
immigrants is great. Most Pakistani girls are
brought up in surroundings shunned by men.
Most go to strict girls' schools, colleges, and even
medical schools. Therefore most women find it
hard to express themselves in front of men, let
alone to be examined by a man for gynaecological
reasons.

Secondly, I sadly admit that an appalling concept
is prevalent even among educated men. They
regard sons as a blessing and consider the woman
responsible for the birth of the male child. A
woman who cannot give birth to a boy in two or
three deliveries can find her marriage in difficulties.
Therefore a patient in labour enters in the labour
room mostly without any antenatal care and
frightened not only of the birth itself but also of the
response of her husband and in laws in case a girl is
born. During my final year I witnessed a woman
who went into shock when she was told about the
birth of her twin daughters. Such stress might
contribute to the high maternal mortality. After
that every new person in the labour room was
instructed not to tell the patient about the sex of
the baby unless her condition was pretty stable
after the third stage of labour.

Thirdly, Pathans, the residents of the northern
province, regard only sons as their true offspring.
Hence a mother of two sons and two daughters
would claim to have only two children. It has to
be inquired into properly because this sort of
misunderstanding once led to a senior house officer
putting up an infusion of oxytocin for a grand
multipara. Fortunately, no disaster ensued.

Finally, I was surprised that Dr Mann did not
mention one big problem faced by the doctor on
duty-that most of the patients do not remember
their last menstrual period at all or remember it
only in relation to a local fair or other event,
sometimes making it impossible to calculate the
likely date.

I hope these few words help doctors dealing
with immigrant populations to understand the
background to their problems and help the doctors
to solve them. Many of these concepts do not have
a religious base (and indeed not all Pakistanis share
them) and thus can be helped by gentle and careful
cdscussion.

AMTUL RAZZAQ SAMI

University of Sussex,
Brighton BN1 9QG
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Plasma cholesterol, coronary
heart disease, and cancer
SIR,-It is of interest to consider the recent evi-
dence' on cholesterol and cancer in a wider inter-
national context. In rural China plasma cholesterol
concentrations are far lower than in the United
Kingdom or United States and coronary heart
disease is rare. A survey of mortality rates and of
biochemical characteristics in 65 rural Chinese
counties has recently been completed.2 In each
county the plasma cholesterol concentration was
estimated as the mean of a systematic sample of 100
men and women aged 35-64 in 1983. The overall
mean was 3-3 mmol/l. Counties were divided into
three groups with respect to this estimate ofplasma

Cancer mortality and plasma cholesterol in rural China

Mean plasma No of rural Chinese
cholesterol in 100 counties sampled Average of county Average of county Average of county
adults per county in this range of cholesterol values cancer rates* in lung cancer rates

(mmol/l) cholesterol in 1983 1973-5 in 1973-5

<3-1 23 2-9 8% 05%
3-1-3-5 23 3-3 8% 0 5%
>3-5 19 3-8 11% 0-6%

*Cumulative mortality from cancer by age 65, in the absence of other causes of death.3 (The comparable figure of
England and Wales in 1973-5 was 8%.)

cholesterol, the middle group comprising 23
counties with mean plasma cholesterol 3-1-3-5
mmoVIl. There was no evidence that those with
particularly low plasma cholesterol concentrations
had high cancer rates (see table). This provides
crude evidence that even cholesterol concentrations
much lower than in Britain are not associated with
any gross increase in cancer-indeed, if anything,
the opposite trend was indicated.
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HDL as an independent risk
factor in British men (and
women)
SIR,-The latest findings from the British regional
heart study' show that high density lipoprotein
(HDL) cholesterol is an independent risk factor
for ischaemic heart disease in British men. This
contrasts with the earlier report from this study,
entitled "High density lipoprotein cholesterol is
not a major risk factor for ischaemic heart disease
in British men."2 We' and others' criticised the
earlier study with regard to both the laboratory
methods and data analysis and stated that the
conclusions embodied in the title were premature.
It is unfortunate that such a provocative title
has entered the literature and has undoubtedly
influenced current attitudes to this subject in the
United Kingdom.
Dr John Betteridge's accompanying leading

article is a useful summary of contemporary
thinking,' emphasising as it does both the clinical
value of high density lipoprotein cholesterol
concentrations and the pitfalls associated with
their measurement. Nevertheless, neither this
editorial nor your recent one on the influence
of oral contraceptives on lipid metabolism8
adequately addresses the issue of high density
lipoprotein subfractions. This is particularly
relevant when considering oral contraceptive

users, who may have normal or even increased high
density lipoprotein values despite a fall in the level
of the clinically more important HDL2 fraction.9

