
time of his or her arrest. There is no evidence that medical
records are included.
As long as the purpose of storing knowledge about

contagious disease affecting a convicted person or one
suspected of having committed a crime is limited to the
objectives outlined above, there can be little antipathy to the
policy on grounds of principle. Moreover, it could be argued
that the police service has not discharged the duty of care it
owes to operational police officers if it fails to provide
warnings of contact with known infective people. Although
the police understand that having such knowledge may not
protect them against infection, it allows them to be counselled
and possibly given prophylaxis with zidovudine when their
work has put them at risk.9
The situation is comparable to that of forensic pathologists

performing necropsies on victims of violence.4 No one would
deny them the advantages of knowing whether they were at
risk of infection before proceeding. The police are entitled to

the same protection; there is no reason why they should not
receive it provided that offenders' rights to privacy are
protected at the same time. On current evidence, this balance
is being achieved.
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Treatment of elderly patients with breast cancer

Tamoxifen alone is no longerjustified

Over one third of all breast cancers occur in women over 70.
Although these elderly women have often been excluded from
breast cancer trials, women aged 70 have a life expectancy of
14 years.' Despite a widely held view that breast cancers in
elderly women are less aggressive there is little evidence to
support this.2 3

Uncontrolled studies published in the early 1980s suggested
that tamoxifen as the sole treatment was effective for elderly
patients with breast cancer.7 Since then increasing numbers
of elderly patients have been treated in this way. Follow up
has usually been short, and one study, which followed up
patients for at least five years, has cast serious doubts on the
efficacy of tamoxifen alone in these elderly patients.8 In that
study tamoxifen did not 'control local disease in 62% of
patients to the time of death or most recent follow up. Only
patients whose cancers responded completely to tamoxifen
achieved a satisfactory rate of local control at five years.

Although immunocytochemical- assays can predict the
response to tamoxifen,9 deciding with certai'nty which
patients will have a worthwhile response is not possible. Other
markers of response, such as epidermal growth factor'0 and
transforming growth factor 1B1,1" are currently being studied.
Two prospective trials compared tamoxifen with surgery in

elderly patients and came to opposite conclusions. In a study
of patients randomised to surgery or tamoxifen, Gazet et al
reported no difference in time to disease progression between
the two groups and concluded that tamoxifen was effective as
first line treatment. 12 This study has been criticised because of
its small numbers and large proportion of inoperable tumours
and because most patients randomised to surgery had wide
local excision. This is probably inadequate local treatment,
particularly for large tumours. Robertson et al randomised
patients to receive either wedge mastectomy with excision of
affected nodes or tamoxifen alone. 13 Significantly more
patients receiving tamoxifen required a change of manage-
ment for local progression of disease.

Only one published trial compared tamoxifen alone with
surgery and tamoxifen. 14 At a median follow up of 42 months
patients who had received the combination of surgery and
tamoxifen had a small but significant survival advantage.
Most patients undergoing surgery had wide local excision;

one in four had a mastectomy. After 34 months local
recurrence rates were more than five times higher in the
patients treated by wide local excision than in those under-
going mastectomy.'4 A study comparing modified radical
mastectomy with wide local excision and tamoxifen reported
a survival advantage for the mastectomy group.3 This
study also showed more local recurrences after wide local
excision. Contrary to some proposals'5 these trials suggest that
wide local excision without postoperative radiotherapy is not
satisfactory local treatment for elderly patients with breast
cancer.
What are the results of mastectomy in these elderly

patients? The average mortality in elderly patients under-
going mastectomy is less than 1%,316I8 which has led some
authors to suggest ti.at elderly patients should be treated by
surgery. Simple mastectomy alone in these elderly patients
seems associated with an unacceptable rate of axillary relapse
when compared with a modified radical mastectomy.318
Importantly, modified radical mastectomy does not seem to
be associated with a higher postoperative mortality than the
lesser operation.3 Little justification therefore exists for the
continued use of simple mastectomy alone in managing these
patients. There are few data relating to treatment of elderly
patients with radiotherapy because of the reluctance to treat
these patients with this method.2 There is no evidence,
however, to suggest that they tolerate radiotherapy less well.

