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TESTING THE TWO-WEEK RULE

In April 2000, the UK Department of Health issued national 
guidelines for urgent referral by a GP of suspected cancer, 
where suspected was defi ned as either a perceived level of 
risk, or a hunch. This was achieved by something called 
a two-week rule for fast-tracking suspected referrals. The 
two-weeks then became a target, by which healthcare or-
ganisations could be managed. 

At least that is the theory. Bandolier lacks the will to try to 
determine what evidence the theory was based upon, but it 
is interested in how well it works. Can a national policy like 
this make a difference, and can it make things better? Two 
recent studies suggest that may not be the case.

Lung cancer [1]

This was a retrospective audit of patient referrals for sus-
pected lung cancer in Nottingham in the 12 months before 
and 24 months after the DoH guidelines. It abstracted route 
of referral, reasons, symptoms, and eventual diagnosis, as 
well as various markers, like time from referral to outpatient 
visit, diagnosis, or treatment. It involved 1,044 referrals to 
respiratory physicians with suspected diagnosis of lung 
cancer. 

Results

Before the introduction of the guidelines, almost every case 
was an urgent referral (98%). After the introduction, referrals 
were either under the two-week wait referral procedures 
(60%), or were urgent referrals (40%). Figure 1 shows the 
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Figure 1: Total referrals and total lung cancers 
diagnosed before and after two week rule

On recumbophilia

If you feel that consciousness is just the annoying break 
between naps, or the urgent and profound need to lie down 
on hearing on the latest government initiative, or just like 
lying down to read the latest Bandolier, you may have re-
cumbophilia. It is endemic in parts of the Bandolier offi ce, 
where a special therapeutic device (a nifty black sofa) has 
had to be installed. Of course, it could be just old age, or a 
response to an overdose of guidelines, or the way that the 
word evidence is dragged in to every statement, without 
regard to quality, quantity or interpretation. Whatever, we 
thought that readers should know that Bandolier does take 
things lying down.

Bandolier Books

Some readers will know that Bandolier has produced vari-
ous books in the past with Oxford University Press. First, 
an update on that. Two of these are now available at a 40% 
discount using a clickthrough to OUP from the Bandolier 
website. The books are "An Evidence-based Resource for Pain 
Relief" (published 1998), and "Bandolier’s Little Book of Pain" 
(published 2003). In August 2006 a new book is also avail-
able "Bandolier’s Little Book of Making Sense of the Medical 
Evidence", unfortunately not at a discount, but OUP are 
taking advance orders. 

Bandolier is also publishing books itself. The fi rst, "An Evi-
dence-based Resource for Erectile Dysfunction" is now available 
directly from Bandolier. It summarises the evidence for each 
treatment for erectile dysfunction, as well as examining 
some ways of avoiding erectile dysfunction through healthy 
living. Each treatment has been subject to systematic review, 
and, where possible, a meta-analysis to produce an overall 
estimate of effi cacy. 

For details of these, just check out the website, or email 
maura.moore@pru.ox.ac.uk. 
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number of referrals, and the number of cancers diagnosed. 
The former increased substantially, whilst the number of 
cancers diagnosed did not change, nor did the stage at which 
cancers were detected.

Times between referral and diagnosis and treatment were 
either the same, or increased (worsened), and median times 
are shown in Table 1.

Colorectal cancer [2]

This systematic review conducted a search for published 
reports commenting on the effectiveness of the two-week 
rule in UK NHS colorectal cancer diagnostic services. In-
formation was abstracted on the referral route, number of 
cancers, and cancer stage. 

Results

Eight articles reported on about 10,000 patients referred by 
their GP, two retrospective and six prospective, performed 
between 2000 and 2003. Of these, only 24% were referred 
using the two-week rule procedure (range 17% to 48%), with 
another 24% referred as emergency cases, and 52% using 
other referral procedures. 

