
The pharmaceutical industry has however re-
mained commercial. There is little doubt that if
you require the best in innovation, production,
and distribution this is as it should be, as some of
the world's larger economic experiments have
shown nationalisation to be rather inefficient in all
these aspects. If we want the commercial system to
function well the best must be highly rewarded,
which can be expressed only in high sales with
adequate profit margins.

Pharmaceutical marketing staff stand therefore
on the frontier between two systems of thought,
which if not incompatible are in a state of consider-
able tension. The job is strange enough anyway.
Selling is restricted to doctors who rarely consume
and in most cases do not sell the product, whose
price to the consumer has been divorced from its
market value. When the generally anticommercial
stance of the prescriber is added it is not surprising
that frustration occasionally leads to some sort of
cross border incident.

I believe that the Code of Practice Committee do
a good job in trying to prevent conflict and by
rapping knuckles when the industry oversteps the
mark.

There seems no likelihood of British medicine
returning to the small business ethic or of the
pharmaceutical industry becoming non-profit
making. The only way to avoid conflict is to
increase understanding. As a doctor in the industry
I have the discomfort of being occasionally held
guilty by both sides.

I should like to see my colleagues in industry be
more constantly aware that they are not selling a
simple commodity and my professional colleagues
temper their not entirely justified sense of moral
superiority with a little more humility. Both sides
have reason to respect and be grateful for the
achievements of the other.

JOHN K DEWHURST
TIL (Medical) Limited,
Guildford,
Surrey GU2 5YN

Points

Postperinatal mortality in a health district
with a garrison town

Dr J A SHAPIRO (Nuneaton, Warwickshire CV12
9LX) writes: For three years, ending in March of this
year, I looked after most of the army families-that is,
the civilian relatives of army staff-at a garrison near
our practice, and I can confirm anecdotally the
evidence of Dr Mala Rao and Ms Elizabeth Hoinville
(10 September, p 662) that the mothers were young,
most smoked, and fewer breast fed their babies
compared with the general practice population. There
also seemed to be a high incidence of marital stress.
The most interesting finding that we noted was the
extremely high rate of consultation in the army camp.
Our normal practice population has a rate of consulta-
tion of about three consultations for each patient a
year. The figure when we first started a branch surgery
in the army camp was as high as 10 consultations for
each patient a year, though this dropped during our
time at the camp to a value of five or six. Our
explanation for this high rate concurs closely with that
of Dr Rao and Ms Hoinville-namely, that there is
little support from the statutory services or from peer
and family groups. The army families also form an
itinerant population that never builds a real bond with
the primary health care team, so there is no time to
carry out any effective health education. Moreover,
the army authorities themselves seem to us to lack the
motivation to provide an appropriate level of support.

Dr KEVIN JONES (Primary Medical Care, Faculty of
Medicine, Aldermoor Health Centre, Southampton
SO1 6ST) writes: Dr Mala Rao and Ms Elizabeth
Hoinville (10 September, p 662) found higher rates of
postperinatal mortality and death from the sudden
infant death syndrome among army babies. They
speculated that several social factors contribute to this

finding, but in my opinion they did not emphasise
enough the higher rate of smoking. This was noted in
their study, although it was not significant. Previous
work has highlighted the importance of high rates
of smoking among soldiers in the development of
coronary heart disease.' I have been a regimental
medical officer and army medical registrar and my
own analysis of data on births in service families based
in Hong Kong showed that army babies were signifi-
cantly lighter and shorter and had smaller heads
when compared with babies from civilian expatriate
families.2 Higher rates of smoking were probably
partly associated with the aetiology of this difference,
although other demographic influences may have
applied. I believe that this new report provides yet
more evidence for the harm caused to servicemen and
their families by the indirect promotion of smoking
implicit in the subsidised prices of cigarettes available
to service staff, especially overseas. For the sake ofour
troops and their offspring this must be reconsidered.

1 Lynch P, Ineson N, Jones KP, Scott AW, Crawford IC. Risk
profile of soldiers aged under 40 with coronary heart disease.
BrMedJ 1985;290:1868-9.

2 Jones KP. Ethnic variations in birth weight-a study of British,
Chinese and Gurkha babies. J R Army Med Corps 1987;133:
146-7.

Occult biochemical pregnancies

Dr GuTrroRm BRATrEB0 (Department of Surgery,
Hammerfest Hospital, N-%901 Hammerfest, Norway)
writes: Minerva (30 July, p 368) raised the question of
the incidence of early pregnancy losses, referring to a
recently published British study in which no evidence
of occult pregnancies was found. ' A far larger investi-
gation in the United States estimated the rate to be
22% during 707 menstrual cycles among 221 women
who were trying to conceive.2 The American study
used a highly sensitive and specific immunoradio-
metric technique, enabling measurement of human
chorionic hormone concentration with no cross
reaction with human luteinising hormone.3 Therefore
research does indicate that medical folklore is correct
when stating that many women become pregnant only
to abort before recognising it.

1 Walker EM, Lewis M, Cooper W, Marnie M, Howie PW. Occult
biochemnical pregnancy: fact or fiction? Br J Obstet Gynaecol
1988;95:659-63.

2 Wilcox AJ, Weinberg CR, O'Connor JF, et al. Incidence of early
loss of pregnancy. N EnglJ Med 1988;319:189-94.

3 Wehmann RE, Harman SM, Birken S, Canfield RE, Nisula
BC. Convenient radioimmunoassay for urinary human
choriogonadotropin without interference by urinary human
luteotropin. Clin Chem 1981;27:1997-2001.

