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J Myth of the menopause 

paradox 
Sir-In his viewpoint, Hugh Tunstall- 
Pedoe (May 9, p 1425)’ reinvents a 
paradox about menopause and risk of 
coronary heart disease (CHD) that has 
been known for 30 years.’ He 
concludes that menopause is not a 
risk factor for CHD, on the basis of 
the observation that a semilogarithmic 
plot of CHD mortality rates by age 
does not show an increased 
acceleration in women after the age of 

. 50. We believe that this approach is 
not justified for examination of the 
effect of menopause. 

First, an increased acceleration of 
, CHD mortality rates at or after the 

age of menopause implies that the 
relative risk associated with 
menopause continuously increases 
with age, which is not seen for any 
CHD risk factor, including 
hypertension and smoking. Second, 
since the acceleration of CHD 
mortality rates declines with age in 
men, an increased acceleration in 
women is unlikely, even when 
menopause raises the risk. We have 
examined the effect of menopause on 
CHD in a simulation model with more 
realistic assumptions. 

We used mortality rates of UK 
men,’ the Framingham risk function,’ 
and estimates of relative risks at young 
ages from the MRFIT Study,4 to 
construct a graph of CHD motality 
rates in men in the first decile of the 
Framingham risk score to represent 
women premenopausal until the end 
of life (figure). On the basis of 
estimates of the effect of age at 
menopause,5 we assumed menopause 
to enhance CHD mortality by 20, 60, 
and 100% at ages 50-54, 55-59, and 
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60-69 years, respectively, taking age 
and a lagtime into account. We 
assumed that the menopause-related 
variation in menopausal risk falls 
gradually thereafter until no excess 
risk at age 85-89. The upper curve in 
the figure represents the curve when 
an effect of menopause is imposed on 
the curve reflecting the lifelong 
premenopausal state. The constructed 
curve does not show a change in slope 
around the age of menopause and is 
similar in shape to that of UK 
women.’ Although we will probably 
never know the true effect of 
menopause, and cannot be certain 
that our assumptions are correct, o w  
data suggest that the observed CHD 
mortality pattern in women in the 
population is not incompatible with an 
effect of menopause. 
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Coronary heart disease mortality rates by age on a logarithmic scale 
Lower curve gives mortality rates in women staying Premenopausal till the end of life. Upper curve 
gives mortality rates when an effect of menopause is imposed on the curve reflecting the lifelong 
premenopausal state. 
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Meningocõccal- 
I immünisation and 
prótection from_epidemícs I 
Sir-Some researchers question 
universal preventive immunisation 
versus mass vaccination started after 
the outbreak of epidemics.’ Epidemics 
in West Africa in 1994-97 confirm 
that necessary conditions for an 
efficient riposte to such vaccination in 
case of epidemics are far from being 
achieved. As noticed by J B Robbins 
and co-workers,z the early detection of 
the epidemic followed by mass 
vaccination will prevent, at best, only 
50% of cases, which is not acceptable. 
Even in this scenario, it would be 
necessary to ensure that the 
surveillance system is functioning 
perfectly, alert thresholds are 
pertinent, resources are immediately 
obtainable, vaccine stocks available, 
and vaccination teams operational.’ 

Two kinds of arguments are made 
to discredit the preventive 
immunisation against meningitis 
epidemics. The first are theoretical 
and usually sp&ulative. The induction 
of an immunological memory by the 
polysaccharjde vaccine4 and its effect 
on the carriage of Neisseria 
meni~zgitidis~ remains largely 
questioned and do not seem to offer 
good protection of subjects in the 
context of expanded pr0gramme.l Th’e 
second are logistical, but do not take 
account of all the possible strategies. 
The preventive vaccination is 
discounted by some specialists 
because of difficulties of organisation 
that would entail a poor vaccine 
coverage. 
In the Republic of Benin, two 

departments, the Atacora and the 
Borgou, are included in the meningitis 
belt and present a high risk of 
meningococcal epidemics. Since 1988, 
the vaccine strategy consists in placing 
polysaccharide vaccine at the disposal 
of the whole population with cost 
recovery (300 F CFA, about US$O-5). 
This vaccination is distributed in 
health centres or distributed by mobile 
teams before the season of epidemics 
and in areas at greatest risk. 