Overall, 1,173 colorectal cancers were detected, about 12% of 
the total referred. Of patients referred under the two-week 

Median waiting time (days)

Referral to 1999-2000 2000-2001 2001-2002

first hospital visit 7 8 9
diagnosis 26 33 27
treatment 37 41 42

Table 1: Waiting times before and after two 
week rule

rule procedure, the proportion with colorectal cancer was 
10% (range 8% to 14%). 

Most patients were seen by a hospital specialist within the 
two-week target, and no studies reported any significant 
difference in the stage of colorectal cancer patients referred 
under the two-week rule, or by other methods.

Comment

Neither the lung cancer study nor the colorectal cancer 
review could identify any improvement in treatment using 
the two week rule. In both cases almost all patients were 
seen within two weeks anyway, whatever the mechanism 
of referral. Widespread implementation of guidelines did 
not increase the number of cancers detected, nor the stage 
at which they were detected.

It would seem that for lung and colorectal cancer, we had 
a system that wasn’t broke, and intervention didn’t fix it. 
A cynic might think that one way of hitting targets is to set 
one up that is already being reached, and then trumpet it 
as a success. 

As best Bandolier knows, there was little in the way of pilots, 
or extensive work to figure out what was needed to make an 
already good system better. But an awful lot of hassle was 
created and treasure spent for no apparent purpose.

References:

1 NR Lewis et al. Under utilisation of the 2-week wait 
initiative for lung cancer by primary care and its ef-
fects on the urgent referral pathway. British Journal of 
Cancer 2005 93: 905-908.

2 K Thorne et al. The effects of the Two-Week rule on 
NHS colorectal cancer diagnostic services: a system-
atic literature review. BMC Health Services Research 
2006: 43.

Bandolier, in print and electronically, has looked at the is-
sue of major harm associated with statins. It is important, 
because very many people take statins, and even rare events 
mount up in this circumstance. A new systematic review [1] 
provides some perspective, and Bandolier has attempted to 
use a version of the Paling Perspective Scale of risk to try 
and extend that perspective.

Systematic review

The systematic review sought cohort studies, randomised 
placebo controlled trials of 2-5 years duration looking for 
reduction in cardiovascular disease events, notifications of 
adverse events to regulatory authorities, and case reports 
that investigated statins and particular adverse events. 
These included rhabdomyolysis, myopathy, liver failure, 
stroke, and peripheral neuropathy. It then sought to esti-
mate the statin-specific risk as incidence per 100,000 person 
years. 

Results

What follows is a brief description of the results, limited to 
statins (simvastatin, atorvastatin, pravastatin) other than 
cerivastatin, and omitting discussion of fibrates. 

Rhabdomyolysis

Cohort studies indicate a rate of 3.4 (1.6 to 6.5)/100,000 
person years (1 in 29,000 per year) from cohort studies, 
supported by RCTs and notifications. Mortality with rhab-
domyolysis is about 10%, giving a statin-specific death rate 
of about 1 in 300,000 per year. This is about 15 times less 
likely than dying in a car accident in a year.

Myopathy

Statin-specific myopathy from cohort studies, supported by 
RCTs was about 11 (4-27)/100,000 person years, a rate of 1 
in 9,100 per year. It is reversible on stopping statin.

STATIN SAFETY: A PERSPECTIVE
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Minor muscle pain

This was no more common 
with statin than with placebo 
in RCTs, but was common, at 
about 5,000/100,000 person 
years with statin and placebo. 
This complaint affected about 
1 in 20 of the population in the 
trials, irrespective of therapy.

Liver failure

The estimated risk of liver fail-
ure of someone taking statins 
was 0.5 per 100,000 person 
years, or 1 in 200,000 per year. 
This is about the same as people 
not taking statins.

Stroke

Stroke was no more common 
in people taking statins as not, 
though the rate of haemor-
rhagic stroke may have been 
higher. The advice was not to 
use cholesterol-lowering drugs 
in people who had had a haem-
orrhagic stroke.

Peripheral neuropathy

Cohort studies and RCTs indi-
cated higher rates of reversible 
peripheral neuropathy with 
statins, with a statin-specific 
risk of about 12/100,000 person 
years, or a rate in 1 in 8,300 per 
year.

