
outcome but the one that produces the outcome
that the patient favours. When patients are men-
tally incompetent an advance directive may
express their wishes. Having ascertained that the
directive was made in the light of knowledge of
the medical facts and a clear understanding of
the implications, doctors should be morally and
legally obliged to respect the patient's wishes.
The concern that developments in treatment

will not be accommodated is unrealistic. Sudden
cures for incurable diseases are regrettably rare.
If a previously untreatable disease became treat-
able, however, I believe that the courts would
support a doctor who disregarded an advance
directive drawn up before the treatment was
available.
A more regular occurrence in my practice is

that I wish to know an unconscious patient's
views on what is an acceptable quality of life,
given that he or she is now critically ill in an
intensive care unit. Often the best we can achieve
is survival with severe neurological damage or
other impairment. Once we have ensured
survival with aggressive, unpleasant, and costly
treatment and have delivered a quality of life that
is unacceptable to the patient neither we nor the
patient can undo the harm.
An increasing number ofpatients express their

wishes about limitation of treatment before their
admission to our unit. Often they are former
patients who found the quality of life on
discharge barely acceptable and cannot contem-
plate survival with additional physical or mental
impairment. I am happy to respect those wishes,
as I would like my wishes to be respected were I
in that position. I see no difference between this
scenario and that of a Jehovah's Witness who
refuses a blood transfusion-a situation in which
the law and medical ethics are quite clear.2When
a patient's wishes require a doctor to act contrary
to his or her conscience the doctor must refer the
patient to another practitioner. The alternative,
of doctors carrying out treatments contrary to
the patient's stated wishes and getting away with
it because the patient is not mentally or
physically competent to resist, is something that
no doctor or the BMA could sanction.
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Coffee intake and death from
coronary heart disease

Coffee may have both short and long term
effects

EDrroR,-I Stensvold and colleagues found that
a previously reported association between coffee
consumption and mortality from coronary heart
disease had been weakened by six more years of
follow up, and they suggest that this could be due
to a decreased intake of boiled coffee.' When,
however, they excluded subjects who were
referred to a doctor because of their coronary
risk, and when they analysed more than 23 000
subjects included some years later in an identical
study (thus using a more recent evaluation of the
distribution of risk factors), the coefficlient for
coffee drinking was slightly higher.
Between 1990 and 1992 we performed two

case-control studies in patients with first confirmed
acute myocardial infarction and ischaemic stroke

Table 1-Odds ratio of myocardial infarction and ischaemic stroke according to daily coffee intake

Myocardlal infarction lschaemic stroke

Odds ratio* Odds ratio*
Daily coffee Intake (95% confidence (95% confidence
(cups) Cases/controls Interval) Cases/controls interval)

0 56/97 1.0 57/57 1.0
1 91/134 1.0 61/80 0.6 (0.3 to 1.2)
2 121/156 1.1 (0.6to 1.8) 63/59 1.4 (0.7to2.8)
3 90/59 1.9 (1.0 to 3.4) 30/25 0.7 (0.3 to 1.7)
4 66/32 2.9 (1.3 to 6.5) 10/14 0.6 (0.2 to 1.7)
>_5 89/35 3.8 (1.8 to 7.9) 16/2 15.3 (2.4 to 97.5)

*Conditional multiple logistic model adjusted for social class, education, alcoholic beverages, smoking habit, diabetes mellitus,
hypertension, blood cholesterol concentration, body mass index, physical activity, and family history of myocardial infarction and
stroke.

confirmed by computed tomography; these were
conducted in parallel and with the same opera-
tional characteristics (same hospitals, interviewers,
etc) in Abruzzo (southern Italy). Altogether 513
patients with acute myocardial infarction (median
age 58) and 237 with ischaemic stroke (median age
63) were recruited along with hospital controls
(matched by five year age group and sex) with
acute diseases not related to cardiovascular risk
factors. Our results (table 1) accord with those of a
recent meta-analysis2 and with the first six years of
follow up in Stensvold and colleagues' cohort study
and support the existence of a short term effect of
coffee intake. No clear relation could be found
between coffee intake and ischaemic stroke, possi-
bly because ofthe low number ofsubjects with high
levels of coffee consumption who were older. In
Greenland's meta-analysis recent cohort studies
had more positive results than older ones, while a
fairly homogeneous increased risk was found in
case-control studies.2

Cohort studies cannot easily allow for the
changes in lifestyle habits that occur during follow
up: coffee intake peaks between ages 40 to 49 and
then declines,3 and assessment of coffee consump-
tion 10 or more years before death from coronary
heart disease may be a poor indicator of more
recent consumption.4 In addition, non-fatal cardio-
vascular events (for example, acute myocardial
infarction, angina pectoris, revascularisation proce-
dures) could result in patients stopping smoking as
well as reducing their coffee intake. The effect of
coffee intake in Stensvold and colleagues' study
(this information was collected at baseline) could
therefore have been weakened as follow up was
prolonged.

