
morbidity from pelvic inflammatory disease.
Contrary to some claims,2 however, the frequent
finding of severe inflammatory change in cervical
smears bears no relation to the presence of such
infections.

L SAM LEWIS
ANN BUSHELL

KATE READ
Newport Surgery,
Newport,
Dyfed SA42 OTJ

1 Smith JR, Murdoch J, Carrington D, et al. Prevalence of
Chlamydia trachomatis infection in women having cervical
smear tests. BMJ 1991;302:82-4. (12 January.)

2 Wilson JD, Robinson AJ, Kinghorn SA, Hicks DA. Implications
of inflarmmatory cytology changes on cervical cytology. BMJ
1990;300:638-40.

Readmission rates
SIR,-There are several errors in the letter by
Drs Martin Sandler and Peter Mayer' commenting
on our papers.`24 It suggested that planned re-
admissions were included in the numerator of a
readmission rate. They were not included. It also
suggested that day cases were included in the
numerator. Day case admissions are invariably
planned and would therefore also be excluded.
The letter suggested that deaths were accident-

ally excluded from the denominator. In fact,
deaths were purposely excluded. A person who has
died is no longer at risk of being readmitted and
therefore cannot be included in the numerator.
Standard epidemiological practice suggests that
he or she should also be excluded from the
denominator.
The letter suggested that the case notes of a

substantial proportion of readmitted patients
selected for individual audit were unavailable. In
fact, case notes were available for 74 of the 93
patients readmitted (79%): a respectable "response
rate." We agree, however, that some element of
selection bias might be in play, although we think
it unwise to speculate whether patients whose
case notes were unavailable would be more likely to
fall into the category of avoidable or unavoidable
readmissions.
We entirely disagree that a useful outcome

indicator will always be subject to perverse in-
centives. Readmission rate (however measured) if
used as an indicator of outcome is particularly
subject to perverse incentives because a readmis-
sion rate is a particularly bad and uninterpretable
proxy for outcome. It is hard to see how a valid
outcome indicator-a true measurement of im-
provement in health status-could cause perverse
incentives.

AILEEN CLARKE
RUARIDH MILNE
MIKE CHAMBERS

Health Services Research Unit,
London School of Hygiene and Tropical Medicine,
London WC IE 7HT

I Sandler M, Mayer P. Readmission rates. BMJ 1990;301:1332.
(8 December.)

2 Chambers C, Clarke A. Measuring readmission rates. BM7
1990;301:1134-6. (17 November.)

3 Clarke A. Are readmissions avoidable? BMJ 1990;301:1136-8.
(17 November.)

4 Milne R, Clarke A. Can readmission rates be used as an outcome
indicator?BMJ 1990;301:1139-40. (17 November.)

***Dr Clarke's name was incorrectly given in the
letter by Drs Sandler and Mayer. We apologise for
this error. -ED, BM7.

SIR,-Because of the uncertainty about the extent
to which successive admissions to hospital are
related, we as well as Dr Aileen Clarke and
colleagues'" have studied time intervals between
admissions. We analysed linked data relating to
1554700 admissions for patients who were both
resident and treated in the Oxford record linkage
study area between 1975 and 1984.4 We excluded
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index events that ended in death and counted
interhospital transfers as a continuation of each
index event. The figure shows the pattern of
emergency readmissions found after patients'
discharge after general surgery. The pattern
for general medicine was similar. We found a
substantial peak in emergency admissions in the
first month after discharge. The close temporal
proximity between index discharges and the
emergency admissions which follow suggests that
there is generally an association between the events
within this time interval.
Dr Clarke and colleagues discussed the use of

readmission rates as outcome indicators and
suggested that this should be avoided. Although
we agree with much of their reasoning, the conclu-
sion depends to some extent on how indicators are
used. Early work on performance indicators in the
National Health Service acknowledged that
indicators alone should not be used to draw firm
conclusions on whether the provision of care was
good or bad; that such judgments would be
reached only after further detailed study of local
circumstances; and that the primary purpose of
indicators was therefore to focus attention on
where local study might be worth while.' Used in
this way, emergency readmission rates may have
merit as indicators. It is, however, a common
feature of health service information systems that
few resources are available alongside them to
pursue local investigation of statistical findings
that may be important but need further explora-
tion. Thus one may be left with findings that
are tantalising but uninterpretable. In these
circumstances, we too have reservations about the
use of readmission rates as outcome indicators but
believe that the study of emergency readmissions
within the framework of local medical audit and
investigation may well be worth while.

