvantage and would be a medical, social,
and political oversight.

We see the proposed closing down of
the IMMP as a serious blow to pharma-
covigilance in  New Zealand and
internationally and we hope that you will
avoid this. The IMMP has been very
productive and has helped make the New
Zealand Pharmacovigilance Centre one of
the most effective in the world. It should be
not only allowed to continue but strength-
ened so that it can reach its full potential
and contribute even more to the safe use of
medicines.

Andrew Herxheimer emeritus fellow, UK Cochrane
Centre

London N3 2NL
andrew_herxheimer@compuserve.com

This letter is signed by 34 others given in
alphabetical order by country: Australia: Peter
R Mansfield; Belgium: Marc Bogaert; Canada:
Joel Lexchin, Giulia Muraca, Nancy Olivieri,
Barbara Mintzes, Thomas L Perry, James M
Wright; Croatia: Bozidar Vrhovac; France:
Nicholas Moore; Germany: Heiner Berthold,
Bruno Mueller-Oerlinghausen, Peter Schon-
hofer; India: Nilima Kshirsagar; Italy: Silvio
Garattini; Japan: Hirokuni Beppu, Rokuro
Hama; Netherlands: Leo Offerhaus, Kees van
Grootheest; Norway: Graham Dukes; South
Africa: Karen Barnes; Spain: Joan-Ramon
Laporte; Sri Lanka: Krisantha Weerasuriya;
United Kingdom: David Healy, Robin Ferner,
Nick Freemantle, Martin Kendall, Alain Li Wan
Po, Joe Collier, Stephen Evans, Jeffrey Aronson,
Saad Shakir; United States: Peter Lurie, Sidney
Wolfe.
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bmj.com for co-authors.
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Postmarketing surveillance is
needed

Epitor—The drug point by Harrison-
Woolrych and Clark on nose bleeds
associated with risperidone highlights a real
need for effective communication in the
medical fraternity.'

The problem with doctors is that they
are quite enthusiastic in prescribing new
drugs. Unfortunately the mechanism for
reporting adverse or unexpected side effects
of drugs is not uniform across countries.
Only some of the strikingly bad or unusual
side effects will be published in a journal. I
do not know whether there is a central body
keeping track of such information.

This situation acts in favour of the drug
companies as there is no effective dissemi-
nation of data on drug related problems.
But, as we all know, the drug companies are
very efficient in “educating” doctors about
new drugs, especially the data that they want
doctors to believe. Hence the system is
bound to result in medical disasters.

The only way is to have a central body
that scrutinises drug side effects and
communicates effectively to all doctors, not
just those in the developed world. We are all
aware of drugs that are frowned on in the
advanced nations being sold in their
millions in poorer countries.

Venkoba R Srinivas consultant geriatrician

Chennai 600 028, India
svas99@yahoo.com

Competing interests: None declared.
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Electronic incident reporting
and professional monitoring
transforms culture

Eprror—We report how incident reporting
and personal professional monitoring has
been achieved using programmed handheld
computing devices (personal digital assist-
ants (PDAs)). Data and performance infor-
mation have been collected and critical
incidents reported for accredited trainees of
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the Australian and New Zealand College of
Anaesthetists (ANZCA) in Geelong.'* This
work favourably transforms the culture of
the users, which has been our goal for some
time.” *

The programmed PDA has allowed a
denominator figure to be supplied for cases
undertaken by the trainees, as well as an
assessment of the impact on patient
outcome. Thus incidents reported by train-
ees occurred in 1.5% of anaesthetics, but half
of the incidents reported had no impact or a
minor impact on patient outcomes.' This
may well be the “near miss” incident data
that are the “holy grail” of healthcare safety
experts. Our most recent (unpublished)
study has found that 98% of all incidents
occurring in the practice of ANZCA accred-
ited trainees are reported using this
programmed PDA technology.

Allincidents are routinely emailed to the
quality coordinator for the Division of
Perioperative Medicine, Anaesthesia, and
Pain Management for analysis and system
improvement when possible. Critical inci-
dents in which the outcome for the patient
was judged severe or causing death are
automatically emailed to the quality man-
ager for Geelong Hospital. We are planning
research to assess the effect of these
automated critical incident alerts on critical
incident rates over time.

The information in the database is
collected under an approved quality assur-
ance programme and therefore in the State
of Victoria is protected from legal disclosure.
The Victorian privacy legislation may allow
patients to access data on their particular case
but would not allow open disclosure of all the
information in the database.

