
1 Barrison IG, Viola L, Murray-Lyon IM. Do housemen take an adequate drinking history? BrMedJ
1980;281: 1040.

2 Rowland N, Maynard A, Beverage A, Kennedy P, Winfergill W, Stone W. Doctors have no time for
alcohol screening. Br MedJ7 1987;295:95-6.

3 Paton A. Alcohol misuse and the hospital doctor. BrJ Hosp Med 1989;424:394-8.
4 Ford Mi, Ritson B. Medical students attitudes towards alcohol problems. Proceedings of the Royal

College ofPhtvstcians ofEdinburgh 1990 (in press).
5 Glass IB. Undergraduate training in substance abuse in the United Kingdom. Br J7 Addict

1989;84: 197-202.
6 Macdonald EB, Patel AR. Attitudes towards alcoholism. BrMedJ 1975;ii:430-1.
7 Mendelson JH, Wexler D, Kubjorsky PE, Harrison R, Leiderrman G, Solomon P. Physicians

attitudes toward alcoholic patients. Arch Gen Psvchiatry 1964;11:392-9.
8 Office of the Chief Scientist. Alcohol related problems in undergraduate medical education. London:

DHSS, 1987.
9 Ariff A, Westermeyer J. Manual ofdrug and alcohol abuse. Guidelinesfor teaching in medical and health

institutions. New York: Plenum Press, 1988.

Who should take vitamin
supplements?

Healthy people eating a healthy diet do not
need them

In 1988 a multivitamin and multimineral supplement was
reported to improve the performance in non-verbal intelli-
gence tests of 30 schoolchildren in Wrexham in an eight
month double blind trial. Though the authors warned that
their study needed to be repeated, for the media it was big
news. The story broke on television two days before the article
was published in the Lancet.' The British nutrition establish-
ment found many weaknesses in the trial,2-9 and two attempts
to confirm the results failed.101' Yet the public continues to
believe in vitamins: one such persistent belief is that vitamin
C will prevent colds, despite a meta-analysis of 27 controlled
trials having shown that vitamin C has no worthwhile effect. 12
So is any benefit to be expected for ordinary people from
vitamin supplements?

Expert committees do not think so-at least for the
populations of affluent countries. The American Institute of
Nutrition and Society for Clinical Nutrition recommends that
"healthy children and adults should obtain adequate nutrient
intakes from dietary sources. Meeting nutrient needs by
choosing a variety of foods in moderation, rather than by
supplementation, reduces the potential risk for both nutrient
deficiencies and nutrient excesses. Individual recommenda-
tions regarding supplements and diets should come from
physicians and registered dietitians."'" The United States
National Research Council could find "no documented
reports that daily multiple vitamin-mineral supplements,
equalling no more than the recommended dietary allow-
ances . . . are either beneficial or harmful for the general
population."'4 Dismissive recommendations like this are
incomplete unless they give guidance on the outlines of an
adequate diet-for example, "people eating a good diet that
includes bread and cereals, vegetables and fruit, meat or meat
substitutes and dairy products do not require vitamin and
mineral supplements."'-' The consensus is clear: "healthy
adult men and healthy non-pregnant, non-lactating women
consuming a normal varied diet do not need vitamin supple-
ments."'6
Three things may go wrong when people choose to treat

themselves with vitamin preparations. Firstly, people eating a
good diet are more likely to take supplements regularly than
those at risk of nutrient deficiency. 17 18 Secondly, the vitamins
people choose to take are often not the ones inadequate in
their diet. 19 Thirdly, the preparations available do not make it
clear whether the doses of vitamin they contain are near the
nutrient requirement or many times greater. Toxic effects
are now well established for megadoses of water soluble

pyridoxine (vitamin B-6),20 as well as for fat soluble vitamins
A and D. In summary, all too often the wrong people are
taking the wrong doses of the wrong vitamins.2
On the other hand, when well fed people take vitamins in

nutritional doses and not megadoses they can do no harm.
The medical interest in vitamins should perhaps concentrate
on the indications for supplements in groups of people at risk
of deficiency. Newborn infants need vitamin K. In pregnancy
the most critical nutrients are folic acid, iron, and calcium.
The same three nutrients may be needed in lactation, and the
suckling infant's intake from breast milk ofmost vitamins can
be increased if the mother takes supplements. Vitamin D may
be needed in winter by children in the north of Britain and by
anyone who is housebound. Vegans, and especially their
infants, require vitamin B-12 supplements. Alcoholics should
receive supplements of thiamine. Then for various conditions
a multivitamin supplement may be indicated: people with low
calorie intake, those taking weight reducing diets or with poor
appetites, and the elderly and frail, food faddists, the
emotionally disturbed, and socially disadvantaged people.

It is, however, difficult to find a good multivitamin. The
ideal preparation would provide the recommended daily
amount22 or recommended dietary allowance23 of all 13
vitamins24 and none of the non-vitamins, as in the Australian
product Elevit. There is no such preparation in the British
National Formulary. Those listed contain mostly from four to
seven vitamins, never more than 10, and rarely include folic
acid. The doses and their ratios vary inexplicably. Thiamine,
for example (requirement 1 0 mg per day) ranges from 0 5 to
5 0 mg per tablet or capsule.