Other potential uses of information about
readmissions should not be overlooked. For
example, at the level of clinical use, knowledge
about the statistical probability of readmission
for patients in particular clinical categories can
provide information about this aspect of prognosis.
In the context of contracts for care, data about
readmissions -and their timing in relation to index
admissions-may be important in determining
responsibilities for the costs of care.
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SIR,-In view of the recent articles by Dr Aileen
Clarke and colleagues'3 we would like to suggest an

improved "screening tool" for an indicator of
the outcome of hospital care: the readmission
mortality, which overcomes many ofthe drawbacks
mentioned by Dr Clarke and colleagues. It bypasses
the problem of excessive readmissions, which
results from a lower threshold for readrnission (for
example, clinicians' decisions, excess of vacant
hospital beds, etc). It may prevent clinicians from
artificially postponing readmission of those who
require hospital care because late readmissions, as
opposed to straightforward readmissions, may be
reflected in an increase in the mortality. The
readmission mortality should have a face validity as
good as the hospital death rate and the readmission
rate: all are extracts of data held on the hospital
computer.

In 1989 we followed up 797 discharged patients,
not including patients with malignancy. All of
them had been admitted to hospital as emergency
cases, and 83% were over the age of 65. On our
wards selected patients are referred to a continuing
multidisciplinary medical care facility.4 Most of
these patients have acute and complex conditions
which deteriorated before their admission. All of
them are homebound and most of them have
chronic medical conditions.
The readmission rate of the discharged patients

was 14% within 14 days and 20% within 28 days,
and it levelled off after 28 days, similar to that
reported by Drs Chambers and Clarke.2 The
mortality in patients readmitted within one week
was 33% and within two weeks 30%. The rate was
significantly higher in those who were readmitted
within the first two weeks than in those readmitted
later (p<0-01). These early readmission mortalities
may be strongly correlated to adverse outcomes
after the first admission. These findings are in
concordance with those of Dr Clarke, that early
readmission, as opposed to readmission in 21-27
days, was found to be more avoidable.3 Finally,
such a measurement may prevent some clinicians
from discharging patients home prematurely and
contradict the current trend of shortening the
length of stay.
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Learning from disaster
SIR,-Dr Michael Phelan's personal view' il-
lustrates some important discrepancies in attitudes
to death across the artificial divide between physical
medicine and psychological medicine. Passive
euthanasia2 for the chronically physically ill is an
acceptable subject for debate in medical circles.
Yet euthanasia for chronic psychiatric disorders
does not appear in the index of standard books on
psychiatric ethics3 or suicide,4 the nearest concepts
being balance sheet suicide4 and rational suicide.6
The only exception to psychiatrists' evasion

of passive euthanasia is in patients with senile
dementia, who may be deprived ofactive treatment
for physical complications such as chest infections.
Yet these people do not necessarily have a reduced
life expectancy5: the only justification is that their
illness is organic rather than functional-a highly
dubious dichotomy,6 which.was decried almost a
century ago.'
The suffering of dementia is probably slight

compared with that of a small minority of young,
chronically mentally disordered persons whose
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distress proves intractable, often due to concurrent
if not primary personality disorder or substance
abuse, or both, and who face a lifetime of desola-
tion. Such people are understandably those most
likely to take their own lives.' Surely this small
group-once thorough, appropriate treatment has
failed-should be allowed the peace of death at
their own hand, without guilt on the part of
themselves or their doctor, if that is their unwaver-
ing choice.

Such decisions can be regarded as rational';
even an apparently self defeating act may represent
the only opportunity for the powerless to exercise
their will in an oppressive and alien world.9 In
Japan ritual suicide is socially acceptable and
is regarded as a final pathway to mastery and
self esteem.'° Our Christian heritage has left us
morbidly prejudiced against suicide, illustrated by
a long history of punitive legislation.4 Now that we
live in a multicultural society, attempting to end
prejudice against mental affliction and to maximise
quality of life, psychiatrists should seek parity with
other doctors in feeling free to discuss death with
dignity and the ethics ofeuthanasia. When patients
say they would be better off dead they may
sometimes be right.
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Skin grafts for burns
SIR,-We agree wholeheartedly with the con-
cluding statement by Mr Nigel Carver and Dr
Colin J Green that "keratinocyte allografts do
not offer an immediate prospect of satisfactory
burn wound coverage."' However, composite
grafts with a dermal component have in certain
respects been shown to be superior to meshed
autologous split skin grafts,2 the current favoured
method for resurfacing extensive burns.

Although our study did not show allograft
survival using a Y-chromosome probe, we provided
evidence for the survival of xenogeneic cells in
immunocompetent animals.3 We would also
suggest that the presence of a dermal equivalent
does not limit graft expansion as this is purely a
function of cell numbers and hence of the culture
system.
The hypothesis that gradual replacement of

allograft by host cells in full thickness burns should
be impossible is interesting, although evidence to
the contrary seems to have been ignored.4
There is broad agreement that keratinocytes

alone provide unsatisfactory burn wound coverage,
but we contend that composite cultured allografts
show promise.
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Gulf war casualties
SIR,-Concern for the injured in the Gulf war has
rightly been expressed but the plight of burns
victims has not been voiced.
The Department of Health has declared that

patients with burns greater than 40% are not
expected to be returned from the Gulf and, by
implication, that they will not be resuscitated. Few
appreciate that, unlike those with major head or
chest injuries, these young men will walk into the
dressing stations talking. They will die only if their
fluid losses are not replaced, and it may be days
until they die. In addition, chemical burns will heal
spontaneously if correctly treated.2 The rule of
thumb for mortality from burns is that if

patient age+ % burn surface >100
the injury will eventually be fatal. For an un-
complicated 40% burn to be fatal the patient would
thus be aged over 60, which applies to few of our
troops. It would seem that many men will be left to
die unnecessarily if 40% is used as the cut off for
survivability.

