
tors, many general practitioners would consider the
differential diagnoses of fever and rash to be common
viral infections such as roseola infantum, measles, or
rubella; the skin peeling would also raise the possibility
of scarlet fever. It would be important to check her
mother’s antenatal notes to confirm she is immune to
rubella. Relevant investigations for Elisabeth include
salivary specimens for measles and rubella (as not all
immunised children are immune) and a throat swab
for streptococcus. Unlike the commentators, I think
few general practitioners in the United Kingdom
would have considered Kawasaki disease.1

Clear advice for the parents is vital in such cases.
Since Elisabeth has been quite ill, still has a rash and
desquamation, has no definitive diagnosis, and has a
history of serious illness, her parents should be asked
to bring her for review after 1-2 days unless completely
better. Then, if she still has a fever she should be
referred to a paediatrician.

At its simplest, the role of a general practitioner is
to decide if this child is seriously ill and whether she
needs to be seen in hospital. Since Elisabeth did not see
a paediatrician until day 17, there were possibly three
missed opportunities for referral. These were when she
was acutely ill and dehydrated on day 3, when first seen
by the general practitioner on day 5, and at general
practitioner review, which should have been arranged
for a few days later. General practitioners in the United
Kingdom, at least, are not that aware of Kawasaki
disease. Although relatively rare, it should be
considered in any child with unexplained fever lasting
more than five days.2 3
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Commentary: learning to stay vigilant about conditions that are
rare but important
Ed Peile

All doctors who look after children need to recognise
the presentation of Kawasaki disease: the conse-
quences of missing it are potentially drastic for the
affected child. The question is how we reinforce our
undergraduate learning about rare but important con-
ditions. Many years in practice without seeing a case
may erode the vigilance of the generalist who has
many common and important conditions jostling for
priority as learning needs in continuing medical
education.

In the rapid responses, Christopher Martin draws
attention to context, rightly drawing on Loong’s recent
paper1 to remind us that, in practice, even cardinal
symptoms have low predictive values if the incidence of
the condition is very low. Martin draws attention to the
tendency for case reports to focus on rarities. Is this a
bad thing? Is there a place for an educational counter-
balance to the everyday experience that “common
things occur commonly” and to any implicit assump-
tion in family practice that “it’s a virus until proved
otherwise”?

The thoughtful contributions from around the
world emphasise that specialists too have some cause
to reflect when it comes down to the details of manag-
ing uncommon conditions, as David Burgner pointed
out. Questions that arose included:
x Does the benefit of aspirin to a child with suspected
Kawasaki disease outweigh the risk of Reye’s syn-
drome?
x Does the neutrophilia justify blood cultures, lumbar
puncture, or broad spectrum antibiotics, although the
fever is abating?
x Are immunoglobulins effective after more than 15
days?

These are all good examples of questions for
evidence based practice, and the discussion on
bmj.com and the expert commentaries are designed to

promote just such reflection on practice for those who
engage actively with our cases. All innovations in medi-
cal education need to be evaluated, and in evaluating
these interactive case discussions we will have to look at
whether expert commentaries promote or stifle
readers’ readiness to search the evidence base.
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Corrections and clarifications

Application of Framingham risk estimates to ethnic
minorities in United Kingdom and implications for
primary prevention of heart disease in general practice:
cross sectional population based study
Equations can be a tricky area for authors, editors,
and typesetters alike. An error somehow crept into
one of the equations in the box entitled
“Framingham equations for 10 year risk of event”
in the Methods section of the full version (see
bmj.com) of this paper by Francesco P Cappuccio
and colleagues (BMJ 2002;325:1271
(http://bmj.bmjjournals.com/cgi/content/full/
325/7375/1271)). Equation 2 should have started
with ln� [not with � alone]. However, the authors
say that their calculations in the paper were done
correctly.

Methylxanthines for exacerbations of chronic obstructive
pulmonary disease: meta-analysis of randomised trials
At the end of this paper by R Graham Barr and
colleagues (20 September, pp 643-6) we
inadvertently left out the year in which the BMJ
accepted their paper for publication. We said it was
accepted on 11 July—we can disclose that
fortunately this was in 2003.

Clinical review
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