Cognitive function

No greater decline in cognitive 
function with statin than not.

Comment

Figure 1 tries to summarise 
these results in one picture, with 
markers of death rates from vari-
ous causes in the USA in 2002 for 
comparison. Death from rhab-
domyolysis with statin was far 
less common than many other 
causes of death, including heart 
disease and accidents. It would 
be about as likely as dying from 
a gunshot wound. 

The figure is another use of 
one of the forms of the Paling 

Perspective Scale. Bandolier has used deaths for comparison, which is a bit unfair for 
myopathy and peripheral neuropathy, which are reversible on stopping statin. It would 
be better to have other comparators, but we are still working on that.

Because the events were by their nature rare, there was not always a large number, so 
to some extent the actual event rates are best guesses. For the most part, these were 
reasonable and conservative. 

Equally interesting is why about half of people prescribed a statin stop taking it by 
about a year. Anecdotally, Bandolier hears that diarrhoea is responsible, but can find 
no studies to support this, or much at all on common adverse events with statins. Does 
anyone out there know better?

Reference:
1 M Law, AR Rudnicka. Statin safety: a systematic review. American Journal of 

Cardiology 2006 97 (Suppl): 52C-60C.

Rhabdomyolysis

Death from rhabdomyolysis

Myopathy / peripheral neuropathy

Automobile accident

Any fall

Storm/lightning

Firearm

Any accident

Heart disease

Cause of  
death in  

USA 
2002

Major event
per year  

of 
statin

Figure 1: Statin adverse events set in Paling Perspective Scale, with 
US deaths, 2002, as perspective
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CRANBERRY TO PREVENT UTI
Bandolier first looked at the efficacy of cranberry juice in 
preventing urinary tract infections in issue 6, a little while 
ago. Subsequent research proved to be sporadic and com-
plicated, but a sensible clinical picture now appears to be 
emerging, so it seems a useful time for an update, and a 
quick Bandolier review.

Cranberry juice in various forms has been tested for various 
different effects in different situations. What we can say, 
with reasonable certainty, is that cranberry juice does not 
affect urinary tract infection rates in people with neurogenic 
bladder; a number of randomised trials all come to the same 
conclusion. Nor does cranberry juice seem to affect bacterial 
colonisation or infectious diseases generally in children.

The one area where there appears to be consistent ben-
efit is in preventing urinary tract infection in susceptible 
women.

Review

Bandolier sought randomised trials of cranberry juice, or 
extract, in whatever form and in whatever combination with 
other products, in studies looking at prevention of urinary 
tract infection. We looked in various electronic databases, 
and examined bibliographies of relevant papers.

Trials

There have been four trials [1-4], with 779 participants, 
85% of whom were women. Brief details of the trials show 
similarities and differences:

Trial 1 was conducted in elderly women (mean age 79 years) 
over six months, comparing 300 mL cranberry juice cock-
tail with a cocktail not containing cranberry juice.

Trial 2 was conducted in young women (mean age 42 years) 
who had at least two urinary tract infections in the pre-
vious year. It compared cranberry juice and cranberry 
extract in tablets against placebo over 12 months.

Trial 3 was also conducted in young women (mean age 30 
years) who had at least one E coli urinary tract infection. 
It compared a cranberry juice cocktail against placebo 
and lactobacillus drink over six months.

Trial 4 was conducted in elderly patients (mean age 81 years, 
two thirds women) in hospital, and compared cranberry 
juice against placebo for less than a month. 

All reported an outcome of patients with urinary tract in-
fection, usually defined as clinical symptoms confirmed by 
culture (usually 100,000 colony forming units per mL).

Results

Combining results for urinary tract infections from all four 
trials, there were 42/409 (10%) in patients randomised to 
some form of cranberry product, and 64/370 (17%) in those 
randomised to a non-cranberry placebo. The relative risk 
was 0.5 (0.4 to 0.8), and the number needed to treat to pre-
vent one urinary tract infection was 14 (8-45).