In summary, the eNistence of a short term effect
of coffee intake in addition to a long term one (on
atherosclerosis) cannot be easily dismissed. Nega-
tive results of cohort studies could be associated
with a modification of lifestyle habits (including
stopping drinldng coffee and lowering intake in
addition to changing the type of coffee consumed),
due either to aging of the cohort or a worsening
health status during follow up.
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Coffee drinking was compared with tea
drinking in monozygotic twins in 18th
century

EDrrOR,-One of the more peculiar attempts to
throw light on the question of whether drinking
coffee is bad for one's health' was carried out in
the 18th century by King Gustaf III of Sweden.
He is better known for instituting the Swedish
Academy, the august body of 18 (18 because the
king liked the sound ofthe Swedish word for that
number, ardeton) whom Alfred Nobel later
selected to award his prize in literature.
A pair of monozygotic twins had been

sentenced to death for murder. Gustaf III
commuted their death sentences to life imprison-
ment on the condition that one twin drank a
large bowl of tea three times a day and that the
other twin drank coffee. The twin who drank tea
died first, aged 83-a remarkable age for the
time. Thus the case was settled: coffee was the
less dangerous of the two beverages. The king, on
the other hand, was murdered at a masked ball in
1792 at the age of 45 and became the subject of
an opera by Verdi.
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Care management

Care programme approach constitutes
good management

EDITOR,-Max Marshall is correct in distinguish-
ing between "standard" case management and
"assertive community treatment."' Clearly, the
benefits suggested by research on assertive com-
munity teams cannot be expected for routine
community teams, which have lower ratios of
staff to patients. This does not mean, however,
that the care programme approach offers no
benefits to patients and their relatives. It is hard
to see how the components of the care
programme approach can be regarded as
anything but good practice for people with a
mental illness. Surely patients should have their
needs assessed and care plans recorded. And,
surely, any care that is instigated should be
reviewed and there should be one professional
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who monitors the care plan and to whom the
patient and relatives can turn. These principles
of care are appropriate for mildly depressed
patients seeing one doctor in an outpatient clinic
as well as for a patient with severe schizophrenia
who sees several professionals.

I believe that the current frustrations with the
care programme approach have arisen largely
because it has highlighted the fact that, in many
areas, good practice is impossible to implement
owing to insufficient resources. All too often
mental health services offer little more than reac-
tive, crisis driven care, with their high staff
turnover making continuity of care an impossible
aspiration. The care programme approach is
helping to show the true picture of mental health
services, and it is not a pretty picture.

Marshall points out that a recent controlled
trial reported a doubling of admissions to hospi-
tal after the introduction of the care programme
approach.2 Rather than being interpreted as a
failure of the approach, this may indicate that the
approach is doing its job-that is, helping
services maintain contact with patients and
drawing attention to unmet need, including the
need for admission to hospital. It is oversimplis-
tic to regard admission to hospital as a measure
of failure.

It is easy to criticise the care programme
approach, but can anyone suggest a better way of
developing proactive and comprehensive mental
health services into the next century?
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Case management confers substantial
benefits

EDITOR,-Max Marshall claims that case man-
agement is "a dubious practice...underevaluated
and ineffective...bedevilled by a tendency to
lump two different approaches under one
name."I He then bedevils it further by equating
care programming with "standard" case manage-
ment, and what is frequently referred to in the
American literature as case management as
'assertive community treatment." In a recent
editorial on the subject in the Lancet "case" and
"care" were used interchangeably.2
These terms are not difficult to distinguish,

and much is to be achieved by distinguishing
them. The meaning of case management evolved
rapidly, reflecting the context in which it
operated and increasing understanding of its
working. Initially the focus was on the coordina-
tion of care and obtaining access to support and
benefits by an office based administrator, who
often had no health or social services back-
ground. This model ("brokerage case manage-
ment") was soon recognised to be of limited
value in serious mental illness, and this was con-
firmed by controlled studies.3 Case managers
shifted their emphasis to more direct care ("full
support" or "clinical case management"), which
has become the dominant approach in the
United States.

