Doctors should count their blessings

Eprror,—I should like to add my voice to Bob
Bury’s plea to “stop the whining” so prevalent at
the moment’: many doctors do not realise how
fortunate they are to be in the medical
profession. My husband, a lecturer in his
mid-40s, has been looking for work for over two
years. I will never again underestimate the effect
that long term unemployment has on individuais
and those around them. It can be devastating. He
has recently secured a position overseas, and I
was due to join him. My plans were unexpectedly
postpeoned, and so, having resigned my position
as an assistant in general practice, I faced the
prospect of having to find work at five days’
notice. Within 48 hours I had found locum
employment for an indefinite period.

I thoroughly enjoy being a doector: I find the
work stimulating, challenging, and immensely
rewarding. I am confident of always having my
own home and a reasonably comfortable, if never
wealthy, lifestyle, and I can get worlk at the drop
of a hat. I won't say that I never whinge, but I
spend a lot more time counting my blessings.

MAGGIE KEEBLE
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Ability of bone mineral density
to predict osteoporotic
fractures

Conclusion of meta-analysis was
unjustified

EprTor,—We believe that the “critical appraisal
skills for purchasers” approach'? has greatly
improved our ability to evaluate published
papers. We recently considered Deborah Mar-
shall and colleagues’ meta-analysis of how well
measures of bone mineral density predict the
occurrence of osteoporotic fractures.” We asked
ourselves: Does this paper show whether screen-
ing by measuring bone mineral density would be
a useful approach to reducing osteoporotic frac-
tures in our pepulation? Our principal conclu-
sions were as follows:

® The review addresses a clearly focused issue,
and the authors selected the right sort of studies
for the review

® [tis impossible to tell, however, whether all the
important, relevant studies have been included.
Early in the search strategy the authors restrictad
their search to articles in English

& It is impossible to tell whether the authors did
enough to assess the quality of the studies that
they included. Although all the cohort studies
were given a quality score, no details are given. It
is thus impossible to be certain what standards
qualified individual studies for inclusion

® The results from the cohort studies were
broadly similar, but possible reasons for ontliers
are not discussed. This omission is more impor-
tant for the ¢ase-control studies, because some of
the {admittedly smaller) studies had extreme vai-
ues for the odds ratio

® The “bottom ling” of the meta-analysis is
clear: the predictive ability. of a decrease in bone
mass of >1 SI) at various sites was broadly simi-
lar (and low), except for measurements at the hip
and spine, which had better predictive values for
fractures at their respective sites.

It is unclear, however, why, having shown the
poor sensitivity and specificity of bone densitom-
etry for. three different “lifetime incidence”
-scenarios {table 3 in the study), the authors did
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not explore the data to assess the predictive value
of using a cut off of, say, 1.5 or 2 SD. This,
together with our other concerns, leads us to
conclude that the final key message in the paper
cannot be justified: there is no evidence that
individuals who will have a fracture can be iden-
tified, but the data in the published literature
may not have been analysed adequately for this
possibility to be confidently excluded.
Meta-analyses assume prominence in the pub-
lished literature when there are ne controlied tri-
ais evaluating a particular intervention. When
details are missing and cannot be obtained
perhaps a decision to publish should require the
inclusion of a commentary to make clear the
limitations of the evaluation. This would encour-
age critical appraisal and, more importantly, help
to raise the standards of published reviews and
meta-analyses.
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Case for screening exists

Eprror,—Deboran  Marshall and  colleagues’
conclusion arguing against screening for osteo-
porosis because bone densitometry cannot iden-
tify individuals who will have a fracture is surely
perverse.' The one in three women who will have
an osteoporotic fracture in their lifetime are
likely to have reduced bone mineral density on
dual energy x ray absorptiometry. I know of no
evidence that women with a bone mineral
density =1 SD above the mean will have such a
fracture. Thus we see.that high bone mineral
density protects against future fracture. By

" screening women early—at least by the age of 50,

and in my view by 40—one can implement a plan
for women’s long term health in relation not only
to skeletai preservation but to cardiovascular risk
and gynaecological problems. Doctors can at
least do this for individual womern, because the
attitude against screening will mean that there is
no integrated plan for menepausal women in.
Britain for the foreseeable furure.

Since 60% of women have reduced bone min-
eral density on screening,® and since half of those
will develop a fracture, the predictive value of
bone density screening is high, There may, of
course, be many  reasons, including
socioeconomic reasons, that will militate against
such a programme, but I submit that the
scientific case is as good as that for screening
mammography at the age of 50 and better, as the
authors admit, than that for screening of blood
pressure or cholesterol concentrations.
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Authors’ reply

Eprror,—Kate Brooks and .colleagues identdify
several points that were lacking from our review.
We agree that, ideally, such details should be
included in an article, but various limitadons
sometimes prevent this. We attemipted to identify
all the important, relevant studies that were
available at the time. Because these were longitu-
dinal studies and our initial searches in many
languages did not identify any prospective
studies reported in languages other than English,
we thought it reasonable that the subsequent
update over a period of about eight months
should be in English only. We also consulted sev-
eral of the principal investigators of these
prospective studies to find out any studies that
might be missing, No additional studies were
identified.

Three independent reviewers with different
training used a specially designed form ro rate
the quality of the studies. Aspects assessed
included various potential biases. Although we
analysed the dara with and witheut weighting for
the quality score, this did not affect the results.
Brooks and colleagues comment on possible
outliers, kt is not clear that they were true outliers
in the statistical sense, and we therefore chose 1o
include all the results.

Measurement of bone mineral density does, of
course, identify some individuals who will have a
fracture, but the question is whether the number
of individuals it identifies correctly is sufficient to
warrant its application in a screening context—
that is, whether the false positive and false nega-
tive rates are low. There are no data from
controlled ¢linical trials about the consequences
of screening by measuring bone mineral density
in terms of fractures averted, although trials are
in progress in Britain' and Sweden. Further-
more, it is not encugh to identify individuals cor-
rectly as being at high risk: one must also be able
to trear those identified with effective treatments.
There are currently too many unanswered ques-
tions about available treatments—including their
effectiveness in terms of preventing fractures,
compliance rates, and the loss of benefit after
treatment is stopped—to justify endorsing a
screening programme,?

When considering the introduction of screen-
ing procedures it is of paramount importance
that there is conclusive evidence that outcomes
will be improved as a result.” It should also bhe
borne in mind that bone density is only one of
many risk factors for fractures in women; others, .
with similar predictive ability, can be observed or
measured by doctors without the use of
additional technologies {for example, history of
maternal hip fracrure, weight loss since age 25,
and standing for <4 hours a day).*
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