
Learning from low income countries

Experience in low income countries
should count towards specialist registrar
training

Editor—Richards and Tumwine ask for dis-
cussion on the subject of poor countries
making the best teachers.1 When will the
postgraduate tutors and royal colleges
recognise that medical experience in devel-
oping countries should be counted towards
specialist registrar training?

I recently spoke to a specialist registrar
whose 12 months in the main teaching hos-
pital in Malawi counted for nothing towards
his training. As a specialist registrar training
in chest medicine, he will have seen more
tuberculosis than most chest physicians
working in provincial England will see in a
lifetime. This is particularly frustrating as the
numbers of cases of tuberculosis are rising
progressively in the United Kingdom, and
training in the diagnosis and management
of this disease needs to be improved as
much as possible.

An argument could be made for making
training in the developing world compul-
sory for any doctor who might encounter
tuberculosis in his or her clinical practice as
a consultant in the United Kingdom.
Instead, the powers that decide what is and
what is not medical training ignore it
completely.
Peter D O Davies professor
Cardiothoracic Centre, Liverpool L14 3PE
peter.davies@ctc.nhs.uk
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Poor countries still provide reasons to
train doctors in diseases of poverty

Editor—Poor countries make the best
teachers: discuss.1 Last year a doctor in the
United States who had trained in India told
me an anecdote that shows the flipside of
Byrne’s experience on elective as a medical
student in India, a learning experience she
described as second to none.2

In a lecture during my acquaintance’s
residency, she noticed that her professor and
other residents were puzzled by the x ray
film of a boy’s limbs. They could not identify
what could possibly have been wrong with
him. The doctor, who had seen much rickets
in India, identified it correctly and to the
amazement of her colleagues.

Poor countries, sadly, still provide rea-
sons to train Western doctors in diseases

that may not afflict the West right now but,
with mass scale migrations, could easily
become a problem in the future.
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Thalassaemia screening in Iran provides
evidence for programme in Lancashire

Editor—The study reported by Samavat
and Modell showed the effectiveness of
screening before antenatal care.1 In Britain,
Asian Muslims are at high risk of the � tha-
lassaemia trait, and many mar-
riages are still arranged. In the
1980s, I was part of a team that
showed that screening for �
thalassaemia trait among
Asian Muslim schoolchildren
in north Manchester was
acceptable to all parents; that
most parents intended to
arrange marriages for their
children; that among those
who were arranging mar-
riages, almost all would
change the arranged marriage
if both partners had the trait;
and that termination was
acceptable to almost all parents if there was
an antenatal diagnosis of � thalassaemia.2

As a result a screening programme for �
thalassaemia trait was introduced in north
Manchester, although it was stopped in the
1990s, after I left, as it was not considered
evidence based. The Iranian study is reassur-
ing in providing evidence. It supports the
introduction of screening for � thalassaemia
trait for Bury schoolchildren earlier this
year.
Peter Elton director of public health
Bury Primary Care Trust, Bury, Lancashire
BL9 0EN
peter.elton@burypct.nhs.uk
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Investing in traditional birth attendants
may help reduce mortality in poor
countries

Editor—Costello et al addressed important
issues for poor countries to achieve the mil-
lennium development goals.1 We share their
view that community based interventions
are crucial to reduce maternal and child
mortality by 50% in 2015. In Yemen, the
only country with low income and high
mortality in the Arabian peninsula, all rural
births are home deliveries attended by tradi-
tional attendants.

Maternal mortality for Yemen has been
estimated at 850/100 000 births.2 I recently
reported that perinatal characteristics (low
birth weight, breech presentation,
obstructed labour, and abnormal intrapar-
tum bleeding) in a community health survey
and the main walk-in maternal and children
hospital in Sana’a city were comparable.3 A
12 year, hospital based study showed that
perinatal mortality remained unchanged at

95/1000 births and is prob-
ably lower than that in the
community.4 In 2003, 596
newborn infants who were
delivered at home needed
special care at this hospital,
and 140 (23.5%) died, com-
pared with 177 (16.3%) of
the 1089 newborn infants
delivered in hospital who
needed the same care. Both
accounted for 52.5% of
the total hospital’s child
mortality.

Traditional birth attend-
ants live in their communi-
ties, which are usually the

poorest of the population. Training them
about safe delivery and immediate basic care
of newborn infants, and instructing them to
refer to the nearest essential obstetric care
unit if any danger signs become obvious, may
prove to be an important, cost effective strat-
egy to reduce maternal and neonatal mortal-
ity in communities. They can also contribute
in terms of health education and encourag-
ing breast feeding.

