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Taking precautions with angiotensin converting enzyme inhibitors

Angiotensin converting enzyme inhibitors
are not proved to cause loss of renal mass

Eprtor—We agree with Kumar et al that an
awareness of the high risk of atherosclerotic
renal artery stenosis is important in patients
with vascular disease elsewhere, particularly if
treatment  with angiotensin  converting
enzyme inhibitors is being considered.! We
strongly disagree with the suggestion, how-
ever, that high risk patients starting treatment
with angiotensin converting enzyme inhibi-
tors should first be screened for unilateral
renal artery stenosis, for two reasons.

Firstly, the assertion that angiotensin con-
verting enzyme inhibitors cause loss of renal
mass is unproved. Irreversible structural
damage to kidneys with renal artery stenosis
may result from hypertensive nephro-
sclerosis, cholesterol embolisation, ischaemia
as a result of tight renal artery stenosis, and,
ultimately, total occlusion.” Angiotensin con-
verting enzyme inhibitors cause an acute
decrease in glomerular filtration rate, but in
cases where this proves irreversible, the likeli-
est explanation is progression of the underly-
ing disease. Renal blood flow is not specifi-
cally reduced by angiotensin converting
enzyme inhibitors,” although any drug that
lowers blood pressure might reduce renal
blood flow in the presence of clinically
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important renal artery stenosis." If screening
for unilateral atherosclerotic renal artery
stenosis were important, it would therefore be
important for all high risk patients, not only
those prescribed angiotensin converting
enzyme inhibitors.

Secondly, however, we do not believe
that screening for unilateral atherosclerotic
renal artery stenosis is worth while. The
rationale for screening would presumably be
to prevent end stage renal failure secondary
to bilateral renal artery occlusion. Evidence
is lacking that percutaneous angioplasty,
with or without stenting, prevents end stage
renal failure in unilateral atherosclerotic
renal artery stenosis.”

Although unilateral atherosclerotic renal
artery stenosis is common and easy to find in
high risk patients, current evidence does not
tell us how to manage it once it is found.
Jonathan D Louden Research fellow

John Main Consultant nephrologist
South Cleveland Hospital, Middlesbrough, TS4 3BW
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Screening for unilateral renal artery
stenosis cannot be justified

Eprror—The editorial by Kumar et al
reminds us that treatment with angiotensin
converting enzyme inhibitors can cause harm
in patients with unilateral or bilateral renal
artery stenosis. Their suggestion, however,
that patients at high risk should undergo
screening with duplex ultrasonography is
impracticable and would restrict its use in
those for whom there is proved benefit.
Kumar et al’s definition of high risk
includes most patients who are currently
being treated with angiotensin converting
enzyme inhibitors—elderly people with
hypertension, and patients with diabetes or
coronary heart disease. Implementing the
recommendations of Kumar et al would
have substantial clinical and financial impli-
cations. Duplex ultrasonography requires
considerable technical skill, is not available
in every centre, and is not currently thought
to be sufficiently sensitive to be an effective
screening method,” even in patients with a

technically adequate scan. Most patients
with heart failure and almost all other
patients have started treatment with angio-
tensin converting enzyme inhibitors in the
community. What are the implications,
therefore, for general practitioners without
easy access to screening facilities?

Evidence from multiple randomised
clinical trials shows that it is neither
necessary nor possible to screen these
patients. In the evaluation of losartan in the
elderly study, treatment with either losartan
or captopril was associated with only a 10.5%
incidence of renal dysfunction, defined as a
rise in serum creatinine of 26.5 pmol/l,
despite patients’ advanced years (two thirds
of patients aged over 70) and high incidence
of diabetes (25%), hypertension (57%), and
previous myocardial infarction (50%).” Data
from the fourth international study of infarct
survival show that early oral treatment with
angiotensin converting enzyme inhibitors
after myocardial infarction was safe and
associated with an additional 1.5 lives saved
per 1000 patients treated within the first 24
hours." Screening this unstable population
would be impossible. All these patients have
coronary artery disease, and many have con-
comitant diabetes mellitus or peripheral vas-
cular disease.

There is no evidence that angiotensin
converting enzyme inhibitors are detrimen-
tal in unilateral renal artery stenosis. In a
recent study of elderly patients with heart
failure, many of whom had unilateral renal
artery stenosis, angiotensin converting
enzyme inhibitors were tolerated excel-
lently” Furthermore, no evidence exists that
relief of unilateral stenosis is associated with
an improved outlook. What is, therefore, to
be done with patients with unilateral
stenosis? Are they to be denied the proved
benefits of angiotensin converting enzyme
inhibitors in the absence of evidence of
harm? Kumar et al have not fully considered
the implications of their recommendations.
Currently, screening for unilateral renal
artery stenosis cannot be justified.

David R Murdoch Specialist registrar in cardiology

Department of Cardiology, Hairmyres Hospital,
East Kilbride G75 8RG
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MacDowall P, Kalra PA, O’Donoghue DJ, Waldek S, Mam-
tora H, Brown K. Risk of morbidity from renovascular dis-
ease in elderly patients with congestive cardiac failure.
Lancet 1998;352:13-6.

Clinically significant deterioration in
renal function occurs rarely

Eprtor—Kumar et al urge caution in the
increasingly widespread use of angiotensin
converting enzyme inhibitors.' This is a timely
reminder that these drugs can cause prob-
lems in certain patients. They are now
regarded as first line antihypertensive treat-
ment in patients with diabetes, particularly if
they have proteinuria® It is widely accepted
that renal ultrasonography should be done in
all patients with diabetes who have persistent
proteinuria, in order to ensure that this has
no non-diabetic cause. Asymmetrical renal
size discovered this way can lead to the suspi-
cion of unilateral renal artery stenosis. In
addition, Doppler ultrasonography of the
renal arteries, as suggested by Kumar et al,
could also be done in these patients.

In view of the theoretical risk of clinically
important unilateral renal artery disease,
Kumar et al say that screening for renal artery
stenosis is also required in all patients with
diabetes, people aged over 50 with hyper-
tension, and patients with coronary artery or
peripheral vascular disease. This may not
only lead to a considerable increase in cost
for screening a large number of patients, but
also provide a further reason to delay giving
treatment that preserves cardiac and renal
function to those most in need of it.

To ascertain whether angiotensin con-
verting enzyme inhibitors have caused dete-
rioration in renal function in patients at very
high risk of renovascular disease, I have
reviewed 20 patients with non-insulin
dependent diabetes who have peripheral vas-
cular disease (loss of dorsalis pedis and pos-
terior tibial pulses in one or both feet, plus
symptoms of claudication), who started treat-
ment with angiotensin converting enzyme
inhibitors at least 12 months previously for
hypertension. None of these patients showed
an acute deterioration in renal function.
Evidence for this is a significant rise in serum
creatinine (96 (SD 17) mmol/l before
treatment, 93 (SD 23) mmol/1 one year after
treatment, P=0.672 (paired ¢ test)). Further-
more, only one patient had clinically impor-
tant asymmetry (>10%) in right and left
renal function on radionuclide renography
using diethylenetriaminepenta-acetic acid
labelled with technicium-99m.

