
high cost of stenting and high pressure balloon dilatation over
conventional angioplasty in all cases. None the less, this route to
successful percutaneous coronary revascularisation has been
truly revolutionary.
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Lactational amenorrhoea method for family plannin

Prnvides high protectionfrom pregnancyfor thefirst six months after delivery

It has long been known that breast feeding can delay the return of
fertility, but until recently the conditions under which women
could rely on this phenomenon were unclear. In August 1988 an
international group of scientists gathered in Bellagio, Italy, to
review the scientific evidence related to the effect of breast feed-
ing on fertility.' 2In what came to be known as the "Bellagio con-
sensus," they concluded that women who were fully or nearly
fully breast feeding and amenorrhoeic had a less than 2% risk of
pregnancy in the six months after delivery.

Subsequently, several groups have collected further data on
risks of pregnancy among breast feeding women in relation to
time after delivery and feeding patterns.`7 Their results,
including those from Ramos and colleagues reported in this
week's BMJ (p 909)7 as well as other relevant research,8-'0 were
reviewed in December 1995 at a second Bellagio conference.
This confirmed the conclusions of the original Bellagio
consensus I1: women who are fully or nearly fully breast feeding
are at very low risk of becoming pregnant in the first six
months after delivery as long as they remain amenorrhoeic-
indeed, the observed cumulative life table rates ofpregnancy at
six months were less than 2%. In studies that included the
promotion of appropriate breast feeding practices, the
percentage ofwomen still amenorrhoeic and fully breast feed-
ing at six months after delivery was higher than in control
groups not receiving such support."2 13
From the research done to date, the experts participating in

the second Bellagio conference (who included two authors of
the paper by Ramos et ao also concluded that whereas amen-
orrhoea is an absolute requirement for ensuring a low risk of
pregnancy, it might be possible to relax the requirement of full
or nearly full breast feeding.4 10 14 15 It may also be possible to
extend the duration of use beyond six months without
jeopardising effectiveness.'0 14 15 Additional research is needed
to establish the conditions under which these modifications to
the Bellagio consensus could be made.

In 1989 a method of family planning for women was
defined, based on the Bellagio consensus. It was called the lac-

tational amenorrhoea method, and guidelines for its use were
developed.'6 These guidelines include the three criteria
mentioned above-amenorrhoea, full or nearly full breast
feeding, and protection limited to the first six months
postpartum-all of which must be met to ensure adequate
protection from an unplanned pregnancy. The guidelines
include the advice that women who no longer meet these three
criteria, or no longer wish to use the lactational amenorrhoea
method, should immediately start to use another method of
family planning if they wish to avoid pregnancy.
As well as the study by Ramos et al, several other reports

have been published on the lactational amenorrhoea
method,6 12-18 but experience is still limited. Additional
research is needed to determine its effectiveness and
acceptability under field conditions, to evaluate the implica-
tions of running a programme of the lactational amenorrhoea
method for services catering for mothers, and to assess the
impact of reliance on lactational amenorrhoea on subsequent
use of other family planning methods, especially among
women who would not otherwise attempt family planning. As
indicated earlier, the guidelines for use of lactational amenor-
rhoea promote the adoption of other methods of family
planning as soon as the six month period of protection has
ended,'6 and it is therefore conceivable that using lactational
amenorrhoea may increase subsequent use of contra-
ception.'9
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Barriers to evidence based policy

Health promotion in primary care changes again

This month the policy for health promotion by Britain's gen-
eral practitioners is changing again, for the third time since
1990. Decisions about health promotion will now be devolved
to local general practitioners and health authorities. Effective
health promotion depends on a close relation between science
and policy. However, these repeated policy changes, tenuously
informed as they have been by scientific evidence, illustrate
some of the barriers to this relation.'

