
measurements and lower CD4 counts than other
treated individuals, virological failure is an imperfect
surrogate for the presence of resistance mutations,
and some of these patients may not have developed
resistance to both protease inhibitors and non-
nucleoside reverse transcriptase inhibitors. Close links
with the UK HIV Drug Resistance Database9 will allow
us to deal with this question directly once the use of
resistance testing has become routine in this group.
Further follow up of clinical events in these patients
will allow us to assess whether our definition of three
class failure is a good indicator of subsequent poorer
clinical outcome.

Our findings show that new drugs with low toxicity,
which are not associated with cross resistance to exist-
ing drugs, will be needed for such patients.
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What is already known on this topic

Highly active antiretroviral therapy (HAART) has
had a dramatic impact on the health of individuals
infected with HIV

For several reasons, however, many patients may
not be able to tolerate their initial treatment
regimen or may experience virological failure
while receiving HAART

It may therefore be necessary to switch treatments
on one or more occasions, raising the concern
that some patients may exhaust all currently
available treatment options

What this study adds

The immunological and virological status of
infected patients generally improved

A small but growing proportion of these patients,
however, seem to be in danger of exhaustion of
current treatment options

The non-event worth a thousand successful procedures

The junior doctor’s dilemma—how “happy” must you be with
your diagnosis and treatment plan before you proceed without
seeking a senior doctor’s advice? I decided I needed to be
happier, which proved to be the correct course of action.

The patient in question presented with shortness of breath,
nothing new in a patient with known chronic obstructive
pulmonary disease. The radiographer arrived, and the resultant
chest x ray looked like a large pneumothorax. I quickly checked
on the patient (stable) and his trachea (central) to ensure that I
had not just requested the “film that should never have been
taken” before skipping off to show the senior house officer. I had
thoughts of chest drains running through my mind, and so was
heartened by the senior house officer agreeing with my diagnosis
and management. Sadly, she could not supervise me, so I should
contact the registrar. The registrar would meet me on the ward
shortly—fantastic, still on target for my first drain.

On returning to the ward, I found that the patient’s old notes
had turned up. I sat down to have a read and wait for the
registrar. My eyes fell upon a sketch of a chest x ray remarkably
similar to the film on the light box. The patient did not have a

pneumothorax but did have bullae emphysema. With this
discovery, all procedural opportunities evaporated.

I now sketch chest x rays in patients’ notes, a practice I find
remarkably useful, and try to play devil’s advocate to any invasive
procedures no matter how keen I or others are to perform them.
I had to wait for another opportunity for my first chest drain, but
this was preferable to my first being inappropriate.

Tim McCormick clinical fellow anaesthesia, Royal Alexandra Hospital
for Sick Children, Brighton
(trmccormick@doctors.org.uk)

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. Please submit the article on http://
submit.bmj.com Permission is needed from the patient or a
relative if an identifiable patient is referred to. We also welcome
contributions for “Endpieces,” consisting of quotations of up to
80 words (but most are considerably shorter) from any source,
ancient or modern, which have appealed to the reader.
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