Stephen Bolsin director, Division of Perioperative

Medicine, Anaesthesia and Pain Management
steveb@barwonhealth.org.au

Andrew Patrick staff specialist

Bernie Creati staff specialist

Mark Colson staff specialist

Leah Freestone provisional fellow

Geelong Hospital, Geelong, VIC 3220, Australia

Competing interests: SB, AP, and MC designed
and developed the PDA programme described.
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North-south divide in social
inequalities in Great Britain

Divide in social class inequalities may
exist but is small

Epitor—Doran et al conclude that a
northwest-southeast divide in social class
inequalities existed in Great Britain at the
start of the 21st century.' They present tables
and summary statistics but no analysis to
support this statement. Inspection of their
tables shows that the differences between
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the socioeconomic groups are very consist-
ent between the regions.

Using their data for both men and
women, for socioeconomic groups 1 to 7,1
found that socioeconomic class was the best
predictor of rating health
as “not good,” accounting
for 74.7% of the variation
in rate of reporting poor
health, followed by region,
which  accounted  for
18.5%. The extent to which
there is regional variation
in social class inequalities,
as measured by the inter-
action  between  socio-
economic class and region,
accounted for only 2.5% of
the variation (though this
was significant, P<0.0001,
the sample being very
large). Sex and its interactions accounted for
3.9% of the variability, leaving only 0.4%
unaccounted for. Hence we should conclude
that socioeconomic class is a far better
predictor of reported health than is region
and that the differences between socio-
economic classes do not vary much between
regions.

In addition, this is reported, not actual,
health and a fairly crude indicator. Also,
association does not necessarily imply
causation. Ill health may lead to a slide down
the socioeconomic ladder and prevent
migration to more affluent areas.

JMartin Bland professor of health statistics
Department of Health Sciences, University of York,

York YO10 5DD
mb55@york.ac.uk

Competing interests: None declared.
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Self perceived health is affected by
anxiety and self esteem

Eprror—Doran et al clearly believe that the
term “poor health” is synonymous with “self
reported poor health”" A precise definition
of “health” is beyond crisp definition, but we
should at least agree the difference between
health (measured objectively) and health
(reported subjectively). This work begs this
question.

My own perspective is that self perceived
health is affected by individual anxiety and
self esteem. As Alain de Botton recently
argued,” we now have no excuses for our
failure to achieve other than our own
personal inadequacy (50 years ago I might
have put my lowly general practitioner (not
university professor) status down to absence
of social connections. Nowadays, I can only
point to my mediocre ambition and
intelligence).

The juxtaposition of social status to self
reported health status in the census ques-
tionnaire is likely to introduce bias. Self
reported ill health represents an admissible
explanation for having a low status job.
Absence of intelligence or ambition, how-

ever, is viewed as a personal failing. Not
admitting to poor health begs the question
of why I am a social failure.
I would hypothesise that social status,
actual ill health, and subjective ill health are
all features that are independ-
ently associated with genetic
characteristics such as intelli-
gence and ambition, and envi-
ronmental exposures such as
good enough upbringing and
access to inherited wealth. They
are also likely to be influenced
5 by the prevalence of rainfall and
ggrim urban  environment,
gincreasing in the United King-
& dom the further northwest one
§ goes. Subjective and actual ill
2 health may correlate, but this
& study is not gospel that they do.

HRI.

Michael Croft salaried general practitioner
Gateways Surgery, Andrew Close, Shenley,
Hertfordshire WD7 9LP
CroftMd@aol.com

Competing interests: MC lives and works in the
affluent south of the United Kingdom.
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Health inequalities in Wirral: a living
Black report?

Eprror—Having read the paper by Doran et
al on the north-south divide in social class
inequalities in health in Great Britain, I am
prompted to write about our local health
divide." Wirral, across the Mersey from
Liverpool, is demographically divided by the
M53 motorway into two: a healthy, educated
west sector and a less prosperous east. They
show different rates of deprivation, smoking,
childhood accidents, teenage pregnancy,
and coronary heart disease. The healthier
west sector, with a lower standardised
mortality ratio for coronary heart disease,
has a higher rate of referral for coronary
angiography, coronary angioplasty, and
bypass surgery—and vice versa.