The advantage of such training is its sus-
tainability. A trained attendant will train the
next family member that takes her position
when she retires. Investing in such training
should be considered by policy makers and
donor agencies.
Salem Banajeh associate professor
Department of Child Health, Sana’a University, PO
Box 2257, Sana’a, Yemen
sbanaj@yemen.net.ye
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Poor patients deserve more science and
less advocacy

Editor—Hogerzeil, who works for the
World Health Organization in Geneva, con-
tends that WHO selects essential medicines
within a therapeutic class on the basis of
comparative efficacy, safety, and cost.1 His
reference text, Essential Medicines,2 is at
variance with that contention.

WHO’s choice to treat 3 million by 2005
is triple dose combination antiretroviral
treatment from India. In the April listing,
WHO says: “The Committee strongly
recommends the use of three or four drug
combinations . . . The use of fixed dose
preparations for these combinations is also
recommended, with assured pharmaceutical
quality and interchangeability with the
single products.”

The regulatory test to judge whether a
drug is interchangeable is the presence of an
originator product. Since none of the patent
holders for the three separate originator
antiretroviral drugs has produced an equiva-
lent combination product, there is no compa-
rator drug. An analysis of efficacy, safety, and
cost has therefore scant scientific merit.

If the WHO system was working as well
as Hogerzeil claims, then why have anti-
retroviral products that were on the WHO
prequalified list been taken off, long after
they have been in use throughout the devel-
oping world? Of the two Indian companies
prequalified to supply combination drugs,
one had its product delisted from the WHO
list on 4 August 2004 for lack of proof of
bioequivalence with the originator product.
The other company is under a restriction
from the Indian licensing authority to make
no reference that the government has
approved the drug. In November 2004 two
Indian companies voluntarily withdrew their
entire portfolio of AIDS drugs from the
WHO system.

Of the 12 antiretroviral drugs on the list
of essential medicines, five either have been
withdrawn by various manufacturers or
been taken off the list by WHO. Of the
remaining one, four are manufactured only
by originator companies.

The lesson here is that poor countries
have followed the example of rich countries
and voluntarily withdrawn their products—
even though the agency that prequalified
them failed to take remedial action.
Carol C Adelman director
carola@hudsondc.org
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Summary of webchat

Editor—The question whether or what the
developed world can learn from developing
countries was not answered as such in the
webchat, but the debate was lively.1

Whether developed countries could
learn in terms of misuse or overuse of new
technologies and the need to resist commer-
cial pressures was tackled first by trying to
identify where the “push” to adopt new tech-
nologies comes from in developing coun-
tries. Industry was the stimulus for tertiary
healthcare organisations that have no public
health or primary care focus and no
evidence base. Curiosity may be a factor, as
were doctors wanting to use new equipment,
or even consumers not liking low-tech solu-
tions. Donors also don’t necessarily fund the
most appropriate, relevant, and evidence
based interventions, passively allowing
industry to drive the agenda.

Privately funded health care may have a
commercial and technological edge over
publicly funded care, thus influencing
practice in developing countries. The learn-
ing process might then go in the opposite
direction: developing countries learning
from developed ones.

Medical training worldwide could avoid
this. Undergraduates might be taught about
appropriate evaluation and uses of new
technologies, as well as about opportunity
cost—when they use one treatment they
cannot use another—and those from devel-
oped countries would inevitably benefit
from working overseas.

Training different types of healthcare
professionals for primary care in developing
countries was a good idea as traditionally
trained, expensive ones may not be the
answer. More and better use might be made
of local knowledge, but only so long as it
withstood rigorous evidence based evalua-
tion. All technologies should be evaluated in
the context of where they will be used for cost
effectiveness, relevance, and sustainability.

Failures to learn from each other are
down to poor information exchange rather
than entrenched views and narrow mind-
sets. The smaller numbers of doctors in
developing countries hinder this exchange.
The developed world was perceived as
needing greater exchange on key issues of
public health, global responsibility, and pov-
erty, and should be open to new ways of pre-
senting data. Maybe journals in developed
countries perpetuate the problem because
they think of their primary readers and so
do not pursue issues relevant to developing
countries.

Learning from developing countries
Four issues were identified as important to
learn from developing countries. Low
income countries are developed to different

degrees so have different messages to pass
on; they can deliver the best care to patients
in difficult situations; they have much
clinical material for sharpening clinical skills
and for education and research; and they
have huge untapped resources of traditional
and holistic medicine.