Individual results for the four trials are shown in Figure 
1, where the dark symbol represents the shortest trial of 
less than one month [4]. The other studies lasted six or 12 
months, and the earliest [1] also showed no difference after 
only one month, but consistent difference thereafter (see 
Bandolier 6).

Analysing for only the longer duration studies, there were 
35/222 UTIs (16%) in patients randomised to some form of 
cranberry product, and 50/181 (28%) in those randomised 
to a non-cranberry placebo. The relative risk was 0.5 (0.4 to 
0.8), and the number needed to treat to prevent one urinary 
tract infection was 8 (5-27).

Comment

What is interesting is the consistency of effect between these 
four trials, conducted in different patients, in different coun-
tries, over different periods, and using different cranberry 
products, although all the patients were at increased risk of 
urinary tract infection. In each the number of urinary tract 
infections was reduced by about half. In practical terms, it 
means that for every 10 women at increased risk of urinary 
tract infection who take cranberry juice daily for six or 12 
months, one fewer will have a urinary tract infection.

Two further thoughts. One is about issues of validity in 
clinical trials, and two [1,4] have now shown less impressive 
effects over the short term. Any future trials should reflect 
the likely longer-term use, though it was entirely reason-
able to conduct a short term study in hospital patients [4], 
in whom a long stay was unlikely.

The second is how we can express these results to women 
who might want to consider using cranberry juice them-
selves. Perhaps we should say that over six months to a 
year of cranberry juice use:
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Figure 1: Effect on urinary tract infection rates 
with cranberry product and placebo
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• 7 out of 10 women wouldn’t have a urinary tract infec-
tion anyway

• 2 out of 10 women will have a urinary tract infection 
anyway

• 1 out of 10 women will not have a urinary tract infection 
because they used cranberry juice

Maybe this expresses both the fact that it works, but that it 
is no miracle cure, and won’t work for everyone, always.

References:

1 J Avorn et al. Reduction of bacteriuria and pyuria 
after ingestion of cranberry juice. JAMA 1994 271: 
751-754.

2 T Kontiokari et al. Randomised trial of cranberry-
lingonberry juice and Lactobacillus GG drink for the 
prevention of urinary tract infections in women. BMJ 
2001 322: 1571-1573.

3 L Strothers. A randomized trial to evaluate effective-
ness and cost effectiveness of naturopathic cranberry 
products as prophylaxis against urinary tract infec-
tion in women. Canadian Journal of Urology 2002 9: 
1558-1562.

4 ME McMurdo et al. Does ingestion of cranberry juice 
reduce symptomatic urinary tract infections in older 
people in hospital? A double-blind, placebo-control-
led trial. Age and Ageing 2005 34: 256-261.

Number of Percent with outcome with

Outcome Trials Patients Tiatropium Placebo NNT 
(95% CI)

Exacerbations (all trials) 8 4279 27 31 21 (13 to 50)
   Large trials ≥6 months 3 3552 31 36 21 (13 to 57)
   Small trials ≤6 weeks 5 727 4.6 8.6 25 (13 to 270)
Hospital admissions 3 3552 7.6 13 20 (14 to 34)

Table 1: Results of trials comparing tiotropium with placebo, with outcomes of exacerbations, 
and of hospital admissions

Figure 1: Exacerbations in individual trials 
comparing tiotropium with placebo

TIOTROPIUM FOR COPD
Bandolier looked at tiotropium for COPD (Bandolier 98) 
when the first two large trials were published. It reduced 
exacerbations and hospital admissions. Four years on we 
have a new systematic review [1], and it is interesting to see 
what has changed.

Systematic review

The review [1] used five search strategies, including 
Cochrane, and searching was up to the first quarter of 2006, 
making the review current. It also looked at bibliographies 
and requested studies from manufacturers. The review in-
cluded studies in adults with stable COPD satisfying US and 
European criteria, where tiotropium was compared with 
placebo or long acting beta-agonists, that were randomised, 
and where the outcomes included exacerbations, hospital 
admission, and mortality. Only full publications were ac-
cepted.

