
the evidence limit the quality of patients’ care. Some evi-
dence is simply lacking—for example, on the aetiology of
upper respiratory tract infections, and on the reasons for
variation in health seeking behaviours between people
who have the same symptoms. Even when there is
relevant evidence, it is not always implemented.4

For evidence to be implemented in primary care it
must be accessible as well as relevant.5 The sheer
volume of published studies documenting medical and
clinical research means it is impossible for busy
clinicians to read, let alone digest, sufficient material to
keep up to date. Clinical guidelines can provide
clinicians with concise, evidence based recommenda-
tions to enable the delivery of high quality and well
researched care for their patients.6 However, the guide-
lines must be regularly updated,5 and they should
evaluate the methodological rigour of included studies
and be clear about both the application and the limita-
tions of the recommendations.7

With good clinical guidelines, clinicians can confi-
dently use research evidence as a basis for their
individualised decision making with patients, while also
considering patients’ personal histories and preferences.
Mant and colleagues indicate that these criteria are not
met by the UK clinical guidelines for stroke, thus under-
mining the applicability of the recommendations.2

The PROGRESS trial not only had a different
patient profile than that seen in primary care but
yielded results that are open to interpretation. In
particular, the cause of the substantial reduction in
stroke risk seen in the trial (relative risk reduction 43%,
95% confidence interval 30 to 54) is unclear: is it due to
the use of a thiazide diuretic and angiotensin coverting
enzyme inhibitor in combination or alone, or simply
due to the lowered blood pressure?8 Really useful
guidelines would help clinicians to interpret these
findings, rather than just uncritically basing clinical
recommendations on them.

Evidence from randomised controlled trials is only a
portion of the real knowledge that is needed in primary
care. Such trials provide vital information about the
effectiveness of interventions in selected populations of

patients. However, general practitioners require evi-
dence about how an individual patient will respond to
an intervention. Active involvement of patients in
decisions about their health care can improve health
outcomes. For instance, patients with breast cancer have
less anxiety and depression if treated by doctors who
involve them in the decision making, and patients with
diabetes achieve better blood sugar control if involved in
discussions about their management.9

Mant and colleagues call for further research in the
primary care population to determine the efficacy and
appropriateness for individual patients of intensive
lowering of blood pressure.2 Their call is well justified
and should be heeded.
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Grieving the death of a child
Health professionals need to be particularly sensitive to the needs of parents

The death of a child brings profound distress
and intense grief to the family, challenging all
those involved in caring for the family through

such times. That such grief can lead to suicide is
known, but two cases in this week’s BMJ show a
particular hazard after a child has died at home: in
both cases mothers committed suicide with drugs pre-
scribed for the palliative care of their children (p 647).1

There is substantial evidence from comparative
and longitudinal studies that the grief of parents
following the loss of a child is more intense and
prolonged than that of other losses.2 3 Parental vulner-
ability includes a heightened risk of suicide, especially
in the first month, as shown in a nested case-control
study of Danish longitudinal registers.4 Population
based follow-up studies also show that anxiety and

depression may last four to nine years after the loss of
a child from cancer.5

When a child dies suddenly—for instance, through
suicide, homicide, violence, or accidental death—
parental grief may become complicated by post-
traumatic stress reactions arising from the nature of
these circumstances, so that the parent has to deal with
the interplay of both trauma and grief.6

The challenges that arise when a death is prolonged
are different. Caring for a child with chronic fatal disease
such as cancer may involve intense and prolonged treat-
ments; the sustaining of hope; the denial of the potential
for death as the parent fights for the child’s survival in a
protracted battle with the disease. Anticipatory grieving
as the probability of death becomes more real may lead
parents to feel guilt about giving in to such a
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possibility—as though they are somehow abandoning
the child. Alternatively, their relief that there will be an
end to this suffering is ambivalent, again because it
means admitting the reality of death.

The parent—usually the mother—may invest her
own life so intensely, that she hopes by this to keep the
child alive, by force of will, if all else fails. There are also
the questions, the blame, and the guilt. Why did this child
become ill, in this way? The “if only” “something” had
been done differently, or not done. Parents search for
information, gathering their own statistics, from which
they may find further sources of hope, or alternatively
sources of guilt and blame. This intense involvement
may lead to an almost symbiotic relationship between
mother and dying child in such circumstances, reflecting
the desperation, the wish to bring the child back from
the brink, and, more deeply in some circumstances, the
mother’s inner belief that she cannot live if her child dies.

In addition there may be “secrets”: that the
possibility and then the reality of such a death cannot
be spoken of, for fear it will make it happen. This may
make for difficulties for the child, who is often well
aware of what is happening but who may feel he or she
cannot let go for fear the parent will not be able to
cope. It may also prevent the goodbyes, the “good
death” even in circumstances when death should not
be happening, when there is the need for a more posi-
tive palliative care.7

All these issues may need to be considered in
assessing the parent’s and family’s and child’s needs
through the period of preparation for the realities of
the death and its aftermath. Clinical issues include rec-
ognising the dying child’s understanding of death and
needs at different stages of development; communicat-
ing the bad news to the family in a compassionate and
supportive way, with later follow-up; having an honest,
continuing dialogue that both promotes realistic hope
and acknowledges possibilities and probabilities of
dying; and ensuring good symptom management for
the child.8

Looking after the caregiver, both before, during,
and in the aftermath of the death is an integral part of

comprehensive care. While many paediatric oncology
units provide bereavement support for families, there
is no strong evidence to inform such care.9 Surveys
suggest that the quality of care received is generally
perceived to be high,10 but there is a need for control-
led trials in this ethically sensitive field.11 Linking to
support groups is also of value, for instance
Compassionate Friends (www.tcf.org.uk). Support
from others who have survived such an experience can
help parents to make some meaning of the
unthinkable prospect of their child’s death and to bring
to bear their social, psychological, personal, and
spiritual resources to deal with their grief, and to treas-
ure the memories of their child.
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Standards for infant formula milk
Commercial interests may be the strongest driver of what goes into formula milk

The quality of infant feeding is of paramount
importance for growth, development, and long
term health well into adulthood.1 Breast

feeding is recognised as the ideal form of infant
feeding, providing multiple benefits for child health.2

Thus breast feeding should be actively promoted, pro-
tected, and supported. Infants who cannot be fed at the
breast, who should not receive breast milk, or for whom
breast milk is not available need infant formula milks
of high quality.3

The Codex Alimentarius Commission, part of both
the Food and Agriculture Organization of the United
Nations (FAO) and the World Health Organization,
develops standards, guidelines, and related texts on food
to protect consumers’ health and to ensure fair trade
practices globally. Most of the world’s population lives in

the more than 160 countries that are members of the
Codex Alimentarius. Its standard on infant formula was
adopted in 1981, based on scientific knowledge of the
1970s,4 and it is currently being revised.

At the end of November 2005 the Codex Commit-
tee on Nutrition and Foods for Special Dietary Uses
met in Bonn, Germany, and discussed among other
issues revision of the standard on infant formula. The
meeting was attended by government delegations of
some 71 member states of the committee, along with
observers of 32 international non-governmental
organisations, mostly umbrella organisations for food
manufacturers and other groups with commercial
interests in infant formula.

Infant formula must be the sole source of nutrients
for several months during a critical phase of growth
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