If the developed world focuses on
technology, medicine, and evidence it may
have some difficulty in learning from devel-
oping countries. But if it focused on
community action, women’s roles in society,
and the foundations of health, it could learn
a lot.

And study designs are used in develop-
ing countries that the developed ones would
do well to adopt as research funding
becomes tighter and tighter.

How to move forward
Several ideas were floated as the way
forward. There should be an ongoing
discussion group, and the BMJ might
consider a series of debates (with syntheses)
on topics such as low cost technology, big
industry and drug pricing, and relations
between democracy and health outcomes.

Another strategy was to publish con-
trasting global views of “best” management,
which could include the developed world’s
approach to a specific problem and the “best
approach” applied in the developing world.

And bmj.com could be expanded to
include more material for learning from
developed countries, or to include more
research on infectious diseases in develop-
ing countries rather than chronic diseases in
developed ones.
Birte Twisselmann technical editor
BMJ
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More on compulsory
registration of clinical trials

GSK has created useful register

Editor—The editorial by Abbasi and letters
in response illustrate the considerable inter-
est in the registration of clinical trials.1 2 As a
pharmaceutical company that has created a
register to communicate the results of clini-
cal trials of our marketed products, Glaxo-
SmithKline would like to bring to your
attention the decisions we have taken to
make our register worthwhile and meaning-
ful to the medical profession and others with
an interest in clinical research.

The GSK Clinical Trial Register is com-
prehensive: it will include the results from all
GSK sponsored clinical trials (phases I-IV)
of marketed medicines conducted anywhere
in the world. The results include primary
and secondary efficacy end points defined in
trial protocols, and a summary of adverse
events beyond what is traditionally reported
in publications. This information is reported
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in the format of the International Confer-
ence on Harmonisation E3 guideline, a
standard that will enable comparison across
registers and, in time, possibly be brought
together in consolidated registers.

We stand ready and willing to work with
others to establish an international register
for trials that are initiating patient enrolment,
as called for by the International Committee
of Medical Journal Editors.3 In the meantime,
we have started to register all GSK sponsored
patient trials that we initiate on www.clintri-
als.gov, as we have for trials of serious and life
threatening illness. These postings will iden-
tify GSK as the sponsor and will include
directions for patients interested in becoming
trial subjects. We will include the National
Library of Medicine number in our results
register and scientific publications.

GSK is committed to ensuring that our
results register and our posting of trials initi-
ating enrolment are comprehensive. To that
end, we are establishing a means of
independent compliance assessment of our
activities and assembling an international
advisory board.

The GSK Clinical Trial Register, along
with a description of its operating principles,
is available at http://ctr.gsk.co.uk.
Ronald Krall senior vice president, Worldwide
Development
Frank Rockhold senior vice president, Biomedical
Data Sciences
frank.w.rockhold@gsk.com
GlaxoSmithKline, Upper Merion, PA 19087, USA
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Complete clinical trial register is already
reality for paediatrics

Editor—The issue of trial registration has
been considered for years but has only
recently become a major issue, as underlined
also by the International Committee of Medi-
cal Journal Editors (ICMJE) initiative.1

Although a single, all inclusive, world-
wide register would be optimal, areas such as
paediatrics need special attention since diffi-
culties in carrying out paediatric studies
have led to a lack of drug safety and efficacy
knowledge in children.2 To facilitate collabo-
rative research and identify areas where pae-
diatric research is needed, the DEC-net
international register (www.dec-net.org),
supported by the European Union under its
Fifth Framework Programme as a three year
feasibility study,3 was activated in 2004.
DEC-net complies with the criteria listed in
the meta-Register of Controlled Trials
(http://controlled-trials.com/mrct) to allow
for future collaboration.

DEC-net fits ICMJE’s criteria, is free of
charge, and is designed for use by the
general public and health professionals. It is
different from EMEA’s recent EudraCT
database (http://eudract.emea.eu.int), which

is accessible only to the competent authori-
ties. This major limit will unfortunately, keep
it from being directly useful to most
researchers and the public.