The vaccine coverage has reached 
or exceeded 60% of the population 
between 199 1 and 1994 in the Atacora 
and exceeded 50% in the Borgou 
between 1993 and 1996. During the 
same period no meningitis epidemics 
have been observed in Bénin (figure), 
whereas in neighbour states, severe 
epidemics have been declared between 
1994 and 1997. Niger, North of Benin 
(1995, 1996), Nigeria East of Benin 
(1996, 1997), Burkina Faso North of 
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CORRESPONDENCE 

Cases in Atacora +-Vaccine coverage in Atacora 
Cases in Borgou -o- Vaccine coverage in Borgou 

Incidence of meningitis and vaccine coverage in North Benin (1989-97) 

Benin (1996, 1997), and Togo, West 
of Benin (1997). The epidemic wave 
skirted North Benin without including 
a severe outbreak as in adjacent 
countries. 

The situation in north Benin does 
not constitute proof that the 
preventive immunisation has avoided 
epidemics, but we think that i t  has 
largely contributed to reduce the 
number of cases and their brutal 
appearance, and to limit their 
geographical extension. The cost for 
the community has been negligible, 
and the rational organisation of the 
preventive immunisation avoids the 
disorder induced by the installation of 
a mass vaccination after the onset of 
epidemics. 

We are concerned about the 
reduction of the vaccine coverage since 
1996, which leads to an underestimate 
of the risks of menin@ outbreak. 
Reduction -of coverage can anse from 
the false impression that the risk is past 
and that the epidem$ is no longer a 
danger or from ignorance of the 
duration of protection by the vaccine. 
Individuals already vaccinated since 
1988 may believe they are definitively 
protected. A large campaign of 
information is therefore vital to 
eh ina te  these erroneous beliefs. 
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Patients' use of 
complementary medicine 
Sir-There is much debate about the 
need for'clinical trials to prove the 
efficacy of complementary medicine. 
The UK Foundation for Integrated 
Medicine held a joint meeting of 
medical practitioners and 
complementary therapists in May, 
1998. Two discussion documents'.' 
have repeated the call for further 
research. However, research takes 
time, and these demands do not take 
account of the fact that patients are 
seeking out and using these remedies 
irrespective of the absence of scientific 
evidence of efficacy or safety. We are 
concerned that medical practitioners 
may not take adequate notice of the 
use of complementary remedies by 
their patients. 

Since 1991, we have assessed 
repohs of suspected adverse health 
effects of traditional .and herbal 
remedies. We found that these 
remedies are fairly safe,3 but that many 
patients are afraid to inform their 
doctors of their use of herbal 
treatments for fear of a negative 
response. 

Physicians should seek to identify 
what.  complementary medicine is 
being taken whilst keeping an open- 
mind-negative and dismissive 
attitude to these medicines will not 
prevent their use. Lack of information 
exchange between doctor and patient 
may have many adverse outcomes. For 
example, doctors may not be kept 
informed of what herbal medicines 
their patients use, patients may stop 
using their prescribed medicines 
without informing their doctors, drug 
interactions between pharmaceuticals 

and herbal medicine may not be 
recognised, and adverse or beneficial 
effects may not be correctly atmbuted 
or investigated. Discussion between 
medical professionals and herbal 
practitioners when treating the same 
patient would reduce the chance of 
interactions and would also give the 
patient the confidence to discuss 
treatments with both therapists. 

Concern about the competence of 
the practitioners has been a barrier to 
the. acceptance of complementary 
medicine.' A system of registration of 
herbal practitioners to ensure 
standards and professional standing 
would ease dialogue and improve 
mutual respect. . 

Doctors and herbal practitioners 
should look for ways to collaborate in 
'the care of patients to provide the 
most effective treatment. 
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DEPARTMENT OF ERROR 
Warring patties continue to ignore health care 
in southern Sudan (Nov 15, p 1455)-In this 
Dispatch by Anderson Wachira Kigotho, a 
statement on the health of children in 
Sudanese government-held displacebcivilian 
camps was incorrectly attributed to Médecins 
Sans Frontières. 

Expression of genes that contribute to 
pro/iferative and metastatic ability in breast 
cancer resected during various menstrual 
phase-In this early report by Zahida Saad 
and colleagues (April 18, p 1170), figures 2 and 
3 should be transposed. 

Tackling thorny issues of herbal medicines 
worldwide-In th is  news piece (April 18, 
p 1190), in rhe panel Botanical products seeking 
mndardr of pharmaceuticals by Rachelle H B 
Fish", Clive R was incorrectly called 
Clive R Thomas. 

Prop tolerance, perioperative campath IH, 
and /ow-dose cyclosporin monotherapy in renal 
allograft recipients-In this research letter by 
R Calne and colleagues aune 6, p 1701), the 
mention of anti-CD53 in line 16, should have 
been anti-CDR. 

Belief in the face of evikln this book review 
(June 6, p 1745). the name and address of the 
reviewer should have read: Kathleen A Clanon, 
Division of HIV Services, Alameda County 
Medical Centre, 1411 31st Street, 
Oakland, CA 946Q2, USA. 
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