Although unilateral renal artery stenosis
is common among the patient groups that
Kumar et al recommend we screen, and a
theoretical risk of acute deterioration in
renal function exists, in practice a clinically
important deterioration in renal function
occurs rarely, even in a group of patients at
very high risk of renal arterial disease.
Tahseen A Chowdhury Lecturer in medicine

Heartlands Diabetes Centre, Birmingham
Heartlands Hospital, Birmingham B9 5SS

1 Kumar A, Asim M, Davison AM. Taking precautions with
ACE inhibitors. BMJ 1993;316:1921. (27 June.)

2 Lewis EJ, Hunsicker LG, Bain RP, Rohde RD. The effect of
angiotensin converting enzyme inhibition on diabetic
nephropathy. N Engl | Med 1993; 329:1456-62.
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Funding for large scale screening is not
available

Eprror—Although we do not know whether
treatment  with angiotensin  converting
enzyme inhibitors hastens the loss of renal
function in the long term when given to
people with unsuspected unilateral reno-
vascular disease, Kumar et al say that it might
be wise to screen anyone at high risk with
duplex or colour Doppler ultrasonography.'

The implications of this are far reaching.
In my practice of 10000 patients, 250
people over the age of 50 are prescribed
angiotensin converting enzyme inhibitors.
In this district, an estimated 2000 people
would need screening each year and, assum-
ing that 5% of these had clinically important
renovascular disease, 100 would need a
stent. The funding to do this on such a large
scale does not exist, and I believe that we
need more evidence than Kumar et al have
provided either to divert the money from
other, more proved uses or to restrict the use
of angiotensin converting enzyme inhibi-
tors. More information is needed before we
alter clinical practice, which would probably
mean using alternative drugs.

Mark Ferris General practitioner
Lakenham Surgery, Norwich NR1 3]]

1 Kumar A, Asim M, Davison AM. Taking precautions with
ACE inhibitors. BMJ 1998;316:1921. (27 June.)

Authors’ reply

Ep1rror—We wanted to increase awareness of
the potential risks associated with the use of
angiotensin converting enzyme inhibitors in
patients with unsuspected atherosclerotic
renal artery disease, prompted by the admis-
sion of several elderly patients with acute
renal failure in whom renal function, as
assessed by serum creatinine concentration,
had not been checked before or after starting
treatment with these drugs. Although such
inhibition in the presence of bilateral renal
artery stenosis is likely to be harmful, recent
findings suggest that unilateral stenosis may
be equally important.' In some patients renal
function in the kidney affected by stenosis is
better than in the contralateral kidney with a
normal artery.' The kidney with the stenotic
arterial lesion may thus be protected, at least
in part, from the deleterious effects of hyper-
tension and atheroembolic disease to which
the other kidney is exposed. Injudicious use
of an angiotensin converting enzyme inhibi-
tor might lead to irreversible injury to the
kidney that may be contributing most of a
person’s glomerular filtration.

Louden and Main assert that any drug
that lowers blood pressure might reduce
renal blood flow in the presence of clinically
important stenosis of the renal artery. Angio-
tensin converting enzyme inhibitors pose a
greater hazard; in patients with hypertension
due to unilateral atheromatous stenosis of the
renal artery, the glomerular filtration rate in
the stenotic kidney decreased markedly after
inhibition of angiotensin converting enzyme,
whereas it decreased only slightly with a
calcium antagonist.” Dependency on angio-
tensin II for the residual function in a kidney

with stenosis of the artery, and a further
decline in glomerular filtration after using
these inhibitors, form the basis for angio-
tensin converting enzyme inhibitor renogra-
phy as a diagnostic tool in unilateral arterial
disease.’

Studies examining the efficacy and safety
of angiotensin converting enzyme inhibitors
and angiotensin II antagonists in treating
heart failure in elderly people have shown
that the prevalence of atherosclerotic reno-
vascular disease in these patients is much
greater than had been recognised previ-
ously.'® Murdoch suggests that a 10.5%
incidence of renal dysfunction in patients tak-
ing these drugs in the evaluation of losartan
in the elderly study' is acceptable, but
nephrologists find this approach alarming.
How many of these patients would have
developed progressive renal impairment had
their renal function not been monitored as
assiduously as happens during drug trials?

For elderly patients, particularly those
with comorbid vascular diseases, the diagno-
sis of occult atherosclerotic renal artery ste-
nosis is desirable, and careful monitoring of
renal function essential in those for whom
treatment with angiotensin converting
enzyme inhibitors is being considered. The
costs of screening for renal artery stenosis
are far lower than the suffering and expense
of kidney dialysis.

A Kumar Senior registrar
M Asim Specialist registrar
A M Davison Professor

Renal Unit, St James’s University Hospital, Leeds
LS9 7TF
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Clinicians should be proactive
in testing for asthma

Eprtor—DBritton and Lewis adopt a nihilistic
position in saying that tests for asthma are of
little value and that diagnosis should be based
on clinical criteria.' The symptoms of asthma
are non-specific, which is why so many of the
patients that we see in our clinics with a diag-
nosis of asthma turn out not to have the
disease and are being treated inappropriately.

Asthma is a well defined disease charac-
terised by variable airflow obstruction,
airway hyperresponsiveness, and eosino-
philic mucosal inflammation which is
caused, in most cases, by an aberrant
immune response to inhaled allergens.” We
would therefore take the opposite position
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to Britton and Lewis and say that clinicians
should be much more proactive in support-
ing a clinical suspicion of asthma with objec-
tive testing. We believe this should routinely
include formal reversibility studies (home
peak flow readings are insensitive, non-
specific, and have limited value in making a
diagnosis’ '), measurement of airway respon-
siveness, and assessment of airway inflam-
mation, particularly using induced sputum
to detect airway eosinophilia.” Only in this
way can clinicians distinguish between
asthma and the many other conditions that
have a similar clinical presentation. Diagnos-
ing asthma on clinical grounds alone is like
diagnosing colitis from a change of bowel
habit or the cause of a fever by feeling the
patient’s brow.

A J Wardlaw Senior lecturer

ID Pavord Consultant physician

Department of Respiratory Medicine, Glenfield
Hospital, Leicester LE3 9QP
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Methods used for suicide vary
between regions in the
developing world

Epitor—Eddleston et al point out that
deliberate self harm and suicide are serious
public health problems in developing coun-
tries.' We agree with their suggestions aimed
at reducing the mortality associated with
organophosphorus and pesticide poison-
ings, but it is important to note the consider-
able variation in the methods used for
suicide between regions in the developing
world, and even greater variations between
people attempting and completing suicide.

