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Evaluation of jugular 
venous pressure in 
suspected heart failure: 
does it matter in 2012? 
Sir,
Even in the modern era documentation 
of raised jugular venous pressure enhances 
the evaluation of suspected cardiac failure, 
as shown by a prospective study of 721 
adults of mean age 70.7 years in whom 
an elevated jugular venous pressure con-
tributed 12 points towards the score of 
>54 needed to generate a >70% prob-
ability of heart failure (Kelder et al, 2011). 
The combination of three items from the 
clinical history plus six (including jugu-
lar venous pressure elevation) from the 
physical examination showed independent 
diagnostic value (c-statistic 0.83), which 
increased to a c-statistic of 0.86 with the 
addition of natriuretic peptide measure-
ment to the diagnostic armamentarium. 

Jugular venous pressure elevation also 
has prognostic value in that it is associated 
with increased risk of subsequent hospitali-
zation for heart failure (relative risk=1.32: 
95% confidence interval=1.08–1.62; 
P<0.01) (Drazner et al, 2001).

However, measurement of jugular 
venous pressure could be made simpler, 
for example by making the patient sit bolt 
upright when this parameter is evaluated. 
This was the case in a study where a deep 
venous column visibly distended above 
the right clavicle (with the patient sitting 
bolt upright) had a sensitivity of 65% and 
specificity of 85% to identify truly elevated 
venous pressure. In that study the reference 
standard for central venous pressure was 
right atrial pressure documented by cardiac 
catheterization (Sinisalo et al, 2007).
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Corrections
In the abstract Evaluation of the evidence 
behind cervical spine immobilization in a 
pre-hospital setting: current controversies 
(vol 73(1), 2012, p. 53) the authors’ 
details were transposed – Nirav Gandhi 
is a 4th year medical student and Haren 
Wijesinghe is a 3rd year medical student. 
We apologize for any confusion caused.

In the article Presenting in the orthopae-
dic trauma meeting (vol 73(1), 2012, p. 
C6) should have said that patients should 
undergo their operation within 36 hours. 
We apologize for any confusion caused.
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Teaching of anatomy 
through cadaveric 
dissection: are we  
really satisfied?
Sir,
The published literature supports dissec-
tion in the teaching of anatomy, despite 
the number of disruptive technologies, 
such as virtual atlases and volumetric 
imaging, that are threatening its value 
(Patel and Moxham, 2008; Kerby et 
al, 2011). Two ambiguities remain as 
regards dissection which warrant fur-
ther thought should cadaveric anatomy 
remain the gold standard in anatomical 
education.

The first is who should lead the dissec-
tion of the cadaver – the student or the 
tutor? Traditionally, students were very 
much in control, although the pedagogic 
credibility of this approach was often 
devalued by the lack of skill and expe-
rience students used to perform their 
dissection. Shifting the locus of respon-
sibility for learning to the tutor, while 
more labour intensive, has the poten-
tial to provide consistency, but prevents 
the soft skill development that medical 
students need and struggle to achieve 
elsewhere in the curriculum. Striking the 
right balance is challenging, and often 
cannot be reached without unfortunate 
compromise.

Second, at the heart of the ethical 
uncertainty about dissection is the sta-
tus of the cadaver (Winkelmann and 
Güldner, 2004). Is the cadaver merely 
formalin embalmed tissue, a patient, or 

our teacher (Prakash et al, 2007)? There 
is invariably a differential appreciation of 
the value of the cadaver between anato-
mists and their students, so it must not 
be ignored. Discussion of this important 
concept with students is encouraged and 
it is hoped that integrated curricula will 
facilitate the broaching of ethical topics 
alongside anatomy.

The future of cadaveric anatomy real-
ly lies in addressing these, and other 
questions of importance. This may be 
achieved through a number of innovative 
strategies, including the use of hospital 
autopsy in anatomy teaching as recently 
highlighted by an editorial in this journal 
(vol 72(5), 2011, p. 244), and the profes-
sionalization of anatomy in modern medi-
cal career paths.
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Patient involvement in 
preoperative marking
Sir,
A recent patient has made us question how 
we go about our preoperative marking. She 
attended with her knee marked as shown in 
Figure 1. We still marked the leg we were 
going to operate on as per the standard 
departmental procedure but this made us 
consider two factors:
1. Should patients be more involved with 

the marking process and mark them-
selves?