Results

Thirteen studies with 6,078 patients were available, with 
11 coming from the manufacturer (86% of patients). Most 
patients were men (80%), with FEV1 between 34% and 43% 
of predicted. Almost all studies used tiotropium at an 18 µg 
dose inhaled once a day. Trials were as short as one week 
and as long as one year, and all but one had reasonably high 
reporting quality, and all were described as both randomised 
and double blind.

Eight trials compared tiotropium with placebo (Figure 1). 
Overall there were fewer exacerbations with tiotropium 
(relative risk 0.83; 95% confidence interval 0.76 to 0.91), 
and the number needed to treat to prevent one exacerba-
tion was 21 (Table 1). The NNT was similar for three large 
trials lasting six months or longer, and five small trials last-
ing six weeks or less (Table 1), but event rates were much 
lower in the shorter trials. However, the average number 
of exacerbations per week with placebo was consistent 
between trials at about 1.3 (Figure 2).

Tiotropium also reduced hospital admissions in the three 
larger studies of at least six months duration (Table 1), with 
a similar NNT to prevent one hospital admission, of 20 (14 
to 34). In trials of six months or longer, mortality was 1.7% 
for both tiotropium and placebo.
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Most other outcomes were recorded in only a few tri-
als, though spirometric testing in most trials consistently 
showed slight but significant improvement with tiotropium 
over placebo. 

Comparison with long acting beta-agonists in two or three 
trials showed no significant difference for exacerbations, but 
lower hospital admissions with tiotropium, with an NNT 
to prevent one admission of 33 (17-1000), and significantly 
better results for spirometry.

Dry mouth was significantly more common with tiotropium 
than placebo or long acting beta agonist.

Comment

The estimates of efficacy from this review are broadly simi-
lar to those found in the original trials, despite there being 
five times more patients for the comparison with placebo. 
Tiotropium reduces exacerbations and hospital admissions 
compared with placebo, and probably against long acting 
beta-agonists. We could do with more comparisons with 
the latter to prove the point.

What was interesting was the comparison between larger, 
longer, trials, and smaller, shorter, trials. This could have 
been a source of clinical heterogeneity, or possible lack of 
validity, but actually the studies had a consistent rate of 
exacerbations with placebo, of about 1.3 per week, with only 
small studies varying much (Figure 2). This can provide a 
benchmark for knowing whether COPD candidates are like 
the patients in the studies.

For collectors of examples of how duplicate studies can 
creep into systematic reviews, this paper describes how 
subjects in six trials excluded from this review were included 
at least twice in a previous review. 

Reference:

1 GJ Rodrigo, LJ Mannini. Tiotropium for the treatment 
of stable chronic obstructive pulmonary disease: a 
systematic review with meta-analysis. Pulmonary 
Pharmacology & Therapeutics 2006 [epub ahead of 
print].
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PSYCHOTHERAPY AND ANTIDEPRES-
SANT FOR PANIC DISORDER

Panic disorder, with or without agoraphobia, is usually 
treated with psychotherapy, with or without antidepres-
sants. Deciding which is best is made difficult by trials being 
generally small, testing different types of psychotherapy, 
with different controls, and with endpoints at the end of 
treatment or at some later time. Just as well that we have a 
systematic review [1] to help us get some grip.

Systematic review

Searching used a specialised Cochrane register, supple-
mented with a series of other electronic searches, plus hand 
searching of major journals, proceedings, and trial registers, 
up to the end of 2003. Randomised trials were accepted. The 
primary outcome was response, a substantial improvement 
from baseline, equivalent to very much or much improved, 
derived by dichotomising results from studies which used 
different measurement scales. Outcomes were assessed at 
the end of the treatment phase, and at some longer follow 
up, typically 12-24 months later.