In India self immolation and hanging
remain the commonest methods for com-
pleted suicides, whereas poisoning is a
common form of deliberate self harm.In Goa
(a maritime state) drowning is another
common method of suicide. The populations
at risk also vary; for example, although most
people who attempted suicide in Eddleston et
al’s report were under 30, most who complete
are older. Social stressors may vary as well: in
Sri Lanka the civil war is an important
stressor, whereas in Goa problem drinking by
male relatives, harassment of women by
in-laws and husbands, and loneliness due to
migration of children are important.®

While discussing prevention of deliber-
ate self harm, the authors do not deal
adequately with the recognition and man-
agement of common mental disorders, such
as depression in general and primary
healthcare settings. Studies from south Asia
show that up to half of all adult primary care
attenders have a clinically important emo-
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tional disorder, most of which go undetected
and treated with many drugs.’’ In a recent
study from India 18% of all adult attenders
admitted to suicidal ideas in the week before
interview but under a fifth had discussed
these with their doctor.*

Public health initiatives to meet this
challenge should include raising awareness
in the community and among policymakers
in the government and health funding
agencies of the risks and treatments for
depression and anxiety; training health
workers in general and primary healthcare
settings in communication skills and the rec-
ognition and appropriate management
strategies of emotional disorders; setting up
multidisciplinary teams to provide interven-
tions at the community level; integrating
mental health in the work of non-
govermental organisations, which are play-
ing an increasingly important part in
providing health care in many developing
countries; and closer research and service
links between departments of psychiatry
and community medicine.

Vikram Patel Senior lecturer
Athula Sumathipala Senior registrar

Institute of Psychiatry, London SE5 8AF
spjuats@iop.bpmf.ac.uk
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Association between birth
weight and death from heart
disease

Data do not support association

Eprtor—Leon et al claim that their study is
“the most persuasive evidence of a real
association between size at birth and
mortality from ischaemic heart disease.”!
However, the study is open to different
interpretations and, in my view, inflicts a
serious wound on the birth measurement
and adult disease hypothesis.

Their table 3 shows that there was no sig-
nificant association between birth weight and
all cause mortality in either sex. Both sexes
showed a positive association between birth
weight and death from neoplasms and respi-
ratory disease, though none of these were
significant. The negative association between
birth weight and deaths from circulatory dis-
ease was significant only in men. In women
there were mno significant associations
between birth weight and any cause of death.
Subsequently, most of the analysis concen-
trates on the association of death from
ischaemic disease and birth measurements
in men.

This study is claimed (probably correctly)
to have unique features. It certainly has large
numbers of deaths to analyse. Yet no
significant association was found in women,

and that in men, with ischaemic heart disease,
was presumably compensated for by other
causes of death, which made the association
with all cause mortality non-significant. Thus,
of all the possible associations with birth
weight, and despite the large number of
deaths, only the association between birth
weight and death from ischaemic heart
disease in men remains significant. I do not
see how these data justify the key message
“adult mortality from ischaemic disease
increases as size at birth declines.”

There is also the question of socio-
economic confounding. Leon et al state that
adjustment for socioeconomic circum-
stances produced only a small reduction in
the strength of the association between birth
weight and mortality from ischaemic heart
disease. The problem of adjusting for socio-
economic factors in this context has been
much debated. In this paper the adjustment
brought the upper limit of the confidence
intervals perilously near unity. If the
precision of this measurement matched that
of the others, even the single significant
result might be in peril.

R ]J Jarrett Emeritus professor of clinical epidemiology
45 Bishopsthorpe Road, London SE26 4PA

Leon DA, O Lithell H, Vigero D, Koupilovd I, Mohsen R,
Berglund L, et al. Reduced fetal growth rate and increased
risk of death from ischaemic heart disease: cohort study of
15000 Swedish men and women born 1915-29. BMJ
1998:317:241-5. (25 July.)

Authors’ reply

Eprtor—]Jarrett draws attention to the
intriguing positive association between birth
weight and neoplasms that we observed.
Interest is growing in whether risk of certain
cancers is increased in individuals who are
large at birth." If true, this may indeed partly
compensate for the negative effect of
reduced size at birth on later mortality from
circulatory disease. However, it is precisely
the specificity” of the negative association of
size at birth with mortality from ischaemic
heart disease that strengthens the case for
this association having a causal element.
Although not reaching significance, a simi-
lar association was observed in women, with
risk of death from ischaemic heart disease
falling with increased size at birth. We there-
fore stand by our assertion that risk of death
from ischaemic heart disease increases as
size at birth falls.

The question of socioeconomic con-
founding is an important one that we
addressed. Jarrett is wrong to focus on confi-
dence intervals. The main criterion for judg-
ing the extent to which there may be
inadequate adjustment for a confounder is
the magnitude of the change in the
estimates of effect, rather than changes in
the P values or width of confidence intervals.
In our case the rate ratio for ischaemic heart
disease associated with a 1kg increase in
birth weight was 0.77 in the crude data and
0.82 when adjusted for socioeconomic char-
acteristics at the birth of the subject and at
two points in adult life. We believe that this
shows that although a small fraction of the
crude association between size at birth and
ischaemic heart disease is attributable to
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socioeconomic confounding, there remains
a consistent and robust effect that is not.
The evidence for impaired fetal growth
being associated with ischaemic heart
disease in men is steadily accumulating.
Unlike other studies, ours has largely been
able to exclude the role of bias and
confounding. Further epidemiological stud-
ies in other populations are desirable,
particularly concerning the association in
women and the potential modifying effects
of factors such as obesity in adult life. How-
ever, the understandable scepticism about
the reality of these associations that pre-
vailed when the fetal origins hypothesis was
first put forward some years ago should now
give way to critical thinking and investiga-
tion of plausible underlying mechanisms.
Among many other questions that need to
be addressed is the extent to which maternal
nutritional status drives this association.
David A Leon Reader in epidemiology
Ilona Koupilova Lecturer
Paul McKeigue Reader in metabolic and genetic
epidemiology
Department of Epidemiology and Population

Health, London School of Hygiene and Tropical
Medicine, London WC1E 7HT

Hans O Lithell Professor of geriatrics

Rawya Mohsen Programmer

Lars Berglund Statistician

Ulla-Britt Lithell Assistant professor

Institute of Geriatrics, University of Uppsala, S-751
25 Uppsala, Sweden

Denny Vagero Professor of medical sociology
Department of Sociology, Stockholm University,
S-106 91 Stockholm, Sweden

1 Trichopoulos D, Lipworth L. Is cancer causation simpler
than we thought, but more intractable? Epidemiology
1995;6:347-9.

2 Hill AB. The environment and disease: association or cau-
sation ? Proc R Soc Med 1965;58:295-300.

Should industry sponsor
research?