The US ClinicalTrials.gov is mentioned
by the ICMJE group as the only existing reg-
ister that meets a set list of requirements.
DEC-net is different from ClinicalTrials.gov
in that it is the only paediatric, population
oriented trial register and has been set up to
receive trial information from different
sources among the scientific and lay commu-
nity. Abbasi’s editorial expressed concern
about ClinicalTrials.gov.4 The BMJ supports
the ICMJE policy except for the endorsement
of ClinicalTrials.gov, since it offers registra-
tion only to specific categories of sponsors.
We agree with the editorial. To be at the fore-
front of such an initiative, a register should
have worldwide aims and be designed with
the idea, and capacity, to include all possible
trials from different countries.5

M Bonati head
mother_child@marionegri.it

C Pandolfini senior researcher
Laboratory for Mother and Child Health, Mario
Negri Pharmacological Research Institute, Via
Eritrea 62, 20157 Milan, Italy
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Pulmonary rehabilitation and
readmissions in COPD

Hospital readmissions did not fall

Editor—Man et al provide impressive data
pertaining to the substantial benefits of early
community based pulmonary rehabilitation
after hospitalisation for acute exacerbations
in patients with chronic obstructive pulmo-
nary disease (COPD).1

A dissociation is, however, apparent
between clinical benefits and hospital
readmissions, in which no significant differ-
ence for readmissions was observed when
usual care was compared with early rehabili-
tation. The authors state that over the past
decade, admissions for COPD exacerbations
have soared by 50%, further burdening the
NHS. However, their data do not support
that early pulmonary rehabilitation would
serve to lessen this burden.

Could the authors speculate why the
considerable improvements observed in
most of the outcome measures failed to

translate into a significant reduction in hos-
pital readmissions?
Daniel K C Lee respiratory physician, department of
respiratory medicine
Ipswich Hospital, Ipswich IP4 5PD
dkclee@doctors.org.uk
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Authors’ reply

Editor—Lee correctly points out an appar-
ent dissociation between the highly impres-
sive clinical benefits and the non-significant
changes in hospital readmission rates. The
data presented, however, did show a trend
towards both reduced hospital readmission
rate and number of hospital days, as well as
a significant reduction in visits to accident
and emergency departments.

The primary outcomes were changes in
exercise capacity and health status, and the
study was not adequately powered to look at
the secondary outcome measures that
included hospital readmission rate.

The British Lung Foundation is cur-
rently funding a study powered to look at
the effects of early community pulmonary
rehabilitation on hospital readmission rates
and health economics, and we look forward
to presenting these data in the future.
William D-C Man MRC clinical research fellow
William.man@kcl.ac.uk
John Moxham professor of respiratory medicine
Respiratory Muscle Laboratory, Guy's, King's, and
St Thomas' School of Medicine, King's College
Hospital, London SE5 9PJ

The other authors of this study have co-written
this reply: Michael I Polkey, consultant physician
in respiratory medicine, Royal Brompton Hospi-
tal, London SW3 6NP; and Nora Donaldson,
senior lecturer in statistics, and Barry J Gray, con-
sultant physician in respiratory medicine, both of
King’s College Hospital, London SE5 9RS.
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Childhood deafness poses
problems in developing
countries
Editor—Childhood deafness is an impor-
tant disorder globally affecting more than
62 million children younger than 15 years.
Two thirds reside in developing countries.1

Although many studies have been reported
on the aetiology of deafness, the age/mode
of detection and intervention in many
developing countries is unknown.

Our questionnaire based study of 363
parents of children attending the only public
schools for the deaf in Lagos, Nigeria, with a
total enrolment of 429, showed that parents
were predominantly (81%) the first to
suspect or detect hearing difficulty in their
children (table). Parental suspicion occurred
mostly at 12-24 months, compared with
8–14 months in developed countries.2 3 Only
12% suspected hearing difficulty by age 6
months. The commonest mode of detection
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was a child’s failure to respond to sound
(49%). Speech/language defects or unintelli-
gible speech were least associated with hear-
ing difficulty (1%).

As in developed countries, doctors were
most commonly consulted for help (77%).
However, most children (80%) were not pro-
vided with hearing aids even where appro-
priate, granted that cochlear implantation
was improbable. Parents were often told that
their children were “slow starters” and would
outgrow the speech delays, only to be
enrolled in schools for the deaf when this
optimism failed. Ironically, only 6% were so
enrolled by age 6 years (mean age of enrol-
ment 10.3 years). This protracted delay
especially for the 363 hearing parents may
be indicative of their preference for spoken
rather than sign language after initial denial
and grief.

