
composition, ranging from lone consultant nurses to
multiprofessional teams, and in their working patterns
and activity.9 Some outreach teams follow up patients
as described in our study, whereas others attend once
patients show early warning criteria (see box). The
results of our study are therefore not transferable.

Limitations
Our study design could have confounded the results;
before and after studies are retrospective, therefore vari-
ables cannot be controlled. In our study a concomitant
innovation in the hospital could have produced the
same results. Patients were, however, discharged from
critical care to different areas of the hospital, and at the
time of the study there was no other innovation that
could have had an effect on patients. The median
predicted probability of mortality was 16.1% compared
with 20.4% in the historical cohort. Although this was
not statistically significant, part or all of the effect seen
might be explained by this difference. Several authors
have, however, questioned the ability of the tool to
predict mortality and it is currently the subject of further
investigation by the Intensive Care National Audit
Research Centre. The tool therefore might explain some
of the variation in outcome but not all of it.

Before and after studies may also show a lack of
equivalence between comparators, and interventions
may vary. Both our groups had similar risk factors.
These were chosen for their association with mortality
and readmission and seemed to be appropriate for the
purposes of our study. The interventions undertaken
by team members did vary, possibly owing to length of
time available for the intervention or the manner in
which the intervention was undertaken by the
individual and on a particular day. It is unlikely,
however, that one individual or one intervention can
be associated with the findings. Rather, the combined
effect of the interventions seems to have had a benefi-
cial effect on outcomes.

The use of routine audit data, rather than specific
data collected for research purposes, may also have pro-
duced erroneous results. The database was examined on
a random basis for reliability and seemed sound.

If the innovation described here had not been
introduced so hastily, owing to political imperative, we
could have conducted a prospective randomised
controlled trial. Evidence for innovation in service
delivery will always be prone to limitations where
evaluation is not undertaken before wholesale applica-
tion. Policy makers should consider testing health
service innovation using cluster randomised controlled
trials with the hospital as the sampling unit. An exam-
ple of this is the medical early response intervention
and therapy study currently being undertaken in
Australia to assess medical emergency teams.10
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What is already known on this topic

The management of patients on the ward at risk of
critical illness is suboptimal

Substantial sums have been invested in the
development of critical care outreach teams

Outreach teams were hastily created and their
effect on readmission to critical care or survival to
hospital discharge was unclear

What this study adds

Critical care outreach teams seem to improve
survival to discharge from hospital and may
reduce readmission rates to critical care

Corrections and clarifications

Retraction of paper on maternal diabetes
The table in this letter by Gillian Hawthorne and
colleagues contained an error introduced by us
when we reformatted the submitted table
(18 October, p 929). In the first section (perinatal
mortality), the number of mothers with diabetes in
northeast England should read 101 516 [not
181 132]. Additionally, we confused authors’
affiliations. Narve Moe is affiliated to the
department of obstetrics and gynaecology, National
Hospital, Oslo, and Lorentz M Irgens and Rolv T
Lie are affiliated to the Medical Birth Registry of
Norway, the Norwegian Institute of Public Health,
and the University of Bergen.

The Ptolemy project: a scalable model for delivering
health information in Africa
A URL that appeared in this Information in
Practice article by Massey Beveridge and colleagues
(4 October, pp 790-3) changed after the article was
prepared for press. In the first paragraph of the
section “Development of the project” the Bioline
International collection is mentioned, but the web
address given (http://bioline.bdt.org.br/) is no
longer active. Instead, interested readers should go
to www.bioline.org.br/

Helicobacter pylori in gastro-oesophageal reflux
disease needs comparator
In this letter by Grigoris I Leontiadis and
colleagues (BMJ 2003;326:1460), we placed Savvas
Kadis as the second author to keep to our style of
grouping together all authors from the same
institution to save space. However, the authors want
us to point out that their intended order was to
have Dr Kadis as the final author.
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