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Poaching health workers from africa 
is an international crime
Developed countries that actively recruit 
health workers from Africa are violating the 
human rights of African people by leaving 
them with pitiful numbers of doctors, nurses, 
and pharmacists to administer desperately 
needed health care, says a team of experts. 
The situation is now so serious that systematic 
recruitment contributing to the brain drain 
should be viewed as an international crime. 
Sub-Saharan Africa has only one doctor for 
every 8000 people. In the worst affected areas, 
such as Malawi, that ratio is down to 1:50 000. 
If migration continues unchecked, the number 
of doctors available to treat HIV will have 
halved by 2012, they write.

Nigeria already loses a third of its medical 
graduates to developed countries such as the 
UK, US, and Canada. Many countries lose 
more nurses and pharmacists each year than 
they train, as profit making recruitment agen-
cies offer legal assistance, moving expenses, 
and jobs with guaranteed income abroad. 
International declarations agree that this 
kind of recruitment is wrong, but developed 
countries continue to profit from the skills of 
health workers trained at great expense by 
the poorest countries. The consequences for 
the people of sub-Saharan Africa are dire, say 
the experts. Active recruitment must stop now 
and rich countries must be forced to pay poor 
countries for the health workers they have lost. 
Lancet 2008;371:685-8 

aprotinin linked to excess  
deaths again
Aprotinin is an antifibrinolytic agent used 
to limit bleeding during cardiac surgery. 
The manufacturers temporarily suspended 
marketing late last year, when researchers 
reported excess deaths associated with this 
popular drug. Two further studies have now 
been published, and both showed increased 
mortality associated with the use of aprotinin 
during coronary artery bypass surgery.

Together, these observational studies 
included data from nearly 90 000 US adults 
who had either aprotinin, aminocaproic acid, 
or no antifibrinolytic treatment. The first study 

found that patients receiving aprotinin were 
between 32% (relative risk 1.32, 95% CI 1.08 
to 1.63) and 78% (1.78, 1.56 to 2.02) more 
likely to die in hospital than those receiving 
aminocaproic acid. The second reported sig-
nificantly worse long term survival in patients 
given aprotinin, compared with those given 
either aminocaproic acid or nothing. Both sets 
of results were extensively adjusted to account 
for systematic differences between people who 
did and did not receive aprotinin.

After 14 years on the market, aprotinin now 
has an uncertain future, says an editorial (p 
840). These new data, coupled with previous 
high profile analyses, make it hard for anyone 
to prescribe the drug except in very limited 
circumstances. This prolonged saga under-
lines once again the serious limitations of the 
current system for evaluating the effectiveness 
and safety of new drugs. Post-marketing trials 
comparing all new agents with the existing 
alternatives should be compulsory, says the 
editorial, and distribution should be restricted 
until they are done.
N Engl J Med 2008;358:771-83, 784-93 

In-hospital cardiac arrest is more 
lethal at night
Inpatients are less likely to survive a cardiac 
arrest at night or at the weekend than they are 
during weekdays, according to a large obser-
vational study from the US. Patients whose 
arrests occurred at three o’clock in the after-
noon had the best chance of surviving until 
discharge, whereas those who arrested at three 
o’clock in the morning were least likely to sur-
vive (odds ratio 0.65, 95% CI 0.57 to 0.76).

SHORT CUTS
All you need to reAd in the other generAl journAls
Alison tonks, associate editor, BMJ  atonks@bmj.com

The researchers analysed data from a 
national register of cardiopulmonary resusci-
tation, containing records of more than 86 000 
cardiac arrests in 507 US hospitals. The differ-
ences in survival to discharge were not fully 
explained by the presence or absence of moni-
toring, the type of event (asystole was more 
common at night), or delays in treatment. The 
researchers were unable to account for staff 
levels and training, both of which can be worse 
at night and at the weekends than during regu-
lar office hours. The difference in outcome was 
most obvious for cardiac arrests occurring in 
operating theatres and recovery rooms (odds 
ratio 2.63, 1.76 to 3.93 for day v night), closely 
followed by cardiac catheterisation labora-
tories. Emergency departments and trauma 
facilities were the only places where survival 
was the same at night as during the day.
JAMA 2008;299:785-92

SURVIVAL ESTIMATED BY TREATMENT GROUP
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SURVIVAL TO DISCHARGE BY HOUR OF DAY
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Pelvic floor and bladder training 
reduces urinary incontinence in women

Women with urinary incontinence have a 
wide range of nonsurgical treatment options. 
Those that work include training the muscles 
of the pelvic floor and bladder, as well as anti-
cholinergic drugs oxybutynin and tolterodine, 
according to a systematic review. Adrener-
gic drugs probably don’t help, hormone 
replacement therapy makes incontinence 
worse, and the evidence for injectable bulk-
ing agents, intravaginal devices such as cones, 
topical oestrogen, and electrical stimulation 
is inconsistent. Duloxetine seems to improve 
symptoms of stress incontinence, but not the 
chance of cure.