Screening the hearing of newborn
babies allows prompt detection of congeni-
tal and early onset deafness, for optimal
development of speech and language devel-
opment.4 Until such a programme becomes
available, doctors should follow the lead
from parental suspicion especially as part of
ongoing surveillance to detect children with
late onset deafness. The World Health
Organization’s current initiatives for afford-
able hearing aids and support services in
developing countries should encourage the
development of auditory-verbal interven-
tion services.5

Bolajoko O Olusanya research fellow, Academic Unit
of Audiological Medicine
b.olusanya@ich.ucl.ac.uk

Linda M Luxon professor, Academic Unit of
Audiological Medicine
Sheila L Wirz professor, Centre for International Child
Health
Institute of Child Health and Great Ormond Street
Hospital for Children NHS Trust, University
College London, London WC1N 1EH
The full paper from which this letter is derived is
available at http://bmj.bmjjournals.com/cgi/
eletters/315/7119/1327/j[95290
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Branding treatment of children
in rural India should be banned
Editor—Branding or inflicting burns over
the body as a remedy for various illnesses is
a harmful practice prevalent in rural India.
The common instrument used is a heated
metal piece, and the main ailments include
pneumonia, jaundice, and convulsions. Chil-
dren, including neonates, are worst affected
by this superstitious practice, which causes
serious morbidity and delays in seeking
proper medical care.1–3

Many children under 5 years of age who
attended the out patient department of
Jawaharlal Institute Rural Health Centre at

Ramanathapuram village in Pondicherry
were noted to have scars from branding over
the chest. Subsequently, a house to house
survey of the entire village was done to study
the problem.

Of 144 children under 5 years, 20
had been branded for either pneumonia or
convulsions, and eight had been branded
prophylactically against pneumonia. All of
them belonged to Hindu families, illiterate
parents, and families in lower socioeconomic
groups.

In depth interviews with the parents of
the branded children and discussions in two
focus groups including non-formal leaders,
youth, and social workers of the village were
conducted in the local language (Tamil)
about this practice.

All 28 children had been branded by a
native healer in another village Ariyankup-
pam, 10 km away. One of the branding
sessions was also witnessed (figure). The
people believed that the evil potion comes
out through the branding sites, curing the
disease. Most of the parents interviewed
were also branded in their childhood, and
there is a tendency for this practice to be fol-
lowed through generations.

Inflicting burns on normal children is a
non-scientific painful procedure and is unac-
ceptable. The practice of putting saliva and
ash or herbal paste on burn wounds adds to
the morbidity.

The prevalence of these superstitious
practices during a period of advancing
medical technology calls for more vigorous
efforts for health education and provision of
better health services for the rural popula-
tion. Stringent laws should be enforced to
ban this harmful practice.4

B Adhisivam senior resident, department of paediatrics
adhisivam1975@yahoo.co.uk

Roy Gowtham professor, department of preventive and
social medicine
Jawaharlal Institute of Postgraduate Medical
Education and Research (JIPMER), Pondicherry
605 006, India
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Responses to parental questionnaire (n=363)

Question No (%) 95% CI

Who first detected or suspected your child’s problem (n=357):

Parent 289 (81) 76.5 to 84.9

Relation 18 (5) 3.1 to 8.0

Neighbour 13 (3) 2.0 to 6.3

Doctor/health worker 31 (9) 6.1 to 12.2

Friend 4 (1) 0.4 to 3.0

Other 2 (1) 1.1 to 2.2

When did you first notice that your child had hearing problem (n=359):

0 – 6 months 42 (12) 8.7 to 15.6

6 months – 1 year 89 (25) 20.5 to 29.7

1 – 2 years 142 (40) 34.5 to 44.8

2 – 5 years 70 (19) 15.6 to 24.1

After 5 years 16 (4) 2.7 to 7.3

How did you first notice that your child had hearing problem (n=314):

Failure to respond to sound 153 (49) 43.1 to 54.4

Failure to respond to own name 58 (18) 14.4 to 23.3

Observed speech and language delay 50 (16) 12.2 to 20.6

Observed speech and language defects or unintelligible speech 3 (1) 0.2 to 3.0

Failure to obey simple commands e.g. No, Come, Sit down, Bye-bye etc. 33 (11) 7.4 to 14.6

Other 17 (5) 3.3 to 8.7

What did you first do to help your child (n=315):

Consulted a medical doctor 243 (77) 72.1 to 81.7

Sought spiritual healing 15 (5) 2.8 to 7.9

Took child to school for the deaf 24 (8) 5.0 to 11.3

Waited to see if the problem would resolve 24 (8) 5.0 to 11.3

Did not know what to do 4 (1) 0.4 to 3.4

Other 5 (1) 0.6 to 3.9

Has your child ever used hearing aids (n=247):

Yes 49 (20) 15.1 to 25.4

No 198 (80) 74.6 to 84.9

Branding treatment (reproduced with consent of
parent)
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