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ARCHIE COCHRANE AND CLINICAL OUTCOMES
Professor Archie Cochrane was a person ahead of his time.
In the 1930s at a rally in London in favour of a British
National Health Service (NHS), he was not content with
bland slogans about the NHS and made up his own prophetic
banner, 'All effective treatment must be free'. This incident
(and the comment of one onlooker that he had 'Trotskyite'
inclinations) is recalled in the classic Rock Carling mono-
graph Effectiveness and Efficiency-Random Reflections on
Health Services. I He argues the need for the NHS to evaluate
its activities and to attempt to measure its effectiveness and
efficiency. This shows a deep commitment to the NHS and
its principles of providing health care on the basis of 'need'
not 'wealth'.

In the monograph Archie Cochrane reviews the situation
in 1971 and illustrates his views by various examples such
as pulmonary tuberculosis, hypertension, ischaemic heart
disease, diabetes, psychiatry, otolaryngology, and mid-
wifery. Since then much has happened in the NHS to move
towards a more critical appraisal of health services.

Archie Cochrane's ideas came to mind when in December
1994, the Management Executive of the National Health
Service in Scotland (NHSIS) issued the report of the Clinical
Outcomes Working Group on 'Clinical Outcome Indicators'<
These indicators were promptly trumpeted by the media as
a list of hospital 'league tables' showing some hospitals to
be 'better' than others; the NHS in England felt that Scotland
had stolen a march on them as they did not yet have the
information systems to deal with the required record
linkages; and the public became concerned that their local
hospitals were not good enough. So what was the fuss all
about?

The Clinical Outcomes Working Group was given the task
of advising on a range of suitable outcomes for inclusion
in health board contracts with hospitals providing acute
services; and on ways of achieving a better understanding
of the nature and use of clinical outcome indicators. The
report itself described three main areas of work undertaken:
(i) the quality and completeness of clinical information
available in Scotland, (ii) specific outcome measures in
selected clinical areas, and (iii) action in relation to new
clinical data collection systems. All the uproar concentrated
on the specific outcome measures.

The specific outcome measures employed were related to
population health status at the health board level (there
are 15 health boards in Scotland covering a population of
5 million), and other measures were used to describe acute
hospitals and psychiatric hospitals. The health board
indicators were: teenage pregnancy, therapeutic abortion,
childhood incidence of measles, cervical cancer mortality,
suicide, diabetic ketoacidosis, and inpatient stays for
children with asthma. The acute hospital indicators were:
mortality after admission for fractures of the neck of the
femur, discharge home after admission with these fractures;
mortality after admission for acute myocardial infarction;
reoperation after transurethral prostatectomy; emergency
readmission rate after discharge from a medical specialty;

mortality after admission for stroke; and discharge home
after stroke. The psychiatric hospital indicators were: all
deaths within one year of discharge, deaths at ages under
65 within one year of discharge, and suicides within one
year of discharge. The rates were standardized, where
appropriate, and presented with 95% confidence intervals
'as an aid to interpretation'.

The health board where I live showed the average for all
the health board indicators except the suicide rate and
inpatient stays for children with asthma, which were signi-
ficantly higher. For my local acute hospital, all the acute
hospital indicators were average except mortality after
admission for acute myocardial infarction, emergency re-
admission rate after discharge from a medical specialty,
and mortality after admission for stroke all of which were
significantly lower, and discharge home after stroke which
was significantly higher. My local psychiatric hospital was
average for the three psychiatric hospital indicators.
Interesting though this information is, readers can be assured
that I am not about to move elsewhere to seek acute or
psychiatric care, if I need it, on the basis of this data!

The reasons for this are obvious and the report stresses
this point. It states that the data provided no 'hard and
fast answers' and that no inferences about the quality of
care could be drawn from the indicators published. These
17 indicators highlighted issues which could be further
investigated. The data, of course, do not provide directly
comparable information about the effectiveness, the cost-
effectiveness, or the efficacy of medical treatment. This is
because the observed differences, even after adjusting for
age and sex, could be due to a host of factors such as differ-
ences in the severity of illness of admitted patients, the
diagnostic criteria used by hospitals to admit patients, or
the socio-economic characteristics of patients. It is known
that, for example, patients from poorer areas admitted to
the Glasgow Royal Infirmary for surgery t~ longer to
recover even allowing for other factors such as smoking.
The indicators are expected to stimulate discussion among
clinicians, epidemiologists, health boards and providers of
health care so that they can carefully study the differences
and identify the likely causes for these differences, including
undertaking Scotland-wide audits of particular specialties.