Private referrals from the affluent sector
do not explain this divide. I suspect that
belief systems underpin some of it. Affluent
patients are more likely to request referral
for angiography while poorer patients
present only in crisis. They accept their lot.
They are shackled by powerful belief
systems—for example, patients with angina
being told by family or friends: “Don’t take
any exercise, you'll give yourself a heart
attack”

General practitioners also hear such
questionable beliefs as “B blockers are bad in
heart failure,” etc. Such concepts have a cru-
cial role in receiving or providing health
care.

Attempts at redressing the balance led
four years ago to the development of the
Wallasey Heart Centre. This locally accessi-
ble service, led by general practitioners with
a special interest, has brought improvements
in coronary heart disease standardised mor-
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tality ratio, general practitioner prescribing,
and knowledge of patients and carers.

Are services driven by general practi-
tioners with a special interest across a
primary care trust, the way to reduce UK
health inequalities?

Anthony G Cummins clinical director
Wallasey Heart Centre, Victoria Central Hospital,

Wallasey, Cheshire CH44 5UF
wallasey.heartcentre@bkwpct.nhs.uk

Competing interests: None declared.
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Authors’ reply

Eprror—The message we hoped readers
would take from our paper is that the United
Kingdom has large health inequalities in
terms of social class, geography, and geogra-
phy within the social class inequalities. We
therefore concur with Bland’s analysis, as his
figures confirm this point. The differences
between regions within each social class,
although smaller than the differences
between the social classes, are substantial.
Bland and Croft criticise the subjective
nature of the self rated health measure. Sev-
eral studies have shown that even very
simple self rated health scales are powerful
and reliable predictors of subsequent mor-
tality across all social groups. '* Self rated
health is not simply a crude and pragmatic
proxy for more objective measures, how-
ever: it is a direct way of capturing people’s
perceptions of their own health, by using
their own criteria. Our findings for different
social groups are therefore likely to be the
result of a combination of factors: preva-
lence of disease, definitions and expecta-
tions of health, demands of everyday life,
quality of available medical care, and
acknowledgement and recall of symptoms. *
The issue of over-reporting of “actual”
poor health has been addressed elsewhere.
People in manual classes are less likely than
those in non-manual classes to report their
health as poor despite having signs of
disease on examination.'" This certainly
seems to have been Cummins’s experience
in Wirral. With respect to the regions,
further research is required. Our findings
are consistent with previous findings based
on mortality data’ with the possible
exceptions of Scotland, where self rated
health was better than might have been
expected, and Wales, where it was worse.
Our study gave an overview of social
inequalities in self rated health regionally.
Even greater inequalities are likely to
emerge when considering self rated health
locally.
Tim Doran clinical lecturer in public health medicine
timdoran@liverpool.ac.uk

Frances Drever wvisiting senior research fellow
Margaret Whitehead W H Duncan professor of
public health

Department of Public Health, University of
Liverpool, Liverpool L69 3GB

Competing interests: None declared.
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Fighting obesity

Physical activity has major role

Eprror—]Jain’s editorial on fighting obesity,
which focuses on the recent House of Com-
mons Health Committee report on obesity,
does not truly reflect the findings of that
report. The editorial’s detailed comments
focus almost exclusively on diet and energy
intake. This seems to mirror much of the
bias in the discussions in the public and
health profession domains.

While I generally agree
with the editorial that we
must create the evidence
because an evidence base is
lacking, this does not give
some imprimatur to ignore
the potential for physical
activity to make a major
contribution to addressing
the obesity and overweight
problem (noting that peo-
ple are overweight before
they become obese and
may find physical activity
harder once obese). It is
notable that the Health
Committee says that if the government were
to achieve its target of trebling cycling in the
period 2000-10 (and there are very few signs
that it will) that might achieve more in the
fight against obesity than any individual
measure recommended in this report.

Much is to be done in evaluating the
benefits of environmental interventions in
the promotion of physical activity, an area
long ignored by many researchers into
physical activity, but there is now some
evidence from across the world that if
people are given real choices for active travel
many people will take them, and cite health
and fitness reasons for doing so. To
paraphrase from Professor Jerry Morris’s
work: physical activity is today’s best buy in
public health. It’s not just about diet.

