
from the risks of the disease being treated, or
from the potentially deleterious effects of drug
withdrawal. Meaningful discussion depends on
sound methodology and the availability of appro-
priate data on these component risks.

Risk attributable to drugs is currently poorly
estimated. The "spontaneous" reporting systems
give an imprecise estimate both of events (nume-
rator) and prescribing (denominator). Further,
these systems do not incorporate a quantitative
measure of the background incidence of the event
of interest in the patient group being treated, the
likely outcome of disease without treatment, or the
treatment benefit to be expected. Similar reserva-
tions apply to other current sources of safety
information.

Risk attributable to drugs is poorly estimated
because much data was collected in an ad hoc
fashion from highly selected subgroups of patient
populations that differ greatly in demographic
and other characteristics from patient populations
today.

Potential risks of drug withdrawal should not be
ignored. Making a drug unavailable may achieve
the objective of reducing risk associated with that
individual drug but may increase risk due to
alternative drugs or because of reduced efficacy
of alternate treatments. It is important to appro-
priately balance these risks on the basis of adequate
information.

Current data on which regulatory decisions are
based, because they are incomplete, give an im-
precise estimate of risk. These deficiencies in
data are potentially remediable with improved
data collection and aggregation (including record
linkage). These limitations of methodology and
data may limit the short term possibilities
for meaningful exchange of information which
Medawar desires.

J KILGOUR-CHRISTIE
A H WATT

Medicines Assessment Research Unit,
University ofAberdeen,
Aberdeen AB9 2ZD

1 Medawar C. Drugs, secrecy, and society. BMJ 1993;306:81-2.
(9 January.)

EDI-oR,-Having read Charles Medawar's edi-
torial' and heard subsequent public statements
from Mr Giles Radice MP (such as on Channel 4,
The Parliament Programme, 15 January), I am
convinced that the need for his Medicines Infor-
mation Bill has evaporated.

It is abundantly clear that Mr Radice has two
main objectives-to ensure that the Department of
Health is required to give its reasons why a product
licence for a medicine is granted, revoked, or
suspended, and to ensure that patients are
provided with better and more comprehensive
information about the risks and benefits of the
medicines that are prescribed for them. He has, he
says, no wish to compromise the commercial and
intellectual property rights of the research based
pharmaceutical companies. On all these points, Mr
Radice and the pharmaceutical industry are in
agreement.
The Department of Health has cultivated the

myth for some years that section 1 18 of the Medi-
cines Act is the only reason why it is prevented
from explaining the decisions of the licensing
authority in general or the recommendations of
the Committee on Safety of Medicines, based on
doctors' reports of adverse reactions, in particular.
The reports, made by doctors on yellow cards, is
data that the committee owns and as such can be
disclosed by them as they see fit. Papers based on
such data have appeared in the medical literature
on many occasions since the inception of the yellow
card scheme in 1964.
On a select number of occasions the licensing

authority has decided not to disclose to the medical
profession and patients the data behind its decisions
-for example, those relating to Opren (benoxo-

profen) and Halcion (triazolam). In 1991, Mrs
Virginia Bottomley, then minister for health, went
so far as to use section 118 as the reason for not
being able to give parliament information about
the production and distribution of counterfeit
medicines.
The consumer groups that are sponsoring Mr

Radice's bill have seized the opportunity to erro-
neously lay blame for such secrecy at the door of
drug companies. The pharmaceutical industry
supports the EC directive (92/27/EEC) that will
require all European licensing agencies to provide
what will be known as a "summary basis of
approval" on granting a licence for a new medicine.
This will meet, in full, Mr Radice's demand for
information on why a medicine has been licensed.
Mr Radice's second main objective-to provide

more and better information to patients-is not in
any way compromised by section 118. To this end,
this association has for some years now made the
data sheet compendium-written originally for
doctors and pharmacists-available to public
libraries and, on request, to individual members of
the public. Next year we will be publishing a
compendium of "user friendly" patient informa-
tion leaflets covering more than 1000 products. For
those who might argue that this information comes
from "the industry" it should be pointed out that
such data have to be approved by government
before it is issued.
The British Medical Association publishes for

patients an excellent guide to all prescribed medi-
cines.2 The British National Formulary, published
by the BMA and the Royal Pharmaceutical Society,
and the society's Martindale pharmacopoeia are
also readily available to the public.
There is now no need for Mr Radice's bill; he

should withdraw it and save precious parliamen-
tary time.