Researchers must recognise damage
done by overt association with formula
manufacturers

Eprror—The issue that Lucas fails to tackle
in his article on collaborative research with
infant formula companies is conflict of
interest in relation to research.' Much of his
article justifies the need for bottle feeding
(with which no one would argue), plays up
the educational role of formula manufactur-
ers (highly questionable, as their material
has been shown to have biased content), and
casts doubt on the long term benefits of
breast feeding (not relevant to the key issue).
He strays into the area of educational spon-
sorship, where there is far less justification
for industry support than in research, which
is notoriously difficult to fund.

Lucas makes virtually no mention of
what the opponents of sponsorship are wor-
ried about: the aggressive sales tactics of for-
mula manufacturers in poor developing
countries (now confirmed in a global study
that has been endorsed by Unicef*) and the
inevitability of a bias towards formula
feeding in those who take money from the
industry. It is a blot on the reputation of pae-
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diatricians world wide that they have been
seen to side with milk companies in what is a
highly unbalanced marketing struggle; the
example of the Indian Paediatric Associ-
ation is a shining exception.

For most babies who need artificial milk,
the present formulas serve them well and no
further modification seems necessary. Per-
haps a compromise approach is possible for
the small number of research centres work-
ing on new preterm formulas. Could a
formula company’s funds be channelled
through an independent organisation and
the company remain anonymous? It is
essential not only that there is no conflict of
interest but that researchers are seen to rec-
ognise the damage that can be done
internationally by overt association between
paediatricians and formula manufacturers.

We hope that the new sponsorship
policy being worked on by the Royal
College of Paediatrics and Child Health will
clarify these issues and take a strong stand
for breast feeding.

Tony Waterston Consultant paediatrician

Arthur’s Hill Clinic, Newcastle upon Tyne NE4 6BT
ajr.waterston@ncl.ac.uk

Ashok Nathwani Consultant paediatrician

Child Development Centre, Portsmouth PO4 8LD
David Morley Emeritus professor

Institute of Child Health, London WCIN 1EH
Neela Shabde Consultant paediatrician

Albion Road Clinic, North Shields NE29 OHG

Nick Spencer Professor
Department of Community Paediatrics, University
of Warwick, Warwick CV4 7AL

Gilles de Wildt General practitioner
17 Jiggins Lane Surgery, Birmingham B31 2EB

Pam Zinkin Retired senior lecturer in child health
45 Anson Road, London N7 0AR
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Lucas A. Ethical debate: Should industry sponsor
research? Collaborative research with infant formula com-
panies should not always be censored. BMJ 1998;317:
337-8.(1 August.)

Taylor A. Violations of the international code of marketing
of breast milk substitutes: prevalence in four countries.
BMJ 1998;316:1117-9. (11 April.)
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Funding of research by infant formula
companies

Eprror—The funding of research by infant
formula companies is necessary, unavoid-
able, and beneficial.' Despite the importance
of nutrition in medicine and the depth of
understanding of nutritional processes on a
molecular level, funding for nutritional
research is difficult to obtain in competition
with funding for molecular biology. Applied
nutritional research is anyway most appro-
priately funded by industry. The scientific
staff of infant formula companies bring
extensive expertise to nutritional research
collaboration.

The ethical debate on this subject was
informed by Lucas, whose most celebrated
research was supported by infant formula
companies. Among his many conclusions
was the fact that breast milk has vital benefits
in the nutrition of low birthweight infants.*
The counter argument was posed by
Rundall, whose organisation, Baby Milk
Action, is engaged in advocacy and lobbying
rather than nutritional research.” This
follows an outdated publication on the

infant formula code." Wise, commenting on
this report, is forced to speculate that
academic nutritionists prepared to commu-
nicate their opposition to research support
by the infant formula industry could not be
found.

In the same issue of the BMJ Smith, in a
constructively worded editorial, discusses
the importance of disclosure of conflict of
interest.” Lucas’s article clearly identifies his
position. The position of Rundall is more
opaque, perhaps because the past 10 years
of her high profile campaign against the
infant food industry might, in some readers’
minds, have disqualified her as an objective
commentator.

David C A Candy* Consultant paediatrician
St Richard’s Hospital, Chichester PO19 4SE

*David Candy is a member of the professional advi-
sory panel of Nestlé UK.
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Lucas A. Ethical debate: Should industry sponsor
research? Collaborative research with infant formula com-
panies should not always be censored. BMJ 1998;317:
337-8. (1 August.)

Lucas A, Cole TJ. Breast milk and neonatal necrotising
enterocolitis. Lancet 1990;336:1519-23.
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Positive messages on breast feeding
would result in need for infant formula
decreasing

Epitor—It is sad that such an eminent
nutritionist as Lucas should seek to be an
apologist for the infant food industry in
supporting their efforts to sponsor medical
research.' This is especially poignant in view
of the fact that Lucas himself has provided
valuable evidence of the beneficial effects of
breast feeding on later intelligence and is
well aware of the other major benefits that
accrue from breast milk.

I am disturbed to read that Lucas
considers that manufacturers have a “major
role in the health care of infants” I agree
that there is an obligation for them to ensure
that feeding their products to infants has no
adverse consequences, especially in view of
the known benefits of breast milk. But it is
more likely that their main research thrust
will be towards making their products more
and more similar to breast milk—an increas-
ingly expensive exercise.

The Medical Research Council unit in
which Lucas works is funded independently,
which gives it more credence. Most paedia-
tricians in the United Kingdom support his
views on sponsorship, which shows a
lukewarm attitude towards breast feeding.
The Indian Paediatric Association has cut
itself off from industry funding, and many
doctors in the United Kingdom would like
the Royal College of Paediatrics and Child
Health to do the same. It would be of great
benefit to the long term health of the United
Kingdom if distinguished scientists like
Lucas concentrated on transmitting positive
messages on breast feeding in an effort to
increase the rate and duration of breast
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feeding. The amount of infant formula
needed would then decrease and the role of
the industry would be confined to the
margins where it belongs.

A Porter Consultant paediatrician
William Harvey Hospital, Ashford, Kent TN24 0LZ

1 Lucas A. Ethical debate: Should industry sponsor
research? Collaborative research with infant formula com-
panies should not always be censored. BMJ 1998;317:
337-8.(1 August.)

Portman Group has always openly
acknowledged its source of funding

Eprtor—Far from being a “front organis-
ation” for the drinks industry, as alleged by
Edwards,' the Portman Group has always
been open in acknowledging that it is
funded by the leading drinks producers. It
must surely be right that these companies
play their part, alongside parents, health
professionals, and others, in promoting sen-
sible drinking and helping to prevent
alcohol misuse. Our work is carried out irre-
spective of the commercial consequences to
the industry, as those companies that have
been forced to spend considerable sums of
money on modifying or scrapping drinks
whose name and packaging failed to meet
our standards of social responsibility in mar-
keting could testify. Edwards is well short of
the mark in accusing the drinks industry of
using the tactics of the tobacco industry.
Those who produce and sell alcohol have no
need to resort to such tactics. A vast body of
research shows that alcohol in moderation is
perfectly compatible with a healthy lifestyle
for most people. Edwards is notably isolated
in his reluctance to accept the overwhelming
consensus of scientific, academic, medical,
and health promotion opinion that
informed and supports the government’s
balanced guidelines on sensible drinking.