N S G MERCER
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SIR,-Drs S L Cohen and R F Armstrong have
expressed their concern at the plans made for the
transfer of casualties from the Gulf war back to the
United Kingdom for further treatment.' They do
not seem to be aware of the plans for the transfer.
Over the years the aeromedical services of the
Royal Air Force have carried many thousands of
sick and injured patients and have developed the
necessary expertise.
On every flight from the Gulf to the United

Kingdom there will be a medical team of 10
(doctors and nurses) with an anaesthetist in charge.
The aircraft have been equipped to maintain in
flight respiratory support with full monitoring
of the necessary variables during the continuation
of the relevant treatment schedule.

C A B McLAREN
Central Medical Establishment,
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Doctors in the Gulf
SIR,-It was gallant of Dr P B S Fowler to suggest
that doctors who have retired from the National
Health Service might offer to assist the Ministry of
Defence (as the War Office is now known) in such
places as the Gulf.' May one of the toads beneath
the harrow express some reservations?

Thirty five years ago, when I was besieged in
Jordan during the deplorable Suez affair, one of
the main topics of discussion between the national
servicemen in the bar used to be how the services
would be able to manage without us. Now that in
my declining years I find myself occupied rather
similarly in a better cause in the Gulf, it is

interesting to observe that, despite a massive
reinforcement with unqualified medical assistants,
in real emergencies they still have to fall back on
conscripts.

Unfortunately it seems questionable whether
the deficiencies now being revealed can ever be
adequately covered by calling on that last resort of
unsuccessful generals-old age pensioners. Dad's
Army may rush to the colours, but few of them
still have the stamina, resilience, flexibility, and
modern knowledge necessary to deal with sudden
overwhelming emergencies, when it is disastrous if
key people break down. It might be more appro-
priate if they were asked to deputise for the people
who are away.

In any case it seems increasingly astonishing
out in the Gulf to find the authorities writing
solicitously to inquire whether we have all made
our wills and secured enough body bags, instead of
whether we need anything else while still alive
(when it is proving increasingly difficult to get
ordinary sick patients who need to be relieved sent
home), and that there should be talk at home about
a medical emergency so great that it might over-
whelm the debilitated National Health Service,
when few have seen any action yet.
Some of us out here are much more worried

about the scale of the human disaster that may be
revealed after the United Nations has finished
bombarding Iraq, when the international welfare
organisations may well find that they have a great
need for much more well qualified assistance to
help clear up the mess.

W R P BOURNE
Aberdeen AB I ODS
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Drug Points

Recurrent ventricular fibrillation in
mianserin intoxication

Drs WALTER E HAEFELI and RONALD A SCHOEN-
ENBERGER (Medical Intensive Care Unit, Univer-
sity Hospital, CH-4031 Basle) and Mr ANDRE
SCHOLER (Laboratory for Clinical Chemistry,
University Hospital, Basle) write: Unlike with
tricycic antidepressants, cardiac side effects after
intoxication with the tetracyclic mianserin are rare,
even in patients with cardiovascular disorders.' 2
So far only three cases of electrocardiographic
changes or rhythm disturbances during treatment
with mianserin have been reported.35 The only
case ofarrhythmia attributed to mianserin occurred
in a patient with severe hypothermia (25 2°C), a
factor that itself leads to ventricular fibrillation.'
We report a case of recurrent life threatening
ventricular arrhythmia after excessive intake of
mianserin.
A 61 year old man weighing 81 kg with a history

ofmyocardial infarction and long lasting depression
was admitted for self poisoning with a large,
unknown dose of mianserin three hours earlier. At
admission he was awake without clinical signs of
heart failure. Heart rate and blood pressure were
normal. The electrocardiogram was unchanged
compared with an electrocardiogram performed
six months earlier (with respect to sinus rhythm,
the old anterior Q wave infarction, and normal
intervals). Serum urea concentration and creatine
kinase activity were normal; potassium concentra-
tion was 3- 1 mmol/l. Gastric lavage was performed
and potassium was substituted. Three hours
later ventricular fibrillation occurred. Electrical
defibrillation restored sinus rhythm and intra-
venous lidocaine was started. Twenty eight hours
later polymorphous ventricular tachycardia
without QTc prolongation and ventricular fibrilla-
tion recurred, necessitating further countershock
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