
missioning. Qualitative research is about posing
the right questions to the right people. Perhaps
Ham should have been more probing and
questioned why these important issues, which
have been extensively examined in other com-
missioning authorities, were not so addressed in
the six that he chose to interview.
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Guidelines on managing
hyperlipidaemia
ED1TOR,-S Bulusu writes that "practical guide-
lines on the management of patients with hyper-
lipidaemia are urgently needed; these should
preferably be prepared by a national expert body
along the lines of the national cholesterol education
programme in the United States."' I wish to point
out that the Royal College of General Practitioners
published such guidelines last year.2
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Managing patients in a
persistent vegetative state

EDrTOR,-MY original articles on managing
patients in a persistent vegetative state aimed to
generate a mature debate.2 I am not, however,
surprised by the emotion they generated in the
profession.'- The legal outcome in the case of
Tony Bland was always going to be a "no win
situation." Many relatives worried that the legal
decision would result in patients' treatment being
withdrawn and feared the pressure that might be
put on them to allow feeding tubes to be removed.
Throughout the Bland case patients' relatives and
staff in my unit for patients in a persistent
vegetative state required enormous support. On
the other hand, if the case had gone the other way
there would have been other relatives who thought
that they had been left in an equally untenable
situation.

J G Howe states that Tony Bland received
rehabilitation programmes similar to those carried
out at Putney. This is not quite the case (and I have
studied his mangement in detail), nor could it be.
The treatment that Tony Bland received was
excellent for treatment in a general unit with little
or no experience of the persistent vegetative state
but cannot be compared with treatment by a
specialist team that works exclusively with people
in such a state. This is not a criticism of Howe's
treatment but does make me question what the

courts in a future case will accept as rehabilitation
before they decide that feeding can be withdrawn.

It seems to have been left to Howe and M F
Helliwell to defend the motives of Mr and Mrs
Bland. As an extemal assessor of Tony Bland, I
would like to acknowledge publicly the dedication
and love that Tony's family bestowed on him. It is
my view that they tolerated the public trauma that
they went through because they believed that
withdrawing feeding was the greatest demonstra-
tion of their love that they could show. We must
avoid such courage having to be shown by other
families.
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Retinoblastoma and fetal
irradiation
EDITOR,-C A Stiller's editorial on retinoblastoma
and low level radiation noted that findings from the
Oxford survey of childhood cancers concerning
prenatal exposure to x rays have not been pub-
lished separately for retinoblastoma.' Information,
though limited, is provided here.

In a series of 15229 children who had died of
cancer before the age of 16 (1953-81) who were
individually matched with live controls (that is,
15 229 case-control pairs with interview data)
there were 86 retinoblastomas. In this subgroup
27 case-control pairs had records of prenatal
exposure to x rays. After the exclusion of three
pairs that were concordant for early exposures,
there were 14 pairs in which only the case had had
fetal irradiation and 10 in which only the control
had. Three of the 17 cases that had had fetal
irradiation had bilateral tumours.
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Fatigue varies according to
where it is measured
EDr1OR,-Stephen M Lawrie and Anthony J Pelosi
point out that the characteristics of the populations
and the severity of symptoms of fatigue vary
depending on where fatigue is assessed.' In the
community more women report "always feeling
tired," and women who have children under 6 are
twice as likely as men to report this symptom.2
Women consult general practitioners more com-
monly than men. David et al studied patients
attending a general practice for any reason between
November 1989 and January 1990 and found that
the ratio of men to women attending was one to
three.3 The average fatigue scores of the men and
women attending were not significantly different.
We analysed the average fatigue scores of men

and women who consulted their general prac-
titioner with fatigue as a main symptom and found
that they were not significantly different. For each
patient recruited, a patient on the same practice list
who was matched for age and sex was sent a fatigue
questionnaire. In this comparison group of people

in the community the average fatigue scores of the
women were significantly higher than those of the
men. Patients who consulted for fatigue were three
times more likely to be women than men.4 This sex
ratio is similar to that found by Morrell et al in a
prospective study of all symptoms presented to
doctors in a practice in London over one year.5
We agree that there are similarities and dif-

ferences in the characteristics ofpopulation samples
when symptoms are measured at different sites-
the community, the waiting room of a general
practice, and the consulting room-and they
require further research.'34 This would be par-
ticularly useful for general practitioners who have
hitherto tried to understand why patients consult
or ask to be referred and who advise them on the
likely diagnosis, management, and prognosis on
the basis of intuition, experience, and scientific
evidence derived from the fewer than 2% who were
referred to specialist care.5
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Incidence ofbreast cancer
EDITOR,-Minerva reports that the incidence of
breast cancer in women in the United States rose
by 33% between 1973 and 1988; in women over 50
it rose by 40%.' 2 Mortality, however, remained
stable over this period. Minerva speculates that
these changes are attributable to earlier diagnosis
as a result ofmammography and that the incidence
will level off and the death rate will fall. A more
credible explanation for these findings is that
the incidence of and mortality from this disease
have remained stable and that mortality is not
influenced by mammography. The increase in the
incidence may well be an artefact of mammo-
graphy.
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Sickness certification by general
practitioners
EDITOR,-The issue of the BMY published on 11
September contains two apparently conflicting
statements. Stuart Handysides reports that
"general practitioners say they are not trained to
assess people's fitness for work."' Secondly, reso-
lution 58 passed by the BMA's annual representa-
tive meeting, however, states that "this meeting
rejects the government's assertions that general
practitioners do not understand the criteria for
sickness certification in relation to fitness for
work."2 Should we infer that doctors understand
the rules but aren't trained for the job? This
situation has arisen because sickness certification
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