Jean Coussins Director
Portman Group, London WIM 7AA

1 Edwards G. Ethical debate: Should industry sponsor
research? If the drinks industry does not clean up its act,
pariah status is inevitable. BMJ 1998;317:336. (1 August.)

Rescue thrombolysis for failure
of primary thrombolysis
cannot be justified

Eprtor—Drenth et al suggest a policy of
repeat thrombolysis if initial thrombolysis
fails,' but their arguments are flawed.

Firstly, they state that a routine policy of
rescue angioplasty cannot be justified from a
review of the literature, although they fail to
mention that the trial by Ellis et al showed a
significant reduction in the incidence of
death or severe heart failure in the rescue
angioplasty group compared with the
conservative group.”

Secondly, there are far fewer published
data from randomised trials comparing the
use of rescue thrombolysis with conservative
treatment, yet the authors claim that these
data support their current practice. Only one
trial randomising 37 patients has compared
rescue thrombolysis with conservative treat-
ment, and benefit in the rescue thrombolysis
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group was confined to a subgroup of patients
in whom initial thrombolysis had failed to
achieve a systemic lytic state (fibrinogen con-
centration >1 g/1)." Drenth et al do not state
whether fibrinogen concentrations were
measured in their patients.

Thirdly, the 51 patients they describe
were not randomised to either rescue
angioplasty or rescue thrombolysis; the
choice was left to the attending doctor, with
the potential for considerable bias in the
assignment of treatment strategy. In addi-
tion, given that roughly half of all patients
fail to respond within 90 minutes to initial
thrombolytic treatment, the small number of
patients recruited in a four year period
points to, at worst, a high degree of selection
bias or, at best, minimal exposure to patients
with acute myocardial infarction. This
number of patients is also too small to allow
such a decisive statement about the rates of
major bleeding in each group.

Fourthly, the authors state that the extent
of myocardial infarction was lower in the res-
cue thrombolysis group, as evidenced by
lower mean maximal creatinine kinase con-
centrations. The more likely explanation for
this finding, however, is the earlier restoration
of coronary arterial flow achieved by rescue
angioplasty, with subsequent earlier washout
of high creatinine kinase concentrations.

The management of failed thrombolysis
is controversial. An optimal management
strategy is likely to be provided only by multi-
centre, prospective randomised trials com-
paring all therapeutic options. Retrospective
analysis of small, non-randomised studies,
the design of which may reflect the personal
beliefs of individual doctors, should be inter-
preted with caution.

A G C Sutton Research fellow
Department of Cardiology, South Cleveland

Hospital, Middlesbrough TS4 3BW
asutton@claranet.co.uk

Drenth JPH, Uppelschoten A, Hooghoudt THE, Lamfers
EJP. Rescue thrombolysis may work even though primary
thrombolysis has failed. BMJ 1998;317:147. (11 July.)

Ellis SG, da Silva ER, Heyndrickx G, Talley JD, Cernigliaro
C, Steg G, et al. Randomised comparison of rescue
angioplasty with conservative management of patients
with early failure of thrombolysis for acute anterior
myocardial infarction. Circulation 1994;90:2280-4.
Mounsey JP, Skinner JS, Hawkins T, MacDermott AFN,
Furniss SS, Adams PC, et al. Rescue thrombolysis: alteplase
as adjuvant treatment after streptokinase in acute myocar-
dial infarction. Br Heart | 1995;74:348-53.
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Chiropractic for low back pain

Experts in both UK and US believe that
chiropractic works

Eprror—Ernst and Assendelft’s editorial on
chiropractic for low back pain seems to have
been written more in a spirit of professional
aversion than in one of critical doubt.' This
impression is conditioned by previous com-
mentaries by these authors in the popular
press and the biomedical literature.

The question is, why? There is substantial
scientific evidence that the manipulation that
chiropractors (and indeed osteopaths and
some physiotherapists) do for back pain is
both effective and safe. This evidence has

been reviewed by multidisciplinary panels of
experts in both the United Kingdom and the
United States, which has resulted in the
production of two national clinical practice
guidelines for acute back pain that totally
disagree with these authors. The only
randomised controlled trial of overall chiro-
practic management for back pain’® in
contrast to manipulation alone, is not
mentioned in this editorial. Yet this trial
(included erroneously by one of these
authors in 1991 in a review of manipulation
trials) was ranked as high quality, was positive
in its evidence for chiropractic management,
and yet was subsequently condemned as seri-
ously flawed by Ernst in a separate paper. This
editorial is equally contradictory.

No one would dispute the need to
research further the evidence for the
effectiveness, cost effectiveness, and safety of
manipulation and associated treatment
approaches. The Medical Research Council
is currently supporting a large randomised
trial by a multidisciplinary research team led
by the department of health sciences and
clinical evaluation at the University of York.
Many other studies are in progress.
Nevertheless, the United Kingdom’s current
national clinical practice guideline and
evidence review states: “Within the first 6
weeks of acute or recurrent low back pain,
manipulation provides better short-term
improvement in pain and activity levels and
higher patient satisfaction than the treat-
ments to which it has been compared” and
“the risks of manipulation for low back pain
are very low, provided patients are selected
and assessed properly and it is carried out by
a trained therapist or practitioner.

The Chiropractors and the Osteopaths
Acts and the chiropractors’ and the osteo-
paths’ general councils will provide these
assurances for the public, but there is no cer-
tainty in science. Those who demand certain
proof of things are already prejudiced
against them.

Alan Breen Research director
Anglo-European College of Chiropractic,
Bournemouth BH5 2DF
alan.breen@aecc-chiropractic.ac.uk

Ernst E, Assendelft WJJ. Chiropractic for low back pain.
BM]J 1998;317:160. (18 July.)

Meade TW, Dyer S, Browne W, Townsend J, Frank AO. Low
back pain of mechanical origin: randomised comparison
of chiropractic and hospital outpatient treatment. BM]
1990;300:1431-7.

Meade TW, Dyer S, Browne W, Frank AO. Randomised
comparison of chiropractic and hospital outpatient
management for low back pain: results from extended
follow-up. BMJ 1995;311:349-51.