JOHN GRIFFIN
Association of the British Pharmaceutical Industry,
London SWIA 2DY

1 Medawar C. Drugs, secrecy, and society. BMJ 1993;306:81-2.
(9 January.)

2 Henry J, ed. Guide to medicines and drugs. London: BMA, 1988.

Tax reliefon child care
EDITOR,-As one of the two speakers criticised in
Council by Mr John Chawner for saying that
schemes for tax relief on child care were non-
starters and a waste of health service money'
perhaps I may be allowed to draw attention to a
debate earlier that day.
Much of the morning was taken up discussing

bed closures in hospitals, overall underfunding of
the NHS, and the BMA's strategy to emphasise the
underfumding. Yet in the afternoon the council put
its weight behind a scheme that would selectively
subsidise and increase the earning capacity of a
small group who are by no means the worst paid
members of society, and this largely at the expense
of the previously agreed underfunded NHS and
the taxpayer.
The rather weak reason given was the waste of

the resources used in training these people. By the
same token we should build more fighter aircraft so
that expensively trained officers may be "enabled

Correction

Re-emergence oftuberculosis
An editorial error occurred in this letter byW Fox and
D A Mitchison (20 February, p 515). The fourth
paragraph begins: "The activities of the tuberculosis
unit received worldwide recognition...." This should
read "The activities of the tuberculosis units . . ."
as there were in fact three units, the Tuberculosis
Research Unit (1948-65), the Tuberculosis and Chest
Diseases Unit (1965-84), and the Unit for Laboratory
Studies ofTuberculosis (1954-86).

to get back to work." Pilots cost vastly more to
train than doctors, after all, and some may say
there is an increasing demand for them. The list of
other "expensively trained" groups is practically
endless. Should all be subsidised back to work?

If the BMA is to be taken seriously then it should
espouse more worthy causes that have some pros-
pect of success rather than politically correct
harebrained schemes such as this, which is as likely
to bear fruit as "pigs are to fly," to quote the two
speakers.

DAVID ROBERTS
Welford,
Northampton NN6 7HG

1 Beecham L. Call for tax relief on child care. BMY 1993;306:339.
(30 January.)

Anecdote in the BMJ
EDITOR,-The Editor's Choice of 20 February
draws attention to the place of anecdote in the
BMJ. The Concise Oxford Dictionary defines
anecdote as "a short account of an entertaining or
interesting incident." The use of the term in
Editor's Choice includes case reports, such as the
two lessons of the week, one of which describes no
fewer than 36 patients. Hunter drew a clear
distinction between anecdotes, case reports, and
syndrome letters but in her chapter on anecdotes,
surprisingly, offered no definition.' The journal's
definition would be interesting to read.
A careful reading of the issue of 20 February,

from back to front, starts with Minerva, who gives
three pure anecdotes among 12 items. Atypically,
neither the personal view nor the soundings pieces
are anecdotal. The letters section offers a feast of
anecdotes about Mozart.
Among the papets is a short report about self

monitoring of triglyceride concentrations in
non-insulin dependent diabetes in 12 patients. Is
this an anecdote? And there is a paper about life
threatening events in infants and young children,
whose discussion acknowledges the uncertainty
that selection bias generates in the interpretation
of the results. Surely this fine paper is built on
157 anecdotes, about half of which were discarded
as incomplete: "No diagnosis was established in
80 patients." The stories of the remaining 77 make
instructive reading.
The paper on diary keeping in asthma actually

takes anecdote, in its broadest sense of narrative of
uncertain significance, as its subject, testing the
reliability of patients' written accounts of their
asthmatic symptoms.
The editorials do not disappoint. David

Bowsher, writing on paradoxical pain, opens
with an anecdote about a consultant convicted of
attempted murder. Trish Groves captures readers'
attention with two anecdotes at the start of her
editorial on closing mental hospitals. And the
authors of the editorial on drug smuggler's delirium
cite 16 references, at least eight of which, to judge
from their titles, are truly anecdotal, and use them
to construct useful clinical guidelines.

Finally, readers should return to the obituary
section, another resting place for anecdote, to
learn of the death of Kit Ounsted, a dedicated
researcher, who '"saw developmental medicine as a
science of biography."
Medicine a scientific discipline in which indul-

gence in anecdote is a dangerous and peripheral
recreation? The BMJ a journal in which anecdote
is an occasional occurrence, carefully contained
lest it leak out and contaminate scientific standards?
This devoted reader is forced to ask: Are you
serious?

MICHAEL LOUDON
New Ollerton,
Nottinghamshire NG22 9SZ

I Hunter KM. Doctor's stories: the narrative structure of medical
knowledge. Princeton: Princeton University Press, 1991.
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