Ischaemic heart disease is seen in patients
without hypercholesterolaemia, and the investiga-
tion of other factors, particularly high density
lipoprotein and its subfractions, remains im-
portant.' This is especially so in women, in
whom, as in men, ischaemic heart disease is the
major cause of death and in whom high density
lipoprotein cholesterol is a strong predictor of
future disease."
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Omeprazole and cimetidine in
treating ulcers of the body of
the stomach
SIR,-The Danish Omeprazole Study Group'
showed that omeprazole (30 mg/day) is just as
effective as cimetidine (1 g/day) in healing gastric
body ulcers, even though the 95% confidence
intervals were in favour of omeprazole at four
weeks of treatment.

In the first controlled study comparing omepra-
zole with another H2-receptor antagonist ranitidine
in a subgroup of patients with gastric body ulcers
the two drugs induced similar healing rates.2 In
contrast, in a recent trial omeprazole not only
healed gastric ulcers better than ranitidine but
also was superior at a dose of 40 mg/day than
20 mg/day. On the basis of this finding the Danish
Omeprazole Study Group argued that the compar-
able data obtained with omeprazole and cimetidine
might be owing to the use of omeprazole at
30 mg/day and speculated that a dose of 40 mg/day
might have improved the results.

Is there really, however, a pathophysiologic
rationale in using high doses ofomeprazole in these
types of patients? Firstly, omeprazole 30 mg/day is
the optimal dose for a maximal decrease of 24 hour
gastric acidity.4 Secondly, patients with ulcers in
the body of the stomach generally have lower than
normal rates of acid secretion,' and thus extremely
potent doses of antisecretory drugs should not
be necessary. As the only therapeutic effect of
omeprazole is in suppressing acid secretion the
results of Walan et al are surprising3; proposing
such a high dose for treating ulcers of the body of
the stomach does not seem to be advisable. The
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conflicting results obtained in these controlled
trials on the efficacy of omeprazole in gastric body
ulcers may conceivably depend on the fact that
this drug acts only partially through correcting
the pathophysiological alterations that seem to
predominate in this disease.
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Dopa responsive dystonia
SIR,-The onset after birth and the progressive
course of the illness in the patients reported by
Drs Kathryn Boyd and Victor Patterson' do not
necessarily preclude a diagnosis of cerebral palsy.
Motor patterns may occasionally change with

time in patients with cerebral palsy.2 Several
authors have emphasised that, although cerebral
palsy is usually due to a non-progressive cerebral
insult, the clinical expression is not inevitably un-
changing, or non-progressive.24 The evolution
from hypotonia in early infancy to spasticity in
later life has been well documented.5 Progressive
dystonia or choreoathetosis, or both, may develop
within the first two decades in children who appear
initially to have a static encephalopathy. In the
patient reported by Montagna et al abnormal
movements developed in the fifth year of life
after birth anoxia; the movements progressively
worsened and were resistant to drug treatment,
including levodopa.4

In contrast to the lesson given by Drs Boyd and
Patterson that dopa responsive dystonia may be
misdiagnosed as cerebral palsy, other authors' 4
have emphasised the converse-for example,
that some patients diagnosed as having dystonia
musculorum deformans (and presumably also dopa
responsive dystonia) may have cerebral palsy.
Clearly, the differential diagnosis of early
onset and progressive dystonia must include both
disorders.
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SIR,-We have recently come across another case
of dopa responsive dystonia,' which had this time
been labelled as psychogenic.
A 24 year old woman developed inversion

posturing of the right foot at the age of 12 such that
her shoe was rapidly worn down along the outstep.
By 17 her right leg had stiffened and she walked

with the ankle plantar flexed. Over the next three
years the left leg became similarly affected and she
appeared to be walking on tiptoe. A notable feature
was the considerable variability in the symptoms.
She was seen by several consultants in various
specialties, and at the age of 19 a psychogenic
disorder was diagnosed. In the five years before
presenting to us her gait became even more bizarre
with opisthotonic like arching of the spine, such
that she required support to walk to prevent her
falling over backwards. The symptoms remained
variable. There was no family history of any
movement disorder. Examination confirmed
abnormal posturing in the sitting position, but
careful assessment of tone did not reveal any
extrapyramidal increase. There was no brady-
kinesia.
The patient started taking Sinemet 110 (levo-