All this is still a far cry from Archie Cochrane's vision
of 'All effective treatment must be free', but it is a very
important step in looking critically at what happens in the
NHSIS and is a complementary activity to other changes
designed to improve health care such as providing a basis
for service specifications and provision of services on
assessed health needs of populations.

RACISM AND DOcrORS
For those of you who have been to Britain or follow events
here, at some point the issue of racism usually crops up. It
sometimes manifests itself in the form of institutional racism
of the policies of the government, such as its immigration
policy. At other times it is personal racism exhibited by
some immigration officers, police officers, or members of
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the public. The medical profession is not immune from this
and evidence has been accumulating of the disadvantage
that non-white doctors face in pursuing their chosen specialty
for example because of racism, or the 'old-boy network'
(which is unfavourable to women doctors as well).

However, from time to time even those of us who are
well acquainted with all of this are taken aback by some
incident, or in my case, two incidents. At a recent small
education course, where all the participants were unknown
to one another, one of the consultants pointedly ignored
me despite introducing himself to the (two) others in our
company. After introducing myself, it was clear that the
gentleman was intent on not speaking to me. When you are
snubbed like this, whether it has a racist intent or not, it
rankles if only because of the sheer rudeness involved. The
second incident occurred when a doctor began to talk of an
outstanding issue in his search for a permanent post. He
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started with 'the nigger in the woodpile is ... ' and was cut
short when I pointed out that although I was not a 'political
correctness' stormtrooper, racist or sexist language would
not be tolerated by me.

These two incidents involving two white doctors (neither
of them colleagues of mine) raise questions about how they
treat their non-white colleagues and their non-white
patients. After all, it is not about 'politeness' or 'political
correctness' but about treating everyone with respect
and dignity that should be the hallmark of all health
professionals.
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There has been a rise in the notifications of tuberculosis in
England and Wales. After a decline for over a century the
notification rate levelled out in the mid-1980s and increased
by 12% between 1988 and 1992. The rise was largely confined
to inner London, the Northern and West Midland regions.
Bhatti and colleagues' working in East London have
examined the possible causes of the increase. In the poorest
10% of the population the increase was 35%, and 13% in
the next poorest 10%, while in the rest of the population
there was no increase. It was concluded that socio-economic
factors, especially overcrowding, played a major role.

In the London borough of Hackney, one of the most
deprived areas in England, 40% of the population is from
various ethnic minorities, until recently largely originating
from the Indian subcontinent. However, it has been estimated
that since 198020000 refugees have settled in the borough,
Turks in 1980, Kurds from 1988, and Eritreans, Ethiopians
and Somalis from 1990. These new communities were largely
responsible for the increased number of cases of tuber-
culosis. Contrary to expectations, the rise affected both
low-risk (whites and Afro-Caribbeans) and high-risk
(Indians, Pakistanis and Bangladeshis) groups to the same
extent. The increase in notifications was not due to previous
undernotification, though this has undoubtedly occurred.?
nor was it due to tuberculosis associated with HIV infection
(3 cases known to be HIV-positive in 1991-93), nor to an
increase in homelessness. However, the apparent absence
of tuberculosis in homeless people must be treated with
reserve since official figures have greatly underestimated
the true state of affairs. A recent survey in London by the
charity 'Crisis' of single, homeless people showed that 12%

of those using day centres or living in hostels had active
tuberculosis. If the rise in tuberculosis continues it may be
necessary to revise the policies on BCG vaccinations.

Another aspect of the same problem has been studied in
the Asian community in South London.' The authors
examined the notifications for the years 1983-93 and
compared the rates for Hindus and Muslims. In contrast to
East London, this was a relatively prosperous group, 74%
having the use of one or more cars. The majority of the
Hindus were lacto-vegetarians (no meat or fish) while the
Muslims ate meat and fish. It was found that there was an
8.5-fold increased risk of tuberculosis in the vegetarians. It
was suggested that this diet produced impaired cell-mediated
immunocompetence which reactivated latent infections
.(persistor status); as in other Asian groups there was a large
proportion of non-pulmonary tuberculosis. It is of course
well known that a lacto-vegetarian diet is relatively deficient
in iron, cobalamin (B12) and vitamin D, and it was suggested
that lack of vitamin D was the most likely culprit. Asian
communities in Britain are more dependent upon dietary
vitamin D owing to the reduced amount of synthesis in the
skin-a combination of screening off of sunlight by skin
pigmentation, and a traditional reluctance to expose the
limbs.

Two papers have shown unexpected findings: one on the
ill-effects on children of drinking excessive 'squash' and fruit
drinks; the other on the relationship between intramuscular
injections and vaccine-associated poliomyelitis. In a paper
from Southampton" on the morbidity from an excessive


