
to Britton and Lewis and say that clinicians
should be much more proactive in support-
ing a clinical suspicion of asthma with objec-
tive testing. We believe this should routinely
include formal reversibility studies (home
peak flow readings are insensitive, non-
specific, and have limited value in making a
diagnosis3 4), measurement of airway respon-
siveness, and assessment of airway inflam-
mation, particularly using induced sputum
to detect airway eosinophilia.5 Only in this
way can clinicians distinguish between
asthma and the many other conditions that
have a similar clinical presentation. Diagnos-
ing asthma on clinical grounds alone is like
diagnosing colitis from a change of bowel
habit or the cause of a fever by feeling the
patient’s brow.
A J Wardlaw Senior lecturer
I D Pavord Consultant physician
Department of Respiratory Medicine, Glenfield
Hospital, Leicester LE3 9QP
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Methods used for suicide vary
between regions in the
developing world
Editor—Eddleston et al point out that
deliberate self harm and suicide are serious
public health problems in developing coun-
tries.1 We agree with their suggestions aimed
at reducing the mortality associated with
organophosphorus and pesticide poison-
ings, but it is important to note the consider-
able variation in the methods used for
suicide between regions in the developing
world, and even greater variations between
people attempting and completing suicide.

In India self immolation and hanging
remain the commonest methods for com-
pleted suicides, whereas poisoning is a
common form of deliberate self harm. In Goa
(a maritime state) drowning is another
common method of suicide. The populations
at risk also vary; for example, although most
people who attempted suicide in Eddleston et
al’s report were under 30,most who complete
are older. Social stressors may vary as well: in
Sri Lanka the civil war is an important
stressor, whereas in Goa problem drinking by
male relatives, harassment of women by
in-laws and husbands, and loneliness due to
migration of children are important.2

While discussing prevention of deliber-
ate self harm, the authors do not deal
adequately with the recognition and man-
agement of common mental disorders, such
as depression in general and primary
healthcare settings. Studies from south Asia
show that up to half of all adult primary care
attenders have a clinically important emo-

tional disorder,most of which go undetected
and treated with many drugs.2 3 In a recent
study from India 18% of all adult attenders
admitted to suicidal ideas in the week before
interview but under a fifth had discussed
these with their doctor.2

Public health initiatives to meet this
challenge should include raising awareness
in the community and among policymakers
in the government and health funding
agencies of the risks and treatments for
depression and anxiety; training health
workers in general and primary healthcare
settings in communication skills and the rec-
ognition and appropriate management
strategies of emotional disorders; setting up
multidisciplinary teams to provide interven-
tions at the community level; integrating
mental health in the work of non-
govermental organisations, which are play-
ing an increasingly important part in
providing health care in many developing
countries; and closer research and service
links between departments of psychiatry
and community medicine.
Vikram Patel Senior lecturer
Athula Sumathipala Senior registrar
Institute of Psychiatry, London SE5 8AF
spjuats@iop.bpmf.ac.uk
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Association between birth
weight and death from heart
disease

Data do not support association

Editor—Leon et al claim that their study is
“the most persuasive evidence of a real
association between size at birth and
mortality from ischaemic heart disease.”1

However, the study is open to different
interpretations and, in my view, inflicts a
serious wound on the birth measurement
and adult disease hypothesis.

Their table 3 shows that there was no sig-
nificant association between birth weight and
all cause mortality in either sex. Both sexes
showed a positive association between birth
weight and death from neoplasms and respi-
ratory disease, though none of these were
significant. The negative association between
birth weight and deaths from circulatory dis-
ease was significant only in men. In women
there were no significant associations
between birth weight and any cause of death.
Subsequently, most of the analysis concen-
trates on the association of death from
ischaemic disease and birth measurements
in men.

This study is claimed (probably correctly)
to have unique features. It certainly has large
numbers of deaths to analyse. Yet no
significant association was found in women,

and that in men, with ischaemic heart disease,
was presumably compensated for by other
causes of death, which made the association
with all cause mortality non-significant. Thus,
of all the possible associations with birth
weight, and despite the large number of
deaths, only the association between birth
weight and death from ischaemic heart
disease in men remains significant. I do not
see how these data justify the key message
“adult mortality from ischaemic disease
increases as size at birth declines.”

There is also the question of socio-
economic confounding. Leon et al state that
adjustment for socioeconomic circum-
stances produced only a small reduction in
the strength of the association between birth
weight and mortality from ischaemic heart
disease. The problem of adjusting for socio-
economic factors in this context has been
much debated. In this paper the adjustment
brought the upper limit of the confidence
intervals perilously near unity. If the
precision of this measurement matched that
of the others, even the single significant
result might be in peril.
R J Jarrett Emeritus professor of clinical epidemiology
45 Bishopsthorpe Road, London SE26 4PA
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Authors’ reply

Editor—Jarrett draws attention to the
intriguing positive association between birth
weight and neoplasms that we observed.
Interest is growing in whether risk of certain
cancers is increased in individuals who are
large at birth.1 If true, this may indeed partly
compensate for the negative effect of
reduced size at birth on later mortality from
circulatory disease. However, it is precisely
the specificity2 of the negative association of
size at birth with mortality from ischaemic
heart disease that strengthens the case for
this association having a causal element.
Although not reaching significance, a simi-
lar association was observed in women, with
risk of death from ischaemic heart disease
falling with increased size at birth. We there-
fore stand by our assertion that risk of death
from ischaemic heart disease increases as
size at birth falls.

The question of socioeconomic con-
founding is an important one that we
addressed. Jarrett is wrong to focus on confi-
dence intervals. The main criterion for judg-
ing the extent to which there may be
inadequate adjustment for a confounder is
the magnitude of the change in the
estimates of effect, rather than changes in
the P values or width of confidence intervals.
In our case the rate ratio for ischaemic heart
disease associated with a 1 kg increase in
birth weight was 0.77 in the crude data and
0.82 when adjusted for socioeconomic char-
acteristics at the birth of the subject and at
two points in adult life. We believe that this
shows that although a small fraction of the
crude association between size at birth and
ischaemic heart disease is attributable to
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