Waddell G, Feder G, McIntosh A, Lewis M, Hutchinson A.
Clinical guidelines for the management of acute low back pain:
clinical guidelines and evidence review.London: Royal College
of General Practitioners, 1996.

no

©o

'S

Efficacy of spinal manipulation for low
back pain has not been reliably shown

Eprtor—In their editorial' Ernst and Assen-
delft refer to a review by Shekelle et al, which
concludes that “spinal manipulation is of
short-term benefit in some patients, particu-
larly those with uncomplicated, acute low-
back pain.” Ernst and Assendelft point out
that this work did not contain a single trial of
chiropractic. The references in the review by
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Shekelle et al do in fact include chiropractic
trials.” The second reference listed is the trial
by Meade et al.’

The second paragraph of the editorial
refers to a review by Assendelft et al of eight
randomised controlled trials of chiropractic
treatment. This review concludes that the
eight trials provide no convincing evidence
for the effectiveness of chiropractic treat-
ment for acute or chronic low back pain.'
Therefore, readers are left with the impres-
sion that chiropractic treatment is less effec-
tive than manipulation in general. Had the
authors included a seventh reference to
their own work—a review of spinal manipu-
lation for low back pain’ published in the
same year as the review of the chiropractic
trials—it would have changed readers’
impression altogether. This document
reviews 36 randomised clinical trials com-
paring manipulation with other treatments
and concludes that “the efficacy of spinal
manipulation for patients with acute or
chronic low back pain has not been demon-
strated with sound randomised clinical
trials.”

These inaccuracies show that one can
never be too critical when reading published
material.

Eva Leerberg Doctor of chiropractic

Kirkcaldy Chiropractic Clinic, Kirkcaldy, Fife
KY1 1HB

Ernst E, Assendelft W]J. Chiropractic for low back pain.
BM] 1998;317:160. (18 July.)

Shekelle PG, Adams AH, Chassin MR, Hurwitz EL, Brook
RH. Spinal manipulation for low-back pain. Ann Intern Med
1992;117:590-8.

Meade TW, Dyer S, Browne W, Townsend J, Frank AO. Low
back pain of mechanical origin: randomised comparison
of chiropractic and hospital outpatient treatment. BM]
1990;300:1431-7.

Assendelft WJJ, Koes BW, van der Heijden GJMG, Bouter
LM. The effectiveness of chiropractic for treatment of low
back pain: an update and attempt at statistical pooling. /
Manipulative Physiol Ther 1996;19:499-507.

Koes BW, Assendelft WJJ, van der Heijden GJMG, Bouter
LM. Spinal manipulation for low back pain. Spine
1996;21:2860-73.
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Chiropractic is one of safest forms of
treatment available

Eprror—If you would like information on
chiropractic’s track record for treating low
back pain' perhaps you should ask the 20
million patients who will visit doctors of chi-
ropractic this year alone. Patients’ satisfac-
tion with chiropractic care has consistently
rated higher than traditional medical care
for low back pain. A recent study found that
“compared to those who sought care from
medical doctors, those who sought care
from chiropractors were more likely to feel
that treatment was helpful, more likely to be
satisfied with their care, and less likely to
seek care from another provider for that
same episode of pain.”

Shekelle et al showed that chiropractic
treatment is appropriate for low back pain in
a considerable number of cases. They found
that 46% of a sample of patients with low
back pain received appropriate care from
doctors of chiropractic—an appropriateness
rating similar to that of common medical
procedures.’

Chiropractic is one of the safest forms of
treatment available today. According to a
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study by Hurwitz et al, a serious adverse
reaction from cervical manipulation occurs
once in 1 million manipulations." Complica-
tion rates for manipulation of the lumbar
region of the spine are even lower. When
compared with the number of illnesses and
deaths that will occur this year from the
appropriate use of prescription and over the
counter drugs, the number of serious
complications from chiropractic treatment
is extremely low. A study by Lazarou et al
found that more than 2 million Americans
become seriously ill every year from
reactions to correctly prescribed drugs and
106 000 die from those side effects.”

My profession, like every other health-
care profession, is by no means beyond
reproach. 1 agree that more and better
chiropractic research is required. More and
better medical research is required as well. I
hope that the chiropractic and medical pro-
fessions will continue to work together in
this regard. Our patients will be the ultimate
beneficiaries.

Michael D Pedigo President
American Chiropractic Association, 1701

Clarendon Boulevard, Arlington, VA 22209, USA
FFeather@amerchiro.org
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Evidence for manipulation is stronger
than that for most orthodox medical
treatments

EpITOR—AS one of the coauthors of the
Clinical Standards Advisory Group’s report
on back pain' and the Royal College of
General Practitioners’ guidelines on acute
low back pain,’ I am disappointed by Ernst
and Assendelft’s editorial on chiropractic.”
The authors present a critical view of
chiropractic under the guise of scientific
objectivity, but I had hoped that we had got
beyond that stage of interprofessional
confrontation.

Burton and I recently reviewed inter-
national guidelines for low back pain, and
none of them specifically recommend chiro-
practic.' What they do all say, and what all
recent reviews conclude to varying degrees,
is that considerable evidence now exists that
manipulation is an effective treatment for
low back pain. Indeed, there is stronger evi-
dence for manipulation than for most
orthodox medical treatments. The guide-
lines also advise that manipulation should
be performed by a trained professional but
that there is no clear evidence whether it is
better performed by a chiropractor, an
osteopath, a physiotherapist, or a doctor
with special training.

Ernst and Assendelft’s review of the risks
of manipulation is particularly biased.
Although the subject of this editorial is low
back pain, they concentrate on the admit-
tedly higher risks of cervical manipulation.
Even then, orthodox medicine has a long
way to go to reduce the rate of serious com-
plications of most of our investigations and
treatments to the order of 1:0.2-1 million.
The adverse reactions to which the authors
refer are temporary aggravations of symp-
toms or minor subjective reactions; in a per-
sonal series, that rate is comparable to
figures for every other orthodox treatment
for back pain. What matters is the balance of
effectiveness versus risk, and that is strongly
in favour of manipulation. The politics and
costs of any NHS provision of a service are a
completely separate and more relevant
debate.

None of us have a good answer for low
back pain—orthodox medicine, professors,
and methodologists least of all. Chiropractic
is not the magic answer for back pain, and it
should and can stand up to fair criticism, but
orthodox medicine could potentially also
learn a lot from chiropractic.” The needs of
patients with back pain should override our
professional dignities, and the real need is for
us all to work together. That cooperation is
not likely to be helped by this kind of
editorial.

Gordon Waddell Orthopaedic surgeon
Glasgow Nuffield Hospital, Glasgow G12 OP]

1 Clinical Standards Advisory Group. Report on back pain.
London: HMSO, 1994.

2 Royal College of General Practitioners. Clinical guidelines

for the management of acute low back pain. London: RCGP,

1996.

Ernst E, Assendelft W]J. Chiropractic for low back pain.

BM]J 1998;317:160. (18 July.)

