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Comment
Case fatality rates for meningococcal disease in the
Oxford region have not fallen since the late 1960s.
Others have also reported no recent reduction in case
fatality rates in population based studies,1–3 although
recent declines in a specialist paediatric unit have been
described.4 In our study, a relatively high percentage of
people who died outside hospital, or on arrival, were
adults and perhaps had been less closely observed than
children in their illness outside hospital. Our case fatality rate of 11% is the same as that found in a study
based on multiple source case ascertainment and case

note review in an adjacent health region in 1969-74.4
In that study, 22% of all deaths, compared to 17% in
this study, occurred without admission to hospital or in
people who were dead on arrival.5
The time from onset to death is usually rapid. This,
and the fact that death rates have not declined, emphasises the need for vigilance in making the diagnosis
and the importance of prevention through immunisation and, when appropriate, chemoprophylaxis for
contacts.
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Prophylaxis for venous thromboembolism during
treatment for cancer: questionnaire survey
C C Kirwan, E Nath, G J Byrne, C N McCollum

Venous thromboembolism is common in patients with
cancer and is often the cause of death.1 Patients receiving treatment for cancer are at even greater risk of
thromboembolism. Thromboembolism occurs in 5%
of patients receiving chemotherapy for early breast
carcinoma,2 and up to 17.6% of patients receiving
chemotherapy for metastatic breast disease are
affected.3 Patients with node-negative breast cancer
taking tamoxifen were six times more likely to develop
venous thromboembolism.4
Adjuvant use of tamoxifen carries a relative risk of
1.22 compared with no treatment. Combining
methods of treatment further increases the risk of
thromboembolism. Chemotherapy with tamoxifen
increases risk by 3.5 times compared with chemotherapy alone,5 and preoperative radiotherapy for rectal carcinoma doubles the postoperative risk of venous
thrombosis.5 Low doses (1 mg) of warfarin throughout
chemotherapy for metastatic breast cancer are
associated with a relative risk reduction of 85% with no
increase in serious bleeding complications.1
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Participants, methods, and results
We sent a postal questionnaire to all oncologists
in northern England, identified by internet search
and in the Medical Directory 2002. We used a scoring
system to establish specialty, main type of cancer
treated, main method of treatment (chemotherapy,
hormone therapy, or radiotherapy), and current
prophylaxis practice and estimate of risk of venous
thrombembolism.
Of the 123 responses to the 166 questionnaires we
sent, 106 (64%) were acceptably completed. Half the
oncologists (56) specialised in clinical oncology, 31 in
medical oncology, seven in surgery, five in gynaecological oncology, five in paediatrics, one in urology, and
one in radiology. We have no information about the
specialties of oncologists who did not respond. The
most common treatment was chemotherapy, used by
41 (39%) oncologists; 10 (9%) used hormone therapy
and 44 (42%) used radiotherapy. The oncologists
treated many types of tumour.
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died in a hospital in the region but had no record of
admission; they had probably been brought in dead or
died soon after arrival at hospital without a formal
admission. Ten had died at residential addresses. The
median age of the 25 was 16 years, and 11 (44%) were
aged at least 20 years. Of all 146 people who died, 25
(17%) died without admission to hospital, 41 (28%)
died on the day of admission, and 40 (27%) died the
day after admission.
Incidence has risen substantially in recent years
(table). Case fatality rates have not significantly
declined over time (P = 0.31 for cases admitted to
hospital, and P = 0.28 for all cases). We found no
significant trends in case fatality rates within individual
age groups (see tables on bmj.com). For those admitted
to hospital, case fatality rates at 30 days were similar in
the teaching hospital (8.9%; 95% confidence interval
5.6% to 12.2%) and non-teaching hospitals (9.4%; 7.6%
to 11.3%), and in males and females.
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Factor

No of oncologists
altering practice

Previous venous thromboembolism

48

Immobility

47

Thrombophilia

25

Central venous line

18

Obesity

16

Surgery

9

Concurrent hormone therapy

8

Family history

6

Pelvic mass

3

Superior vena caval obstruction

2

Age

2

Brachytherapy

1

Multiple myeloma

1

Hyperviscosity

1

Travel

1

*19 oncologists never use prophylaxis for venous thromboembolism.

A total of 29 (27.4%; 95% confidence interval 19.8%
to 36.5%) oncologists thought their patients were not at
risk of venous thromboembolism. This response was
independent of the type of tumour treated. Considering
different methods of treatment individually, 71 oncologists believed that hormone therapy posed little or no
increased risk to patients; 83 thought the same for
chemotherapy and 96 for radiotherapy.
Of the 106 oncologists, 84, 79, and 86 reported not
using prophylaxis routinely in chemotherapy, hormone therapy, and radiotherapy. As risk factors, nine of
the 10 oncologists who used prophylaxis in chemotherapy mentioned central venous lines and six of the
11 who used prophylaxis in hormone therapy
mentioned stilboestrel. Preferred prophylaxis was aspirin (13), warfarin (12), subcutaneous heparin (10),
stockings (9), and randomising patients with central
venous lines to different warfarin regimens (3). Many
factors cause oncologists to prescribe prophylaxis
(table). A total of 19 (17.9%; 11.8 to 26.3%) oncologists
never used prophylaxis for venous thromboembolism.
Of those who answered, 37% of oncologists
estimated that less than 1% of their patients
werecurrently using prophylaxis for venous thrombo-

Comment
More than a quarter of oncologists do not recognise
the thrombogenic effects of treatments for cancer, and
thromboprophylaxis is rarely used in patients undergoing treatment for cancer. Oncologists estimated that
a surprisingly low percentage of patients were using
prophylaxis bearing in mind that half of respondents
mentioned previous venous thromboembolism and
immobility as indications for routine prophylaxis. The
response of a third of oncologists that venous
thromboembolism does not pose a risk is not biased by
lower risk specialties such as paediatrics. The good
response rate to our questionnaire demonstrates a reliable representation of current practice in the north of
England. National guidelines on prophylaxis for
venous thromboembolism during cancer treatment
are needed.
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A mistake that might have been my last
In the years 1943, 1944, and 1945 there occurred late spring
sub-epidemics of bubonic plague in the city of Chuanchow, in
Fujian province in south China. Hospital admissions were
between 88 and 69 each year.
I was called to see a patient in the emergency room of the
hospital. She was a young woman, semi-comatose with a high
fever and a tender swelling in the left inguinal region. The usual
practice was to aspirate a speck of fluid from the bubo to confirm
the presence of bipolar staining bacilli of plague.
Unwisely, I did not wait for nursing assistance, but instead
steadied the lymph node between two fingers and pushed in the
aspirating needle. The patient jumped, and the tip of the needle
emerged and grazed one of my fingers. The epithelium was
broken, but there were no bleeding points.
I consulted a colleague with expertise in tropical medicine. He
anaesthetised my finger and excised a wedge of skin that included
the entire graze, leaving the wound open to granulate. I may have
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taken some sulphathiazole for a few days. The patient died within
24 hours.
I learnt that it is rash to undertake a delicate technical
procedure in an ill patient without any assistance.
David Landsborough retired medical missionary

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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embolism and 62% estimated less than 5%; 16% did
not answer this question.

Factors that cause 106 oncologists in northern England to
initiate use of prophylaxis*