Lastly, some hypotheses are now being tested for prophy-
lactic use ofvitamins beyond preventing clinical or subclinical
malnutrition. A definitive answer is awaited from the trial
studying the use of vitamins at the start of pregnancy to
reduce the risk of neural tube defect in babies born to women
who have previously had an affected baby.25 26 Another
general hypothesis with wide implications is that one of the
"antioxidant" vitamins, vitamin A, c carotene (or even a non-
provitamin A carotenoid), vitamin C, or vitamin E may confer
some protection against the development of some types of
cancer. None of the present evidence is more than sugges-
tive. Prevention trials have started and we may expect others
to be set up.
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Prognosis of abdominal aortic
aneurysm

Operate on tender aneurysms, but get better
data on small asymptomatic aneurysms

Abdominal aortic aneurysm is common, and studies in
Britain, North America, and Australia show a rising preval-
ence.`'3 In Britain rupture or complications of abdominal
aortic aneurysms kill 10 000 people each year4; a further 2000-
3000 undergo successful aortic grafting, but many more die
with their aneurysms intact. Necropsy studies suggest that
aneurysms are present in 3% of those aged over 50.5
Abdominal aortic aneurysm is therefore potentially lethal but
not always the killer. Recent screening studies suggest that
asymptomatic small aneurysms are frequent among people
aged 65-74.6-8 The prognosis-and hence the ideal manage-
ment-of these asymptomatic aneurysms, however, is not
clear.

Elective replacement of an aortic aneurysm with a Dacron
graft is a safe, standard, and durable procedure; Dacron is
inert and outlives the patient provided that no infection
occurs at bypass. A review of our data on 325 consecutive
aneurysm repairs done over a decade, looking at 30 day as well
as 24 hour mortality, showed a considerable difference in
mortality according to whether the aneurysm was sympto-
matic. For 134 patients with asymptomatic aneurysms the 24
hour mortality was zero and 30 day mortality 1-4%; for
120 patients with an inflammatory aneurysm or a tender
aneurysm suggesting impending rupture the 24 hour
mortality remained low (0 8%) but 30 day mortality rose to
9-2%; for 71 patients with ruptured aneurysms the 24 hour
mortality was 19 7% and 30 day mortality 42 2%. Others have
reported similar experiences.9-11
Thus for patients with asymptomatic aneurysms mortality

during the first 30 days after surgery is little more than that
expected over long term follow up-that is, 9% a year. But
despite the increase in elective repairs the number of patients
admitted with ruptured aneurysms continues to rise.' The
contrasting mortality figures for ruptured and unruptured
aneurysms suggest that tender aneurysms should be operated
on urgently, before they rupture. The difficulty remains with
asymptomatic aneurysms.
The risk of rupture of an asymptomatic aneurysm probably

increases with the maximum diameter,'2 but age and general
health are also important. Aneurysms are a disorder of the
seventh and eighth decades, and death from other causes may
precede rupture. Most British surgeons favour surgery for

asymptomatic aneurysms over 5 5 cm in diameter, but the
management of smaller aneurysms is controversial. All favour
observation ofaortic swellings ofup to 4 cm, and some operate
on aneurysms of that size,'3 even though the size of a small
aorta is uncertain (unpublished data). Nevertheless, pre-
liminary data indicate that asymptomatic aneurysms of less
than 5 cm do not benefit from elective repair.'5 A recent
retrospective review of 176 patients with abdominal aortic
aneurysm in Rochester, Minnesota, showed that aneurysms
of 5 cm or less were unlikely to rupture. 16

Information on factors associated with aortic dilatation
comes only from retrospective studies of patients unfit for
elective surgery.17-'9 These factors include the absence of
peripheral arterial disease; a small ratio of suprarenal aortic
diameter to infrarenal diameter; hypertension; and obstruc-
tive lung disease. The rate of growth of small aneurysms
seems to vary widely, from 2 mm to 8 mm a year.'7-20 One
retrospective analysis suggested that ,6 blockers diminished
the rate of growth from about 5 mm a year to less than 2 mm.2'
Such studies simply compound the dilemma of whether to
operate on small asymptomatic aneurysms and add nothing to
knowledge or understanding of the natural course.

Clearly, once an aneurysm of any size has become tender it
is lethal and should be operated on. Although operative
mortality is low for asymptomatic aneurysms, we have
inadequate prospective data on the growth of small
aneurysms, their rates of rupture, and mortality from rupture
or other causes during observation, and we know next to
nothing about the factors affecting dilatation. We need
national 30 day mortality figures for elective repairs according
to age, sex, and size of aneurysm, not just reports from
specialist centres. A national collaborative trial of the man-
agement of patients with asymptomatic abdominal aortic
aneurysms could provide this information. Only then could
we comment on the prognosis of small asymptomatic
aneurysms and whether observation or operation is better.
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