Burton AK, Waddell G. Clinical guidelines in the manage-

ment of low back pain. In: Nordin M, ed. New approaches to

the low back pain patient. London: Bailliere Tindall,

1998:17-35. (Bailliere’s clinical rheumatology.)

Waddell G. The back pain revolution. Edinburgh: Churchill

Livingstone, 1998.
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Editorial included topics unrelated to

its title

Eprror—Ernst and Assendelft’s editorial is
titled “Chiropractic for low back pain” but
refers to cervical manipulations, potential
overuse of radiographs by chiropractors,
and a negative attitude of some chiroprac-
tors to immunisation.' Therefore, one must
assume that a buckshot approach aimed
fairly and squarely at chiropractic has been
taken, as topics unrelated to the title of the
editorial have clearly been included. The
apparent attempt to define chiropractic
intervention in the editorial’s opening para-
graph is incorrect, stating that, for example,
chiropractic is used in the “hope of correct-
ing vertebral disc displacements” and in the
hope of correcting “spinal misalignment.”
Properly qualified chiropractors do not
hope to correct “vertebral disc displace-
ments” by manipulating the spine, as is
implied. It would be stupid to contemplate
manipulating the spine for disc displace-
ment, by which the authors presumably
mean extruded disc material. Spinal mis-
alignment can be corrected by using an
appropriate shoe raise when an inequality
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in leg length and pelvic obliquity are the
cause of the postural scoliosis (or spinal
misalignment).”

Ernst and Assendelft have selectively
cited the literature. For example, they cite
two papers published in the jJournal of
Manipulative and Physiological Therapeutics
(references 4 and 13) written by Assendelft
et al (1996) and Assendelft and Bouter
(1993). Why was the important paper by
Terrett, in which he clearly cites misuse of
the literature by medical authors in discuss-
ing spinal manipulative therapy injury,’
selectively excluded when the editorial raises
the issue of “cervical manipulations are bur-
dened with severe adverse reactions such as
vertebrobasilar accidents and paralyses due
to fractures” The only reference to this
topic is by Assendelft et al (reference 5).

Ernst and Assendelft apparently saw it as
appropriate that Ernst’s paper on chiroprac-
tors’ use of x ray films should be included
(reference 8), as well as Ernst’s paper appar-
ently referring to the “negative attitude of
some chiropractors towards immunisation”
(reference 9).

Normally, scientific documents at least
reflect the topic under discussion in the title,
and in my opinion the editorial’s title is mis-
leading. Furthermore, from a scientific point
of view it would be more appropriate to use
references other than a preponderance of
one’s own to make a particular point and
not to omit any pertinent reference, such as
to Terrett’s paper.

Lynton G F Giles Director
Spinal Pain Unit, Townsville General Hospital,

Townsville, Queensland 4810, Australia
Lynton.Giles@jcu.edu.au

Ernst E, Assendelft W]J. Chiropractic for low back pain.
BM] 1998;317:160. (18 July.)
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Koes BW, Assendelft W]J, van der Heijden GJMG, Bouter
LM, Knipschild PG. Spinal manipulation and mobilisation
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Ottenbacher K, De Fabio RP. Efficacy of spinal
manipulation/mobilisation therapy; a meta-analysis. Spine
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Authors’ reply

Eprtor—The main focus of our editorial
was on chiropractic and not spinal manipu-
lation in general. For each favourable study
cited in favour of chiropractic in these
letters, at least one recent less favourable
one can be found.

Breen addresses some apparent incon-
sistencies in our previous work. In one of
our reviews' Meade et al’s study did indeed
rank as one of the methodologically best,’
although the methods score was 48%. In this
review Meade et al’s trial was reported as
positive because we followed the authors’
conclusion. In a later review we made an
independent judgment, on the basis of our
interpretation of the clinical relevance of the
results.” We considered the 2% difference on
the Oswestry scale to be unconvincing. As
Breen knows, our critique of Meade et al’s
study' was one of the starting points of the
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Medical Research Council’s current trial that
he describes, so the critique was probably
less flawed than he implies.

Contrary to what Leerberg writes, we
insist that there was no chiropractic study
among the nine trials that Shekelle et al
cited as favourable evidence for the effec-
tiveness of spinal manipulation for low back
pain.’ Leerberg implies that we introduced
inaccuracies by selectively citing reviews, but
this is not the case. We cited Shekelle et al’s
review because it was the basis of several
guidelines. We did not imply that chiro-
practic is less effective than manipulation in
general. Leerberg states that we only
selectively cited the literature on complica-
tions, but the cited reference by Terrett’ is
addressed in our review on complications.”
We fail to understand what this reference
would have contributed to our editorial.

Pedigro suggests that we should ask the
many satisfied users of chiropractic. Indeed,
in various studies patient satisfaction with
chiropractic is relatively high. Although this
is encouraging, we demand additional
proof of effectiveness in terms of validly
assessed increased functionality, decreased
pain, or less absenteeism. Waddell states
that “there is now considerable evidence
that manipulation is an effective treatment.”
In the editorial we restricted ourselves to
the effectiveness of chiropractic. Even for
manipulation in general, however, our
standpoint remains conservative. There are
not yet enough methodologically sound
randomised clinical trials that show strong,
consistent, positive, and cost effective
outcomes. The two most recent randomised
controlled trials of chiropractic provide fur-
ther support for our reserved attitude.
Cherkin et al showed that for acute, uncom-
plicated back pain, both chiropractic and
McKenzie physiotherapy lead to roughly
the same results, which were not superior to
those in controls who merely received an
educational booklet, which previously had
been shown to be ineffective.* The design of
Skargren et al’s trial’ resembled that of
Meade et al.* Half of the patients had acute
back pain. The authors concluded that the
effectiveness and total costs of physio-
therapy or chiropractic, to reach the same
results immediately after treatment and six
months later, were similar.

We agree with Waddell that the risk-
effectiveness balance is crucial, but insuffi-
cient data exist to allow us to evaluate this
balance yet. Good prospective or case-
control studies on complications are lack-
ing.” Therefore, comparisons of complica-
tion rates with those for other, better
evaluated treatments such as non-steroidal
anti-inflammatory drugs are problematic."

We also find positive messages in the
letters. Breen acknowledges the need for
further research, and both he and Waddell
emphasise that a distinction should no
longer be made between the various profes-
sions delivering spinal manipulation. Giles
states that use of radiography and attitudes
towards immunisation are irrelevant in rela-
tion to low back pain. This, however, is not

the case; physicians want to be sure how a
referred patient is approached. The chal-
lenge for national chiropractic associations
is to develop clear standards of care address-
ing these issues and to change the behaviour
of those practitioners who consistently over-
use radiographs and interfere with immuni-
sation programmes.

