
but coverage was incomplete
and uptake modest, and the
screening ultimately seems to
lead to wider inequalities in
sexual health. Macleod and
colleagues (p 940) invited
19 773 men and women aged
16-39 to participate in postal
screening by providing a
specimen collected at home.

With coverage of about 70%
and uptake of about 30%, the
screening found an overall
prevalence of just below 3%
for men and almost 4% for
women. However, prevalence
was higher in younger people,
especially younger women
who were harder to engage in
screening.

Editor’s choice
Preventive medicine makes us
miserable
The old adage—prevention is better than cure—is one
we have heard so often that it’s hard to shift from our
minds. It is intuitively powerful. It just seems to make
sense. But shift it we must, for it fuels what Iona
Heath, in her cogent article this week (p 954), calls
“the excessive self confidence of preventive medicine,”
which is making us ill and miserable.

Paradoxically, says Heath, the more people are
exposed to doctors and contemporary health care,
including the rhetoric of preventive care, the sicker
they seem to feel. Meanwhile the developing world is
starved of affordable treatments. Heath’s solution? A
tax on preventive drugs sold in rich countries to fund
treatments in poor countries, helping both sides to a
better balance.

More than two thirds of people in the UK now
take medicines to treat or prevent ill health or to
enhance wellbeing. Heath asks us to consider the
opportunity cost even within a developed country of
directing vast sums of money to health promotion
rather than to providing better care for those who are
actually ill. Of course, there’s more money to be made
from selling interventions for the healthy majority
than for the sick minority, and it helps if you can turn
a risk factor (high blood pressure, osteopenia) into a
disease.

Whether or not preventive medicines work, they
bring with them their share of iatrogenic harms.
Heath asks, are we sure that the balance sheet of
preventive activity offers more good than harm?
Attempting to answer this question for women invited
to attend mammography breast screening, Barratt
and colleagues (p 936) have created a balance sheet of
benefits and harms for women in different age
groups.

As Paul Taylor explains in his accompanying
editorial (p 915), the main potential harm is
overdiagnosis—causing unnecessary anxiety and
intervention for those who might otherwise have lived
and died (of some other cause) without ever having
had their cancer detected. Barratt et al estimate that
between 2% and 30% of invasive cancers fall into this
category. The benefits and harms for mammography
are finely balanced. The decision to be screened is,
they say, a gamble, with only a small chance of benefit
but a great deal at stake. These kinds of data are being
used in patient decision aids in Australia and should
be tested more widely.

Because it is acted on healthy people, preventive
medicine needs even stronger supporting evidence on
benefits and harms than therapeutic interventions.
And, for a new age, we need new adages. But will they
have the same ring to them? Prevention may not be
better than cure. A stitch in time may in some cases be
unnecessary and even harmful. All better ideas to
bmj.com.

Fiona Godlee editor (fgodlee@bmj.com)

POEM*
High dose statins lower C reactive protein
Question Is a lower C reactive protein level after aggressive
treatment with statins associated with a lower risk of recurrent
coronary events?

Synopsis This is a post hoc analysis of a randomised trial that
compared atorvastatin (Lipitor) 80 mg with pravastatin
(Pravachol) 40 mg in 4162 patients with acute coronary
syndrome. Of those, 3745 had low density lipoprotein (LDL)
and C reactive protein (CRP) levels measured 30 days after
hospital discharge. There was a linear relationship between the
reduction in LDL and the risk of recurrent coronary events
(cardiovascular death or non-fatal myocardial infarction) and a
similar relationship between the reduction in CRP and the risk
of recurrent coronary events. The effects of LDL and CRP
were statistically independent. Patients were divided into
quartiles by their final CRP; the lowest quartile ( < 0.9 mg/l)
had a relative risk of 1.0, compared with 1.5 for those with a
CRP level between 0.9 and 4.2 mg/l, and 1.9 for those with a
CRP level greater than 4.2 mg/l. The authors did a variety of
subgroup analyses. The most relevant are those for patients
who wouldn’t otherwise be prescribed a statin; that is, those
with LDL < 70. In this group, the difference in recurrent
coronary events was statistically significant, but clinically small:
3.1 v 2.4 events per 100 person years, corresponding to a
number needed to treat of 140 per year. Another study in the
same issue (N Engl J Med 2005;352:29-38) found that reduction
in CRP levels by statins was associated with reductions in the
extent of lesions as measured by endovascular
ultrasonography. However, only a very high dose of statin
(atorvastatin 80 mg) lowered the CRP at all.

Bottom line This post hoc analysis provides support to the
hypothesis that statins have an effect on secondary prevention
of cardiovascular disease that extends beyond their ability to
lower low density lipoprotein levels. However, the absolute
benefit is very small in patients with a low LDL who otherwise
wouldn’t be candidates for statins, even in this very high risk
population of patients with acute coronary syndrome. We now
need prospective randomised trials of primary prevention in
patients who wouldn’t otherwise be candidates for statins,
comparing this approach to modifying inflammation with
other candidate drugs. Such a trial (JUPITER) is underway.
Until then, and until the balance of benefits and harms of
screening for CRP is fully explored, we should not extend this
policy of CRP screening to all of our patients, and certainly not
to those without known coronary disease.

Level of evidence 2c (see www.infopoems.com/levels.html).
“Outcomes” research; ecological studies

Ridker PM, Cannon CP, Morrow D, et al. C-reactive protein
levels and outcomes after statin therapy. N Engl J Med
2005;352:20-8.
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* Patient-Oriented Evidence that Matters. See editorial (BMJ 2002;325:983) To receive Editor’s choice by email each week subscribe via our website:
bmj.com/cgi/customalert
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