Results

Searching found 23 randomised comparisons with 1,700 pa-
tients, in studies with treatment duration of six to 26 weeks, 
but where most were of nine to 15 weeks. Different types 
of psychotherapy were used. Behaviour therapy consisted 
of exposure, with or without breathing retraining, with or 
without relaxation exercises. Cognitive behavioural stud-
ies consisted of both cognitive and behavioural elements. 
Antidepressants used included tricyclics (average dose 150 
mg daily of imipramine equivalents), or SSRIs (average dose 
30 mg daily of fluoxetine equivalents). 

The summary results are shown in Table 1. Overall, psycho-
therapy plus antidepressant was better than antidepressant 
or psychotherapy alone at the end of the treatment phase, 
with numbers needed to treat of 10 to produce one more 
responder. At longer term follow up, psychotherapy plus 
antidepressant was better than antidepressant alone, with an 
NNT of 5, but not psychotherapy alone. Figure 1 shows the 
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sons of psychotherapy plus antidepressants 
(PA) versus antidepressants alone (A) or psy-
chotherapy  alone (P). 
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percentage of responders in the comparisons in a truncated 
form, to emphasis the similarity between psychotherapy 
plus antidepressant.

Various sensitivity analyses were performed. Omitting stud-
ies that included agoraphobia made no difference, nor did 
comparison with different classes of antidepressant, nor did 
analysis by different type of psychotherapy make much dif-
ference. Additional analysis by size of trial made no differ-
ence. Sensitivity analyses like this are important, given the 
small size of trials generally, and the resultant scattering of 
results, possibly because of random chance. Figures 2 and 3 
show results for individual trials comparing psychotherapy 
plus antidepressant with antidepressant at the end of treat-
ment (Figure 2) and at later follow up (Figure 3).

Comment

These results appeared pretty robust. One possible quibble 
is that the numbers given in the paper for psychotherapy 
plus antidepressant compared with antidepressant alone 
at the end of treatment had some obvious minor problems, 
like numbers not adding up, and relative risks which were 
obviously wrong, but recalculating or omitting problematic 
trials made no difference. The results were robust. 

Bandolier is always suspicious about results when we have 
only a scattering of small studies, and where there is scope 
for clinical heterogeneity. That was the situation here, and 
as we saw in Bandolier 139, that is a situation where even 
a systematic review is more likely to be wrong than right. 
That is why sensitivity analysis is important, and Figures 
2 and 3 emphasise how much small trials can contribute to 
an overall result.

Here the results for psychotherapy plus antidepressant 
stood up to sensitivity analysis. The question of whether the 
extent of advantage over antidepressant alone is big enough, 
or big enough to make a cost effectiveness argument, is an-
other matter, and a difficult call. Two years after the event 
some 60% of patients with panic disorder had not achieved 
a sustained response with any of these treatments.

Reference:

1 TA Furukawa et al. Psychotherapy plus antidepres-
sants for panic disorder with or without agoraphobia. 
British Journal of Psychiatry 2006 188: 305-312.
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Comparison: 
Psychotherapy + antidepressant Trials Patients Combination Control Relative risk 

(95% CI)
NNT 

(95% CI)
End of treatment phase

 vs antidepressant 11 669 58 48 1.2 (1.1 to 1.4) 10 (6 to 37)
 vs psychotherapy 20 1257 56 46 1.3 (1.1 to 1.4) 10 (6 to 23)

Longer term follow up
 vs antidepressant 5 376 45 28 1.6 (1.2 to 2.1) 5.6 (3.7 to 12)
 vs psychotherapy 11 658 38 40 0.9 (0.8 to 1.2) not calculated

Table 1: Summary of pooled estimates of efficacy of psychotherapy plus antidepressants versus 
antidepressants alone or psychotherapy alone in treating panic disorder
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Figure 3: Responders at longer term follow  up 
with  psychotherapy plus antidepressants (PA) 
or antidepressants alone (A)
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BOOK REVIEWS

Evidence-based rheumatology. Editors Peter 
Tugwell and others. BMJ Books 2004. ISBN 0-
7279-1446-4. £70 UK, $135 USA. 540pp.