In 1990 specified health promotion activities, such as three-
yearly health checks and health promotion clinics, became part
of the new general practitioner contract. The contract was
widely criticised for its lack of scientific basis, and it caused an
exponential increase in health promotion payments to general
practitioners.2 In 1993 the government abolished health
promotion clinics and three yearly checks and replaced them
with the health promotion banding system. This was an
improvement because it clearly identified health priorities
(cardiovascular disease and stroke), but it put the emphasis on
paying general practitioners for collecting data rather than for
intervening.1 Continued dissatisfaction with the system has led
to the latest changes.What does this case history show us about
the failure of policy to reflect scientific evidence? There are
three main issues: the complexity of the scientific evidence, the
intricacies of the policy process itself, and the influence of
political priorities.
The scientific evidence for health promotion is complex.

Despite a huge amount of research on the prevention of
cardiovascular disease and stroke in general practice, many ques-
tions remain unanswered, particularly regarding the effectiveness
and cost effectiveness of primary prevention.3 Health promotion
clinics were introduced without waiting for the results of two
major trials that were already under way.4 5Moreover, when these
were published the debate that followed showed that scientific
results can be given widely differing interpretations.2 6Even when
a scientific consensus is reached, Britain has no explicit and sys-
tematic way ofincorporating it into policy. This contrasts with the
United States and Canada, where independent national bodies
have been set up specifically to provide summaries of the
scientific evidence on health promotion.78
At the centre of this debate is the actual process by which

policy is formulated. For health promotion in general practice,
the central policy making community is dominated by the
General Medical Services Committee and by the branch of the
NHS Executive concerned with the general practitioner contract.
Inevitably negotiations are sensitive and secret, and general prac-
titioners' pay is a major consideration. This makes for a closed
process that is dominated by contractual matters and relatively
inaccessible to scientific influences.9 While there are many other

bodies that have an interest in the prevention of cardiovascular
disease in primary care-including the Royal College of General
Practitioners, academic departments, and organisations such as
the Coronary Prevention Group and the National Forum for
Coronary Heart Disease Prevention-they have no direct
influence on policy. This makes for a profusion of opinions but no
single authoritative voice, leading to an informal and diffuse rela-
tion between science and policy.
A further aspect of the policy process concerns the role of

medical civil servants. This group performs the crucial
function of translating scientific evidence into policy advice to
ministers. A recent review by the Departmnent of Health recog-
nises that good quality scientific advice depends on the calibre
and organisation of medical civil servants.10 Factors such as
frequent changes in post or lack of experience in a particular
field may militate against good quality advice. As staff
numbers in the Department ofHealth are being reduced, there
is an increasing danger that medical civil servants will be over-
stretched and will lack the necessary expertise. Furthermore, a
civil servant's primary duty is to serve ministers, and advice to
ministers is confidential. This secrecy means that when there
are policy failures it is difficult to distinguish between poor sci-
entific advice by civil servants or poor decision making by
politicians, perhaps influenced by political imperatives.'"

Political values may give higher priority to economic or
electoral issues than to health or scientific validity. Such priorities
have been influential in the development of health promotion
policy for general practitioners. In 1990 the inclusion of health
promotion in the new contract reflected a political view that pre-
vention was popular and cheap."2 This view was used to legitimise
changes in the health service that were unpopular with the medi-
cal profession and for which the scientific evidence was limited.
The emphasis on financial incentives as the best method of influ-
encing clinical practice was another example of ideology prevail-
ing over evidence in the late 1980s. When the 1990 contract had
to be revised urgently, this again militated against strategic
evidence-based tiinking, this time because ofthe pressing need to
control expenditure.

While it would be naive to suppose that policy can be
independent of political influences, some changes at the national
level could increase the evidence basis of policy. Firstly, scientific
evidence is easier to ignore when there is no explicit consensus: an
authoritative independent body providing consensual scientific
advice on health promotion could provide a way of addressing
both scientific uncertainty and the vagaries of politics. Secondly,
the Department ofHealth needs to be more open: if the scientific
evidence on which policy decisions are based was made clear, the
scientific community could contribute more directly to the policy
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