
doctors requested an autopsy themselves and most
were successful in obtaining permission from the
relatives. The party also recommends that “the
autopsy or at least a demonstration of the major find-
ings should be attended by a member of the clinical
team.”

Autopsy findings differ noticeably from clinical
diagnoses in 10% of cases. As awareness of clinical
errors increases both within the profession and in the
general public, feedback from postmortem examina-

tions to clinicians responsible for patient care must
be given.
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Training in basic and advanced life support in UK
medical schools: questionnaire survey
P S Phillips, J P Nolan

Newly qualified doctors are expected to take part in
resuscitation from their first day. The General Medical
Council states that preregistration house officers
should have training in basic life support before they
begin their first post and that they should receive
advanced life support training during the first year.1

However, it places no obligation on medical schools or
trusts to provide a defined standard of resuscitation
training. The Royal College of Physicians has stated
that advanced life support should be taught in the
undergraduate course and that preregistration house
officers should be “capable of instituting” advanced life
support.2 A recent unpublished survey found that only
four out of 16 responding medical schools fulfilled the
royal college’s recommendations.3 We decided to assess
the situation in more depth.

Method and results
A survey was devised in consultation with BMA student
representatives of all medical schools in the United
Kingdom, using an internet discussion forum. This sur-
vey was completed by all representatives in consultation
with their medical schools. Additional information was
obtained from undergraduate deans. Basic life support
training was defined as training in cardiopulmonary
resuscitation using a manikin. Uncertificated advanced
life support training was defined as compulsory training
in the airway-breathing-circulation approach, basic
training in the use of a defibrillator, and an introduction
to other cardiac rhythms and the use of drugs. Uncertifi-
cated courses lasted either half a day or one day. A
certificated Resuscitation Council (UK) advanced life
support course is a standardised course lasting two or
three days with a pass or fail decision at the end.

Completed questionnaires were received from 23
of the 27 schools surveyed. Results were sent to the
deans of all 27 medical schools. Replies were received
from 10 schools, including one school that had not
replied to the initial survey. The other three schools
failed to respond both to postal reminders sent two
months after the initial survey and to the mailings sent
to the deans. The results are summarised in the table .

Comments
The results show that most medical schools provide
some form of compulsory advanced life support train-
ing. However, two (8%) of the medical schools do not
provide any compulsory training, and it is possible that
the three schools that failed to respond also provide no
training. The extent of training in the remaining
schools is variable. This indicates considerable room
for improvement.

Doctors still seem to be expected to learn resuscita-
tion skills in the clinical setting, where there is little
opportunity to correct poor technique. Once students
become preregistration house officers their time for
training is limited, and they have no allocated study
budget until after the preregistration year. Those who
attend advanced life support courses usually do so in
their own time and with their own money. As a result,
most preregistration house officers receive from the
trusts that employ them only non-standardised
advanced life support revision courses lasting half a day.

Given this situation, and the fact that many junior
doctors are not competent in carrying out effective
cardiopulmonary resuscitation,4 5 perhaps training in
advanced life support should become a standardised
and mandatory component of all medical school
undergraduate curriculums.

A fundamental question is what training a
preregistration house officer needs to be “capable of
instituting” advanced life support, as specified by the
Royal College of Physicians. Three schools in our sur-
vey put their students through a formal advanced life

Number and percentage of medical schools (replies received
from 24 of 27 surveyed) providing various types of life support
training

Type of training provided No (%)

Compulsory basic life support training 24 (100)

Compulsory uncertificated advanced life support training 19 (79)

Compulsory certificated two or three day advanced life support
course

3 (13)

Some form of advanced life support training 22 (92)

Give crash bleeps to students* 10 (48)

*Only 21 schools replied to this question.
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support course lasting two to three days, but there is no
evidence that this is any better or worse than an infor-
mal course lasting one day or less. More work needs to
be done in evaluating the right level of training for
medical students. In 2001 the Resuscitation Council
(UK) will launch an immediate life support course last-
ing one day; this may provide optimal standardised
resuscitation training for medical students.
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Drug points

Cholestatic hepatitis in association with celecoxib
J P O’Beirne, S R Cairns, Digestive Disease Centre, Royal Sussex
County Hospital, Brighton BN2 5BE

Non-steroidal anti-inflammatory drugs, particularly
diclofenac sodium, have been associated with serious
hepatotoxicity.1 Recently, cyclo-oxygenase-2 selective non-
steroidal anti-inflammatory drug inhibitors have become
popular for the treatment of arthritic conditions, mainly
because of their safer profile for gastrointestinal side
effects.2 Celecoxib (Celebrex; Searle) is one such drug,
licensed for the treatment of rheumatoid arthritis and
osteoarthritis. We report a case of serious hepatotoxicity
associated with celecoxib.

A 54 year old woman developed sacroiliac pain. She
consulted her general practitioner, who prescribed
celecoxib 200 mg daily. After four days her pain resolved
and she developed generalised pruritus. When celecoxib
was discontinued the pruritus resolved.

A week later the pain returned and celecoxib was
restarted. Two days later the patient developed dark urine
and increasing pruritus. Five days later she developed
jaundice, and blood tests showed an aspartate transami-
nase concentration of 1650 IU/l (reference range 10-40
IU/l), alkaline phosphatase 232 IU/l (25-115 IU/l), and
bilirubin 123 ìmol/l (5-20 ìmol/l). She was also taking
isphagula husk (Fybogel; Reckitt and Colman) and
alverine citrate (Spasmonal; Norgine), which she had
taken for many months, and hormone replacement
therapy (six monthly implants of oestradiol with 100 mg
of testosterone), which she had received for four years. She
was referred to us for further management.

She had no risk factors for viral hepatitis, and
examination was normal apart from noticeable icterus. All
drugs were withdrawn and relevant blood tests were
performed. We excluded viral and autoimmune hepatitis
by blood tests. Her eosinophil count was raised at
0.8×106/l. A hepatic ultrasonogram appeared normal.

On withdrawal of celecoxib her liver function tests
improved (figure) and her symptoms resolved. The
temporal relation between ingestion of the drug and
hepatotoxicity strongly suggested an association between
celecoxib and liver damage. A yellow card was submitted
to the Committee on Safety of Medicines.

In a review of controlled clinical trials involving 7400
patients, hepatic dysfunction occurred in 0.8% of those

treated with celecoxib compared with 0.9% treated with
placebo and 3.7% treated with diclofenac sodium. No
patient treated with celecoxib, however, had increases of
alkaline phosphatase concentrations greater than eight
times normal.3

Nimesulide, another non-steroidal anti-inflammatory
drug with cyclo-oxygenase-2 selectivity, has been reported
to cause fulminant hepatic failure,4 and celecoxib has been
associated with hepatitis and pancreatitis.5 To our
knowledge severe cholestatic hepatitis has not been
reported in association with celecoxib.

Physicians should be aware that, despite a better safety
profile for gastrointestinal side effects than conventional
non-steroidal anti-inflammatory drugs, celecoxib may still
be associated with severe hepatotoxicity. Celecoxib should
be stopped if the results of liver function tests are
abnormal.
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