Adrian L Davis research fellow
Transport Studies Group, University of
‘Westminster, London WIM 4UM
davisa@westminster.ac.uk

Competing interests: ALD is health policy
adviser to Sustrans, the sustainable transport
charity.
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Programme to fight obesity in primary
care already exists

Ep1rTror—]Jain cites the lack of existing data
on the effectiveness of public health

initiatives in her editorial on the recent
report on obesity issued by the UK House of
Commons Health Committee.' She did not
take note of the reports findings on the
Counterweight Programme (paragraph 350,
pp 90-1), which has already proved to be
effective in tackling obesity in general
practice and provides more evidence of suc-
cessful public health initiatives in primary
care.

The Counterweight Programme, devel-
oped by seven obesity specialists and sup-
ported by the National Obesity Forum, is the
largest worldwide primary care programme
with 120 000 patients reviewed. Results show
that the incidence of type 2 diabetes can be
reduced by 50% as a result of appropriate
weight management in the NHS.”

Counterweight is a dietetic trained nurse
led intervention programme in 80 general
practices in seven regions of the United
Kingdom: Aberdeen, Bath, Birmingham,
Glasgow, London, Leeds, and Luton. At each
site a secondary care doctor in an obesity or
diabetes centre works with a weight manage-

ment adviser, a state registered
dietitian, to facilitate local
implementation of the pro-
gramme. The primary end
point of the programme is
weight change, and secondary
end points are changes in
measures of obesity related
comorbidities, including mean
< change in blood pressure, lip-
gids and diabetes control, and
Z drug use.
To date, the treatment of
s the United Kingdom’s current
g obesity problem has been over-
looked in favour of prevention,
so we were delighted that the Health Select
Committee has not ignored this issue and
has highlighted the need for innovative
treatments in the NHS such as the Counter-
weight Programme. The report will stand or
fall, depending on the commitment of the
government to take immediate action.

OBBE/!

John Broom chair, Counterweight Programme
Robert Gordon University, School of Life Sciences,
Aberdeen AB25 1THG

extbroom@rgu.ac.uk

David Haslam president

National Obesity Forum, PO Box 6625,
Nottingham NG2 5PA

On behalf of the Counterweight Programme and
National Obesity Forum

Competing interests: None declared.
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Clarification from World Health
Organization

Eprror—]Jain’s editorial calling for increased
research into effective interventions against
obesity contained some inaccuracies about
the World Health Organization’s role in this
important global health issue.'
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The WHO global strategy on diet, physi-
cal activity, and health never “implicated” the
marketing of junk foods, called for an
immediate ban on the advertising of
unhealthy foods to children, or was stalled. A
first draft was presented to the executive
board in January 2004 and revised in April
after taking into account member states’
comments. The second draft was endorsed
without further change by all member states
at the World Health Assembly in May, as was
originally scheduled.

Although the strategy never called for
bans, the first and final drafts both noted
that food advertising should not exploit
children’s inexperience or credulity and
emphasised the overall importance of the
information environment. The strategy
specifically calls for countries to dis-
courage messages that promote unhealthy
dietary practices and recommends that
governments develop multi-stakeholder
approaches to the marketing of foods to
children, and to such issues as sponsorship,
promotion, and advertising. The strategy
also recommends that the private sector
practises responsible marketing, which sup-
ports the strategy’s goals.

Both drafts also recommended that the
intake of free sugars should be limited, fat
consumption should be shifted from satu-
rated to unsaturated fats, and trans fatty
acids should be eliminated, as well as calling
for increased consumption of fruit, vegeta-
bles, legumes, whole grains, and nuts.

These recommendations take into
account member states’ input to the strategy,
developed over two years of consultations.
WHO sees the strategy as a key instrument
for addressing the global burden of mortal-
ity, morbidity, and disability caused by
chronic non-communicable diseases. It is
currently developing an implementation
plan for the strategy at regional and country
level, taking into account member states’ dif-
fering needs and circumstances.

Catherine Le Gales-Camus assistant-director
general, noncommunicable diseases and mental health
legalescamusc@who.int

Amalia Waxman project manager, global strategy on
diet, physical activity and health

World Health Organization, Geneva 27,
Switzerland

Competing interests: None declared.
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Childhood obesity and
consumption of fizzy drinks

Diet is not that important in obesity

Eprror—Managing risk is concerned with a
hierarchy of control in which controlling a
dangerous environment is the best strategy
for limiting risk—for example, taking people
off operating machinery by automating
processes. The study by James et al on
preventing childhood obesity by reducing
the consumption of carbonated drinks seeks
to limit the risk of obesity but its method,
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using health promotion, is analogous to
walking around a factory with a megaphone
shouting: “Watch yourselves on those dan-
gerous machines!”'

