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refer specialist follow up

Ve wish to report the “missing data”—
lents’ views—in the debate on routine
1 breast cancer.! As part of the design
a multicentre study of hospital follow
ollow up based in the community we
ents’ views using research methods
7 the College of Health.” Focus groups
| remission were drawn both randomly
1e network of cancer support groups
round Mount Vernon Cancer Centre.’
groups discussed alternatives to the
em of follow up.* The patients’ view
he utilitarian approach of clinicians,
differences in the perception of the
outine follow up in the two communi-

nts expressed their anger and distress
. discharged to their general practi-
ollow up without having the support
st services of the hospital available in
1ity. They challenged the researchers’
satients viewed the hospital—its diag-
specialist physicians, and breast care
heir best defence against a recurrence
er. The hospital was seen as having
:r and understanding the magnitude of
‘e patients’ life. Although there were
1e hospital system they did not like—
the rushed consultations, and the lack
- of care—these were seen as the trade
ling against a relapse. While there is

no evidence that routine follow up improves prog-:
nosis or reduces rates of recurrence, this was not
the message they had received.

For patients, an acceptable model of community*
based care would include clinics staffed by some-
one with specialised knowledge of cancer—for
example, a breast care nurse—and a fast track
route back to hospital care when this is required;
this would overcome the perceived lack of know-
ledge of their special needs by general practitioners
and provide continuity and a specialised inter-
mediate service. Hospital specialists would also
have a reduced workload, allowing them to concen-
trate their care on those who really need it.

While other models may be proposed, at a time
when cancer services are primed for reorganisation
(precipitated by the Calman report) the views of
the patients should not be ignored. Frequently we
have found that patients, with their wealth of
experiential knowledge, can suggest solutions
when clinicians cannot see the wood for the trees.
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Impossible to state which
NSAID is safer

Eprror,—In their article on recent advances in
rheumatology Anthony Bradlow and Joel David
state that ibuprofen is the safest non-steroidal anti-
inflammatory drug when used at conventional
doses.! However, they present only the risk of
serious gastrointestinal adverse events and these
for only the seven most commonly prescribed non-
steroidal anti-inflammatory drugs.

Data from the Medicines Control Agency show
that the incidence of hypersensitivity reactions
associated with ibuprofen is similar to that of
gastrointestinal  reactions (0-5-1 report per
100000 prescriptions).? Both ketoprofen and indo-
methacin are less likely to provoke hypersensitivity
reactions. Spanish data collected in a similar
manner show that only 39% of adverse events
associated with non-steroidal anti-inflammatory
drugs were gastrointestinal.’ Gastrointestinal
adverse reactions are considered to depend on the
dose.* It is difficult to assess, from data reported
voluntarily or observational studies, whether the
dose was equivalent between these non-steroidal
anti-inflammatory drugs. )

For various reasons, different non-steroidal anti-
inflammatory drugs are used for different indica-
tions. This leads to them being used in different

BMJ] voLumk 311 1 juLy 1995

'

populations, with variablg doses Iand. duratiqns,
which creates further difficulty in interpreting
such data. We therefore conclude that it is not
possible to state with certainty which of ‘the seven
most commonly prescribed non-steroidal anti-
inflammatory drugs is the safest; six of these seven
have similar profiles of adverse events.
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Antidepressants and suicide

Study analyses were flawed

Borror,—Two recent articles look at use of anti-
-depressants and death from suicide. John A Henry
“colleagues have continued previous work and
-assessed the relation between death and defined

_daily dose.! Unfortunately, the defined daily dose

for dothiepin used in the paper (75 mg) should be
150 mg (references quoted by Henry and
colleagues). The correct figure is then 3-08 deaths
per million defined daily doses of dothiepin instead
of 1:54—the second highest figure, after that for
amoxapine. This agrees with a clinical study that
showed that dothiepin has greater toxicity in
overdose than other tricyclic antidepressants.? We
are also concerned about the statistical methods
used by Henry and colleagues. It is unclear how
valid confidence limits are in this context without a
clear definition of x and how the standard error
(not deviation) was calculated. It is inappropriate
to use one tailed tests of significance without a prior
hypothesis, and it is incorrect to use Fisher’s exact
test to compare rates.

In the study by Susan S Jick and colleagues we
question the inclusion of flupenthixol, which is
more likely to be used for schizophrenia than
depression and is usually used as a depot prepar-
ation.’ Also, the overall suicide rate of 83 per
10000 person years of antidepressant use seems
remarkably low and is much lower than rates in
affective disorder cited in the literature.* The data
from Henry and colleagues’ paper give a death rate
for poisoning with dothiepin alone of 11-25 per
10000 person years of use.! These discrepancies
faise three possibilities. One is that prescribers
Were using antidepressants mainly for conditions
other than affective disorder. Another is that
suicide was considerably underestimated in the
tohort. In Henry and colleagues’ study only 56% of
the deaths due to poisoning were suicides, the
Temainder being undetermined. To ignore these
deaths when comparing outcome may obscure
diﬁ'erences in toxicity between antidepressants in
Overdose. Thirdly, there was systematic under-

8ing of the antidepressants in the study
¢ompared with the defined daily dose. Obviously,
“Combinations of all three factors may have
occurred.

Finally, Jick and colleagues comment that their
_Gta are consistent with the proposition that those

0 are determined to commit suicide will find a
-Way that produces the intended outcome. This
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