E Ernst Professor

Department of Complementary Medicine, School
of Postgraduate Medicine and Health Sciences,

University of Exeter, Exeter EX2 4NT

E Ernst@exeter.ac.uk

W ] J Assendelft Senior researcher

Institute for Research in Extramural Medicine,
Faculty of Medicine, Vrije Universiteit, 1081 BT
Amsterdam, Netherlands
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Randomised block design is
more powerful than
minimisation

Eprtor—I agree with Treasure and MacRae
that the greatest determinant of the power
of a study is its design." Minimisation
improves power by comparing similar
groups but there is a similar technique—
randomised block design—which has even
more power.”

In this design subjects are assigned to
blocks on the basis of their characteristics—
for example age, sex, or number of pack
years smoked—and then randomly allo-
cated to a treatment group within their
block. In this way like is matched with like,
and not only will the mean value of each
confounding factor be similar in each
group but the distribution will be identical
in each treatment group. This means that
the situation cannot arise in which two
groups have the same average age but one
comprises middle aged people and the
other comprises half younger people and
half older people.
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The randomised block design also
enables interactions of treatment with the
blocked variables to be analysed; for
example, is the treatment more effective in
the elderly? The major disadvantage of this
design is the same as in minimisation:
assignment to a block becomes a major
undertaking. However, this may be offset by
the greatly increased power of the design,
which results in smaller, cheaper trials.

N Ross Research assistant
Pain Relief Foundation, Liverpool L9 1AE

1 Treasure T, MacRae KD. Minimisation: the platinum stand-
ard for trials? BMJ 1998;317:362-3. (8 August.)
2 Zar JC. Biostatistical analysis. London: Prentice-Hall, 1996.

Identification of patients with
atrial fibrillation in general
practice

Authors’ reply

Eprror—Roderick and Cox’s work shows
that it is feasible to identify patients with
atrial fibrillation in clinical practice, which
confirms the suggestions from our data.
They say, however, that only a small
proportion of those detected would be eligi-
ble for and would accept warfarin treatment.
Their eligibility estimates are considerably
lower than our own,' and we suspect that this
difference partly reflects the effect of using
different eligibility criteria, which we have
noted previously.” Patients’ understanding of
the risks and benefits of treatment and their
view of the possible outcomes are important
determinants of the decision to treat and
may also explain some of the differences
between our estimates. Further work is
required into methods for eliciting patients’
preferences and incorporating them into
the choice of treatment and into clear guide-
lines on the selection of patients for
treatment.

We disagree with Fitzmaurice’s asser-
tion that the treatment effect of warfarin
and the prevalence of atrial fibrillation
remain unknown. Warfarin has been stud-
ied in several randomised controlled trials
and has been shown to be superior to aspi-
rin in patients with a high risk of stroke, who
make up a high proportion of the
population with atrial fibrillation.'* The
prevalence of atrial fibrillation in the United
Kingdom has been reported in several sur-
veys.' '” We would take issue with the more
general point that “while were there”
research is dangerous. Assembling a rep-
resentative sample of community patients is
costly and time consuming. Once a sample
has been identified it is an efficient use of
resources to use data collected to address
other pertinent issues.

We stated in our article that a trial of
screening would be necessary before
screening could be recommended. Our pri-
mary intention was to report on the charac-
teristics of different tests that could be used
to identify patients with atrial fibrillation
and to facilitate further study. We believe,
however, that there are currently more
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urgent priorities to address. The major
needs are for guidelines to support
appropriate selection of patients for anti-
coagulation (probably based around risk
stratification schemes) and service develop-
ments to ensure that safe anticoagulation
can be provided to minimise the risks of
warfarin treatment. Nevertheless, the avail-
ability of a practical method to identify
atrial fibrillation is a prerequisite for
effective treatment. We hope that our article
added to the evidence base on this issue.
Mark Sudlow MRC special training fellow in health
services research

Helen Rodgers Senior lecturer in stroke medicine and
services

Rose Anne Kenny Professor of cardiovascular
research

Richard Thomson Senior lecturer in public health
medicine

School of Clinical Medical Sciences, University of
Newcastle upon Tyne, Newcastle upon Tyne

NE2 4AA

Mark.Sudlow@ncl.ac.uk
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#The authors’ reply was inadvertently
omitted from the cluster of letters on this
topic that was published last week (p 191).

Potential collaborators saw
various problems with study of
detoxification under
anaesthesia

Eprror—Brewer is correct when he states'
that he invited us to collaborate on a trial of
detoxification under anaesthesia® and that
we did not take up this offer. We would not
normally report publicly on such prelimi-
nary discussions or our reasons for not
going ahead, but his letter clearly requires a
reply.

Selection of appropriate study design
and of collaborators of appropriate objectiv-
ity and equipoise is of great importance,
since, as Kleber and Riordan have reminded
us, “the history of narcotic withdrawal treat-
ment is filled with ‘cures’ enthusiastically
received and then quietly dropped when
they turn out to be either ineffective,
dangerous, or both™ Consequently, “any
claims for a new method should be put for-
ward with modesty and viewed with scepti-
cism until amply documented by careful
experimental procedures.”

We chose not to collaborate with Brewer
for various reasons. The professional
reasons included our concern about the

potential hazards of the procedure (several
deaths have been reported, whether directly
or indirectly related, including one under
Brewer’s own care') and our dislike of
Brewer’s proposal that NHS funds should be
diverted from the NHS into his private
treatment business.

John Strang Director

Jenny Bearn Consultant psychiatrist

Michael Gossop Head of research, addictions
directorate

National Addiction Centre (The Maudsley/Institute
of Psychiatry), London SE5 8AF
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Doctors don’t see enough
peaceful deaths

Epitor—Goodall suggests that doctors are
more afraid of death than is the rest of the
population.' If she is right we must ask why
this is so and question whether it might have
a detrimental effect on the care given to very
ill patients.

Recently I questioned eight junior
hospital doctors about their experiences
with patients dying in hospital. At the end of
their first six months all had attended many
cardiac arrests: one had been at 10, two at
15, two at 20, and the remaining three at
more than 30. Their experiences of peaceful
death contrasted with this. Three had been
involved with a patient dying peacefully: one
young woman said that she had sat and held
a patient’s hand as he died because he was
alone and the nurses were too busy. Five,
however, had never been at a peaceful death.
It would be useful to find out if it is uncom-
mon for a doctor to experience being with a
patient dying quietly.

Doctors participate in many resuscita-
tion attempts and witness many traumatic
deaths. Death then probably appears a fear-
ful event always to be avoided. If doctors (in
contrast to nurses) never see a quiet and
accepted death it may be difficult to
recognise that a patient is dying and that
sometimes he or she is ready to die. This
may be detrimental to them giving good ter-
minal care. This lack of experience of “good”
deaths of patients in hospital or a hospice
may have a serious impact on a person’s
feelings about his or her own mortality and
impose a strain on young doctors.

Fiona Haas  Staff nurse
St Richard’s Hospital, Chichester PO19 4SE

1 Goodall J. Doctors fighting, fleeing, or facing up to death.
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