The review’s authors synthesised evidence 
from 96 randomised trials and three previous 
reviews. Many of the trials were short term and 
small. The combination of pelvic floor training 
with bladder training was the most consistently 
successful treatment. It increased the chance 
of cure and improved symptoms compared 
with usual care. Results for pelvic floor training 
alone were mixed. Even so, the authors esti-
mate that 490 women would be cured of stress 
incontinence for every 1000 women treated. 
They found reasonably good evidence that 
oxybutynin and tolterodine improve inconti-
nence caused by an overactive bladder (five 
trials of more than 2700 women). But it is still 
unclear which drug works best.
Ann Intern Med 2008 www.annals.org/cgi/
content/full/0000605-200803180-00211v1

Twice yearly azithromycin eradicates 
trachoma from villages in ethiopia
Ocular trachoma, caused by Chlamydia 
 trachomatis, remains a common cause of 
 blindness in the poorest areas of sub- Saharan 
Africa. The World Health Organization 
(WHO) wants to eradicate blinding trachoma 
by 2020 and recommends annual mass 
 treatment with oral azithromycin for everyone 
living in endemic areas. Treating people twice 
a year eradicated the infection faster and more 
completely in a recent trial.

Researchers randomised 16 villages in 
Ethiopia to annual or biannual treatment for 
everyone over 1 year old. They tracked the 
prevalence of infection in preschool children 
with regular eye swabs. After two years, prev-
alence was significantly lower in the villages 
treated twice a year (0.9% v 6.8%, P=0.03 after 
adjusting for baseline prevalence). Infection 
had been eradicated in six of the eight villages 
treated twice a year compared with only one of 

the eight villages treated once a year (P=0.049 
after adjustment).

The results, which confirm previous predic-
tions from a mathematical model, suggest that 
C trachomatis can be eradicated from even the 
worst affected rural villages, but it takes two 
treatments a year to achieve this.

A more aggressive strategy is bound to cost 
more than the WHO’s current plan, and it 
may also encourage antibiotic resistance, says 
an editorial (p 819). Researchers need to look 
carefully at both treatment options before rec-
ommending a change in policy.
JAMA 2008;299:778-84

Glucosamine no good for 
osteoarthritis of the hip
Experts are still debating whether or not 
gluco samine is an effective treatment for 
osteo  arthritis. Because most of the evidence 
relates to osteoarthritis of the knee, r esearchers 
decided to test the supplement in patients with 
osteo arthritis of the hip. Their placebo control-
led trial showed two years of oral glucosamine 
sulphate doesn’t relieve pain or improve func-
tion in patients with relatively early disease.

The trial was well done, independently 
funded, and big enough (n=222) to be 
convincingly negative, says an editorial  
(p 315). The debate is not over yet, however. 
 Glucosamine may still help people with more 
severe osteoarthritis or rapidly progressing 
 disease. Longer trials with yet more power 
could provide the longed for conclusive 

 evidence. Better tools for measuring outcomes 
would help, says the editorial. So would 
more information about how glucosamine 
works. There are hints that glucosamine 
 targets  synovitis, which is more common in 
 osteoarthritis of the knee than the hip. At least 
three other trials are in the pipeline, but people 
with  osteoarthritis are unlikely to wait for the 
results. They have been buying and taking this 
popular supplement for decades.
Ann Intern Med 2008;148:268-77

early trial favours combined 
immunosuppression, not steroids, 
for new crohn’s disease
Corticosteroids control the symptoms of 
Crohn’s disease but have unpleasant and 
potentially dangerous side effects. Research-
ers looking for alternatives recently tested 
a  strategy combining infliximab and 
 azathioprine for people with newly diag-
nosed disease. It seemed to work. In a ran-
domised trial, adults given the combined 
immunosuppression first were more likely to 
go into remission than controls given stand-
ard treatment with  corticosteroids first (40/65 
(61.5%) at one year v 27/64 (42.2%); absolute 
 difference 19.3%, 95% CI 2.4% to 36.3%, 
P=0.028). They also went into remission 
faster and had significantly fewer ulcers than 
controls two years after randomisation.

The new protocol began with azathioprine 
plus three infusions of infliximab, followed by 
maintenance with azathioprine alone. Controls 
received sequential treatment with two taper-
ing courses of methylprednisolone followed by 
azathioprine, then infliximab if needed.

This small and preliminary trial looks prom-
ising but isn’t enough to change practice, says a 
linked comment (p 635). Bigger trials that test 
immunosuppression without corticosteroids 
are on the way, and they should be powerful 
enough to give doctors and patients a better 
idea of the harms associated with these treat-
ments. Results are expected later this year.
Lancet 2008;371:660-7
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