Clearly, elderly patients with breast cancer should receive
treatment that effectively controls disease long term. The
unselected use oftamoxifen alone in such patients is therefore
no longer justified. Patients with operable breast cancer who
are fit should have either wide local excision and radio-
therapy'9 or a modified radical mastectomy. They should also
receive adjuvant tamoxifen as it has been shown to improve
the control of local disease and survival in postmenopausal
women.20 21

In patients unfit for a general anaesthetic tamoxifen alone is
satisfactory treatment for those whose tumours test positive
for oestrogen receptors. This assay is now widely available
and can be performed on the same fine needle aspirate as that
taken to establish the diagnosis.9 Where this assay is not
available or when the tumour is negative for oestrogen
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receptors patients should have some other form of local
treatment, either wide local excision under local anaesthesia
or radiotherapy, or both.

For locally inoperable disease combined radiotherapy and
tamoxifen is probably the best treatment. In metastatic
disease, knowing the oestrogen receptor status is useful
because tamoxifen is unlikely to be effective in tumours that
are negative for the receptors. In such patients palliative
chemotherapy may provide worthwhile responses without
appreciable toxicity.2223
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Managing infants who cry persistently

Support services need to be developed while promising leads are pursued

During the first postnatal year persistent crying by apparently
healthy babies is a common source of distress among families
and referral to health services and has been linked to child
abuse.' Three treatments exist: drugs, diet, and changing
parental behaviour. Another approach is to help parents cope
with the crying rather than to treat it.
Ofthe various drugs that have been tried, only dicyclomine

hydrochloride has consistently proved effective, reducing
crying in most cases.23 Its manufacturers, however, discour-
age its use in infants because of reports of adverse reactions
and death. A high response to placebo is characteristic ofdrug
studies.4
The belief that pain related to digestion (colic) causes

crying has produced many reports but little evidence. Gastro-
intestinal symptoms may also result from rather than cause
persistent crying. The possibility that intolerance of cows'
milk causes crying in a subgroup of infants has, however,
received support from two controlled studies,56 although the
clinical importance of these findings is not yet clear. Such
intolerance seems rare, occurring in about one in 30 infants
overall, compared with the one in five referred for persistent
crying or colic.'67 It may occur in both bottle fed infants and
breast fed infants (through maternal ingestion of cows' milk).
There is no way of distinguishing the intolerant infants

from others who cry persistently. Moreover, although crying
improves after treatment, it continues intermittently and at a
higher level than normal.5 Forsyth recommends that if
changes in the formula are contemplated parents should be
counselled that the intolerance is probably short lived, so that
their baby won't necessarily be "allergic" in the longer term.5
Both published studies replaced cows' milk with a hydrolysed
casein formula; Lothe and Lindberg caution against using
alternatives based on soya.6
With regard to parental behaviour, it seems unlikely that

most parents of crying babies differ substantially from other
parents in their approach to care. For example, maternal
experience-a powerful predictor of maternal confidence and
behaviour-seems irrelevant: firstborn infants do not cry
more.' Similarly, leaving babies to grizzle and settle is
common and not a good predictor of later crying levels.8 In
some cases, however, extremes of parental behaviour or
failure to read individual infants' needs may be responsible.

Although studies of behavioural intervention have shown
that rhythmic stimulation and movement soothe crying,
whether these prevent or reduce persistent crying in the
longer term is not known. In a controlled study Hunziker and
Barr found that carrying infants for an extra two hours a day
from the third postnatal week greatly reduced crying, partic-
ularly in the evenings at around 6 weeks of age.9 A recent
attempt partially to replicate this study in the community,
however, was unsuccessful (1 St James-Roberts and R G Barr,
unpublished findings). Barr and colleagues also found that
such carrying was ineffective in treating infants referred for
excessive crying."

Rather than modifying carrying, Taubman designed a six
point treatment to increase the amount of responsive care and
stimulation provided by parents. This proved better than
reducing stimulation" or eliminating cows' milk or soya
milk. 2 By contrast, McKenzie found that admission to
hospital and "reduced" stimulation lessened crying in a
subgroup of referred infants.'3 As this approach seemed
designed to make stimulation more sensitive and contingent
rather than to withdraw it, the inconsistency with Taubman's
approval may be more apparent than real. Unfortunately,
neither researcher provided evidence that the interventions
were implemented-the changes in parental behaviour are
therefore unknown.
When parental care falls within normal limits the alterna-
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