This haevy book, which was published in 2004, has only 
recently swum into Bandolier’s ken. We chose to review it 
because it has an interesting approach that some will adore, 
others will hate, and to which some will be indifferent. 
Moreover, there are electronic updates (www.evidbasedr-
heum.com) that make up for the inevitable delays between 
recency of information and publication.

It is for professionals, but has a significantly different ap-
proach in that it provides a series of summaries and decision 
aids for patients that address decision-making through the 
weight of evidence for the potential benefits and harms of 
interventions. It helps professionals share therapeutic deci-
sions with patients. 

Now that is incredibly difficult, because there is precious 
little evidence about how to do that at all, let alone well. 
But hey, someone has to start somewhere, and the authors 
deserve a big gold star just for attempting to do this across 
a range of rheumatological conditions. Many will find some 
of the decision aids and patient information fantastically 
useful on the back of the evidence we have. The book comes 
with CD, but for Windows only.

The approach is to use searches to try and answer questions 
(like, “Are non-pharmacological modalities effective in rheu-
matoid arthritis”), finding systematic reviews, randomised 
trials, and observational studies. In that regard, it is a more 
in-depth version of Clinical Evidence. It tells the reader what 
information there is.

Some people will quibble at aspects of the book. The levels of 
evidence used, for instance, gives platinum or gold gradings 
where there are sample sizes of 50 per group. Whatever the 
statistical power, random play of chance can affect both the 
result and the extent of any benefit or harm. Some would be 
more comfortable if the bars were raised. Calculating NNTs 
from single trials with a few tens of patients will leave some 
readers uneasy. They might argue that if there is inadequate 
or insufficient evidence, there isn’t any useful evidence.

The use of US measurement units without SI equivalents 
will mystify younger readers, and will be a turn off, and it is 
curious that the publishers couldn’t be bothered to consider 
the global audience.

Bandolier’s advice is to check the website. Go to a bookshop 
and peruse the book over a cup of coffee. Many of you will 
want to take it home; some others will have to stifle their 
screams till they get outside. It is unusual for a book to 
have that effect.

The dictionary of health economics. Anthony 
J Culyer. Edward Elgar Publishing. ISBN 1-
84376-208-0. £95, $160 USA. 390pp.

It is just like it says on the tin – a dictionary, which starts 
with the ability to pay and ends with the z-test, and pro-
vides definitions for all of them. Some of those definitions 
are short, and some long. But that still leaves an awful lot 
of terms and definitions to fill 380 pages or so.

While you might be comfortable with prevalence before you 
opened the book, there are few readers who would want 
to stand up before an audience and give a short lecture on 
price discrimination. Actually, price discrimination looked 
really interesting, and the page or so devoted to it was too 
short: there is much more to this than meets the eye. 

The book is stuffed with terms that few of us ever come 
across, like extra-welfarism, or friction cost, or indifference 
curve, or partial equilibrium. You are thinking, so what? But 
if you were to read the definitions of each of these terms, 
with minimal neuronal responsiveness (actually, we just 
made that up, it’s a technical term for being awake), you 
would want to know more about it. 

Take a moment out to think where we are, certainly in the 
UK, and probably with healthcare globally. The markets 
are taking over, and economics, and health economics in 
particular, is possibly the second most important influence 
on decisions, after politics and before or alongside effective-
ness. We all should know more, and books like this are useful 
for the library bookshelf, to browse, and to stimulate.

SPINAL MANIPULATION REVIEWED

Bandolier loves systematic reviews of systematic reviews, 
because they can give us the quick answer about an inter-
vention. One on spinal manipulation [1] looked for all the 
systematic reviews published between 2000 and mid 2005, 
for any indication.

Sixteen were found, on back pain, neck pain, lower back 
pain, headache, non-spinal pain, dysmenorrhoea, infan-
tile colic, asthma, allergy, cervicogenic dizziness, and any 
medical problem. Individually and collectively, there was 
no evidence that spinal manipulation was an effective in-
tervention for any condition. There may be adverse events, 
though, and the review gives useful references for common 
and rare adverse events. Useful for a journal club.
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