Drug rationalisation programme in hospital

Professor K B SAUNDERS (Department of Medicine,
St George's Hospital Medical School, London
SW17 ORE) writes: At St George's we noted with
astonishment the comment in Editor's Choice that "as
yet no other London teaching hospital has followed
suit" in using a drug rationalisation programme
similar to that described by Mr John A Baker and
others (13 August, p 465) at Westminster Hospital. A
restricted drugs policy was introduced here in 1980
and a description of the first five years' experience was
published by Collier and Foster in 1985,' which is
given in the Westminster paper. Savings in Wands-
worth since 1980, calculated in a different way from
that used by the Westminster group, are about
£lm. The restricted list was originally developed for
Wandsworth but was subsequently adopted by two
neighbouring districts and used as a basis in develop-
ing lists in several others. May I protest, gently, on
behalf ofmy colleague Dr Collier, who is of course too
modest to do so.

1 Collier J, Foster J. Management of a restricted drugs policy in
hospital: the first five years' experience. Lancet 1985;i:331-3.

Treatment of night teffors

Drs A J HOWAT and L HOWAT (Sheffield S1O 4LN)
write: We agree wholeheartedly with the paper by Dr
Bryan Lask (3 September, p 592) on the treatment of
night terrors. We came to the same conclusion after
personal experience. Our second child began to have
classic night terrors when aged 2½/2 years. They

occurred two to three times a week and were charac-
terised by initial mumbling and jibbering followed by
screaming in terror and staring unseeingly at a corner
of the bedroom. Attempted consolation by cuddling
and soothing was ineffectual; the attack would last five
or so minutes, whence she would then quickly return
to sleep. She had no recollection in the morning, and
when asked how she had slept the reply was always
"very well, thank you." These experiences were,
however, shattering for us, making us housebound
and loth to go out leaving a babysitter in charge of
the children. It became apparent that these attacks
occurred one and a half to two hours after falling
asleep. So we disturbed and woke her about one to one
and a half hours after her going to sleep. The night
terrors promptly stopped. We continued to wake her
like this for a few weeks and then stopped. The terrors
returned a few months later but were quickly treated
by the waking regimen. She is currently 51/2 years old
and no longer affected. We have since told general
practitioner friends of this treatment, and they have
used it with success in other families whose children
experience these terrifying (for the parents) experi-
ences.

Drug Point
Haemolytic anaemia associated with
fenbufen

Dr T MARTLAND and Mr W D STONE (District
Hospital, York Y03 7HE) write: Several non-
steroidal anti-inflammatory drugs cause haemolytic
anaemia.' We report a case caused probably by
fenbufen, an association that has been noted only once
before.2
A retired gardener aged 66 was admitted with a

three day history of lethargy, anorexia, and mild
jaundice with dark urine. His only previous illness was
polymyalgia rheumatica, which had resolved without
treatment. He had been taking his wife's fenbufen
300 mg twice daily for 10 days for mild arthritic
symptoms. He was not taking other drugs and had not
been exposed to environmental hazards.
On admission his temperature was normal, but he

was pale and sweating, with mild jaundice but no
lymphadenopathy, hepatosplenomegaly, or bruising.
Initial results showed a haemoglobin concentration of
43 g/l, mean corpuscular volume of 95 fl, and packed
cell volume of0- 12; a blood film showed spherocytosis
and normoblasts with a reticulocyte count of 18%.
A direct Coombs test was strongly positive. The
erythrocytes were coated with IgG and C3d com-
ponent of complement. Red cell eluate tests at 20°C
and 37°C showed no irregular antibodies. Tests for
antinuclear factor, rheumatoid factor, anti-DNA
antibody, mycoplasma agglutination, and complement
fixation gave negative results. A chest radiograph was
normal and results of biochemical tests showed no
abnormalities, except for bilirubin (74 pmol/l) con-
centration and alkaline phosphatase (107 IU/1) and
serum alanine transaminase (45 IU/l) activities. Dip-
stick testing of his urine showed protein and blood
with no bilirubin. He was treated initially with high
dose intravenous and oral steroids but continued
to deteriorate, becoming breathless, confused, and
paranoid. He was transfused with six units of blood
during 24 hours and improved appreciably. He was
discharged home nine days after admission entirely
well, taking prednisolone 20 mg a day. At follow up
four months later he was without symptoms, except
for his mild arthritis, and was not receiving any
treatment; his haemoglobin concentration was 142 g/l
and reticulocyte count 2%.

This patient's haemolytic anaemia was probably
caused by fenbufen, and his subsequent wellbeing
supports this. There are close similarities between this
case and the previous report of haemolytic anaemia
associated with fenbufen, especially the short time for
which the drug was taken and the sudden and severe
onset of anaemia. Fenbufen is closely related pharma-
cologically to other anti-inflammatory agents that
cause similar reactions, such as ibuprofen, naproxen,
and mefenamic acid. Perhaps all drugs of this class
should be considered as potential causes ofhaemolytic
anaemia?

1 Sanford-Driscoll M, Knodel LC. Induction of haemolytic
anaemia by non-steroidal anti-inflammatory drugs. Drug Intell
Clin Pharm 1986;20:925-34.

2 Beucler A, Rezean H, Castot A, Guillemain JL, Angellier JF.
Anemie hemolytique au fenbufene. Presse Med 1986;30:1426.
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