Life is not that complex despite our
attempts in medicine to pretend that it is. My
generation ate more junk food than this poor
generation could ever dream of. In the 1970s
we ate pork pies, scotch pies, Spam, corned
beef, cake, biscuits washed down with dilute
orange squash. I was, however, fit and slim.
How can this be so?

per, and no wonder. It was a sad litany of
“Big Sport,” sensing a chance to climb onto a
funding bandwagon while defending its
rights to any corporate sponsorship, and the
food industry desperate to escape blame,
aided by a government minister’s view that
car ownership was a good thing and a great
liberator of the working classes.

Much of the debate in the press
surrounds schools, yet obesity is nothing to
do with them—you sit down in school. Let

them teach, and let childhood

Childhood obesity is
not caused by diet but by a
lack of exercise pure and
simple. Some simple solu-
tions are worthy of a ran-
domised controlled trial.
My intervention would have
three core themes.

Firstly, create safe cycle
paths and walking paths to
schools and insist that par-
ents walk their children to
school in all weather condi-
tions.

Secondly, have one
hour of competitive mixed
team sports a day from pri-
mary school onwards (not
the absurd 2 minutes of arm waving each
hour currently piloted in schools).

Lastly, give healthy free school dinners
to all, which would mean that most children
would take them. Cooking lessons for
primary schoolchildren would be compul-
sory.

A trial for one year would indoubtedly
have a dramatic impact on obesity, fitness,
and conduct disorders. Society and the edu-
cation system are obsessed with academic
achievement and are producing an
unhappy, fat, and drug dependent genera-
tion. Diabetes is a sideshow. In 10 years’ time
a new generation hooked on amphetamine
from the age of 6 years seems possible. Doc-
tors using megaphones only increase the
sales of ear mufflers.

Des Spence general practitioner

Maryhill, Glasgow G20 9DR
destwo@yahoo.co.uk

Competing interests: None declared.
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Play outside to reduce childhood obesity

Epitor—Preventing childhood obesity by
reducing the consumption of carbonated
drinks was studied by James et al.' The rise in
childhood obesity is paralleled by the rise in
parental fears of the risks to children of being
unaccompanied outdoors. I find it strange
that the simple solution, to let children play
outside more, is dismissed as impossible in
our modern society. Stranger-danger is
largely a myth promoted by the mass media,
yet there are few voices raised against it.

The big childhood obesity debate in
January 2004 promoted by the Observer sub-
sequently went unreported in the newspa-

obesity be tackled in the com-
munity. Parents refusal to allow
free play for their children is
now becoming embedded in a
system of parental peer pres-
sure whereby parents are
afraid to allow children out for
fear of being labelled uncaring
(or worse) by their peers.
I believe the answer is to
adopt a children’s rights
sapproach. This debate must be
gjoined by community regen-
geration specialists, urban plan-
z ners, and sociologists, and not
2 blamed on schools: they have

£

= enough to do.

Alan Sutton freelance consultant
Westminster Play Association, London W2 1LG
alansutton@blueyonder.co.uk
Competing interests: AS is a trustee of the chari-
ties London Play and Islington Play Association.
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Commercial interests have important role

Epitor—The study by James et al on
preventing childhood obesity by reducing
the consumption of carbonated drinks
underscores clinical intuition about why
children are more obese these days.'
Wearing my hat of school governor, 1
have been trying to introduce a healthy eat-
ing policy to our local school. It was
comparatively easy to change the catering
contract to a company that guarantees to
use fresh vegetables, low salt, less fat, etc, but
it was much more difficult to influence the
policy on soft drinks machines. The reason:
the machines are a critical source of income
for a cash strapped school that has seen its
budget squeezed in real terms year on year.
Sales from vending machines are now used
to pay for books and equipment—and I sus-
pect it won’t be long before the school
advertises for a “Coca Cola head of chemis-
try” or a “Fanta French teacher.” Perhaps it’s
time the BMJ launched a new journal: Sugar
Control?
Trisha Greenhalgh professor of primary health care

University College London, London N19 5L.W
p.greenhalgh@pcps.ucl.ac.uk

Competing interests: None declared.
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