dopa 100 mg, carbidopa 10 mg), one tablet three
times a day, and after two weeks was walking
almost normally. Withdrawing the Sinemet
caused symptoms to recur after four days and its
reintroduction rapidly led to their resolution. The
patient has remained well and in full time employ-
ment with this treatment.
The misdiagnosis of dystomna as a psychiatric

disorder is well recognised.' Progressive dystonia
with diurnal fluctuation is also very uncommon
(three out of 932 patients with dystonia in one
series3). In our experience dystonia is rarely
misdiagnosed as cerebral palsy and is much more
commonly thought to be psychogenic, particularly
in the early stages. We agree with Drs Boyd
and Patterson that a greater awareness of dopa
responsive dystonia is needed and would include
psychiatrists as another group requiring some
knowledge of this condition. However, as it is so
uncommon, referral to a neurologist should be
essential to allow greater treatment experience to
emerge.
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Practice annual report

SIR,-The advice given by Dr Stefan Cembrowicz'
is timely in view of the government's proposals for
making the production of an annual report part of
every general practitioner's terms and conditions
of service.2
We thoroughly endorse his observation that

producing an annual report acts as "a painless
introduction to simple performance review." We
were, however, rather disappointed to find only a
passing mention of short or long term objectives
for his practice.

In the Oxford general practice outcomes project
a framework is being developed whereby an annual
report is centred on a set of mutually agreed
objectives. The objectives might be long term and
overarching-for example, to improve access to
services offered by the practice-or short term and
specific-for example, to establish a diabetic
register in 1989.
The objectives are related to the skills that the

practice staff should possess, and they should
encompass the three aspects of the service that
contribute to good quality care-the structure or
resources of the practice, the process or activity of
the practice, and the outcome or results. The last of
the three is the most difficult to measure but is in
our opinion the most crucial aspect of quality.

As it would not be possible or even desirable to
audit every objective every year establishing a set
of "tracer" objectives that encompass structure,
process, and outcome and relate to different skills
in different areas of the service is advisable. These
objectives might be changed every few years to
prevent boredom. Setting objectives, making them
central to the annual report, and reviewing progress
towards them subsequently helps to establish a
clear framework in which all those who work in the
practice can strive to improve quality. We are
interested to hear about other work on objective
led annual reports.
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Burns from a tumble drier
SIR,-With respect to the article by Messrs K
Herbert and S K Varma' I would like to report on a
3 year old girl, who presented at this hospital's
casualty department in September 1988.

Apparently, she had been playing that evening
and her clothes had been wet. She placed these in
the tumble drier and then climbed in herself,
managing to close the door behind her. Her father
found her and brought her to the hospital, a delay
of about 10 minutes, where I was the senior house
officer on duty. On arrival she was diagnosed
as having a cardiorespiratory arrest. She was
resuscitated and intubated, but although she
developed a cardiac output, she never showed
spontaneous respiration. There was evidence that
she had vomited and aspirated and there were full
thickness burns to her hands and buttocks. She
remained hypotensive despite vigorous fluid
replacement with plasma protein fraction and
crystalloid. She was then transferred to the regional
paediatric unit, the Royal Belfast Hospital for
Sick Children, where she was found to have
developed a disseminated intravascular coagulo-
pathy, and she subsequently died that night. I
wholly agree, therefore, with the recommendations
of Messrs Herbert and Varma for greater safety
precautions with these domestic appliances.
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Tetrahydroaminoacridine in
Alzheimer's disease
SIR,-Dr Jane Byrne and Professor Tom Arie's
editorial' prompts us to report the effect of
physostigmine in another poorly understood
syndrome, that of Cheyne-Stokes respiration. We
suggest that this might be an expression ofa similar
deficit in the cholinergic system.

After a mild left hemiparesis a frail 92 year old
normotensive woman who was taking digitalis for
atrial fibrillation developed ischaemic gangrene of
her right foot and leg. The leg was amputated
through the knee without preoperative medication
under spinal analgesia. She was alert and cheerful
throughout, vital signs were unaffected, and blood
loss was minimal.
Two hours after the operation, after the effects

of the analgesia had worn off, she became
stuporous with Cheyne-Stokes respiration (Glas-
gow coma scale score >82). She was cold and
clammy (axillary temperature 35 6°C), and she had
pinpoint pupils. Her pulse rate and volume and
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