Clinical case management increasingly
emphasises outreach, small caseloads, and a
broad clinical remit. Consequently, the term is
now virtually synonymous with what is done by
the assertive community treatment team (itself a
concept that evolved from "training in commu-
nity living"). These teams have been subjected to

over 13 randomised controlled trials, which have
overwhelmingly shown their value.4
The research evidence is therefore clear and

unusually abundant. Brokerage case manage-
ment (renamed care management in British
social services) is costly, with no added benefits
for patients,3 s and its adoption as policy in Eng-
land threatens to damage mental health social
work severely.2 Case management (clinical case
management) has been extensively researched
and confers substantial benefits.
Use of the care programme approach with

long term and complex problems arises logically
from the philosophy of case management, is
clinically coherent, and generates little contro-
versy. Insistence that every patient of the mental
health services should be included in this
approach is a bureaucratic diktat that perpetu-
ates confusion over whether it is clinically
derived practice or an administrative procedure.

All three processes have a clear clinical
identity. For two of them adequate evidence
exists to make informed decisions about their
value. For the care programme approach,
clinicians need to take responsibility for shaping
and researching it. Administratively coherent but
clinically nonsensical definitions should not be
allowed to confuse thinking or determine
practice.
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Administrative demands of care
programme approach

EDrTOR,-Max Marshall makes the point that the
care programme approach has never been fully
evaluated, and that its American counterpart,
case management, has not proved to be a
particularly successful approach.' In Britain,
some studies have claimed that the approach is
successful-for example, in tailoring care to
individual needs-whereas others have shown
that care programme approach fails to improve
outcome and has no effect on rates of suicide or
reoffending. 2 3
We investigated the implementation of this

approach within a mental health trust, studying
administrative demands and the opinions of
practitioners regarding the potential benefits and
problems. Our results suggest that the care
programme approach increases workload dispro-
portionately to its perceived benefits. The most
commonly cited problems included increased
demands of time and workload due to extra
administrative tasks and, perhaps more worry-
ingly, the consequent detraction from time avail-
able to spend with patients.
The same issues were highlighted in the obser-

vational component of the study, using a
multidisciplinary team meeting. These meetings
are now required to discuss and review the care
plans and complete the associated paperwork for
all clients, but data from one such meeting indi-
cates that this may not actually be feasible or
appropriate in terms of time and human
resources. In the one meeting studied, 110 min-
utes were spent discussing matters generated

solely by the care programme approach.
Fourteen practitioners were present, so this
amounted to a total of 1540 minutes (25.7
hours) of extra staff time. Previously the average
meeting time was 60 minutes; this meeting was
170 minutes long. Practitioners had accommo-
dated this added time commitment by cancelling
ward rounds and community visits. Therefore,
25.7 hours of time had been effectively taken
away from patients. During this time, only 13
patients were discussed.

In a trust currently dealing with over 7000
open cases, our preliminary results. suggest that
the demands the care programme approach puts
on the system are logistically impractical, if not
impossible.

It seems ironic that, in the current climate of
evidence based medicine, the care programme
approach continues to be not only advocated but
enforced, despite a lack of supporting evidence
for its usefulness. It would seem that this
approach is being pursued so relentlessly
because of its status as a government policy,
rather than on its own merit.
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Continuing transmission of
sexually transmitted diseases
among patients infected with
HIV

Qualitative study gave different results

EDITOR,-M A Catchpole and colleagues report
evidence of continued transmission of sexually
transmitted diseases in homosexual and bisexual
men infected with HIV-L.' They reach several
conclusions based on these findings, including
that (a) unsafe sexual practices are continuing in
substantial numbers of such men; (b) only a
minority of these cases of sexually transmitted
diseases are likely to be due to long term
infections, infections acquired during safer
sexual practices, or infections acquired in
relationships in which the partners are aware of
their infectious status; and (c) changes in sexual
behaviour after the diagnosis of HIV infection
are short lived or infrequent.
We recently completed a qualitative study of

the sexual health of HIV positive homosexual
and bisexual men; the results shed further light
on the debate concerning the sexual practices of
this group of patients. The study sample (n=40)
was recruited through community groups
(n=25) and HIV outpatient clinics (n=15)
covered by the Northern and Yorkshire Health
Authority. All the men in our study reported
regularly practising safer sex with casual partners
and partners whose status was unknown or
negative. Only three men reported isolated
incidents of unsafe sex with casual partners or
those ofunknown serostatus after their own HIV
infection was diagnosed. All other reports of
unsafe sex (n=8) occurred within regular
relationships where the partner was also positive.
Our participants typically reported that they
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