2. Should we positively mark the joint 
for operation and negatively mark the 
contralateral one?

A search of Pubmed revealed nothing in 
the literature on this important step of 
orthopaedic operations.

We think patients self marking under 
supervision of the operating surgeon 
increases safety and the patient perception 
of safety as they have increased involve-
ment with the process.

We do not recommend the negative 
marking of the contralateral joint as it is 
liable to cause confusion. The differing 
way clinicians negatively mark patients 
will inevitably lead to a situation where the 
negative mark will be confused for the pos-
itive one and wrong side surgery will occur.
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Figure 1. The patient having undertaken her own 
preoperative marking.
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Dupuytren’s disease and 

occupation: still a debate?

Sir,
Since 1831, when Dupuytren described 

contracture of the palmar fascia associated 

with chronic local trauma in coachmen 

(Gudmundsson et al, 2003), the link 

between manual work and Dupuytren’s 

disease has been debated. A year after Baron 

Dupuytren’s lecture, Goyrand refuted an 

association, citing the case of his hospital 

manager with bilateral disease who had 

‘never put the day of hard work’ (Thurston, 

2003). Since the 1950s many studies have 

been performed with contradictory results, 

depending on definition of exposure, sam-

ple size and population studied. 

However, the link between manual work 

and Dupuytren’s disease has been clarified: 

very high cumulative exposure to vibrations 

transmitted to the upper limbs or forceful 

work was consistently associated with 

Dupuytren’s disease (Liss and Stock, 1996; 

Descatha et al, 2011) based on large samples 

including confounders, and longitudinal 

studies with biological plausibility (Eaton et 

al, 2011). Dupuytren’s disease should be 

considered an occupational disorder, given 

the lack of excess risk relating to social group 

(Khan et al, 2004), the dose response rela-

tionship (Descatha et al, 2011) and the high 

prevalence in sports (where social factors are 

low) like rock climbing (Logan et al, 2005). 

Whether there is a causal relationship or 

accelerated onset of the disorder in certain 

groups is still unclear. However, there is 

consensus for reducing repetitive strain and 

vibration at work, and treatment should 

include ending exposure to improve prog-

nosis (Townley et al, 2006). Compensation 

might be awarded in a very few cases with 

documented high levels of exposure and 

other risk factors – the attributable fraction 

of risk is around 50% but lower than other 

personal factors (Eaton et al, 2011). 

There should be no further debate about 

this link considering the impact and con-

sequences for affected patients. 
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Competition in the NHS: 

do we really need it? 

Sir,
Competition is often prescribed as an effi-

ciency-enhancing tonic for ailing health 

systems (Cookson et al, 2010). Of doctors 

responding to a MORI survey on behalf of 

the British Medical Association (2011), 

89% agreed that increased competition in 

the NHS will lead to fragmentation of serv-

ices and 65% agreed that increased compe-

tition will reduce the quality of patient care. 

Competition in health care differs from 

that in other industries where it may be 

desirable to increase responsiveness and 

efficiency, as other markets mostly rely on 

consumer demand to drive competition. 

One of the key advantages of competi-

tion should be better quality and safety 

within the NHS. Under the current mod-

ernization agenda, patients should be able 

to choose services that provide excellent 

quality care also driven by the choice agen-

da. This gives other providers an incentive 

to improve the level of care to be able to or 

to continue providing care within the NHS. 

This should lead to greater public confi-

dence in the NHS, reduced inequalities in 

outcomes and added value to the taxpayer. 

Competition even at the ‘right level’ may 

be disadvantaged by trying to achieve the 

wrong objective. For example the govern-

ment envisages the NHS making £20 bil-

lion of efficiency savings. The worry is that 

individual NHS trusts trying to reduce 

costs might impinge on the quality of care 

being provided. This means that competi-

tion might rely on cost savings alone, caus-

ing the wrong type of competition. 

While competition can lead to greater 

efficiency, it makes cutting costs imperative 

which may lead to the shedding of staff, 

harming patient care. The expansion of 

patient choice and introduction of ‘compe-

tition’ may create further instability in a 

system which is already going through 

tough economic times and radical changes 

imposed by the government. Privatization 

may be considered as something which 

does not go with the ethics of the NHS but 

the white paper Equity and Excellence: 

Liberating the NHS (Department of Health, 

2010) does mention ‘any willing provider’ 

to promote choice and competition. 

Competition will be an important driver 

of reform in the future. The Health and 

Social Care Bill 2011 proposals to promote 

competition in the health-care sector may 

lead to significant changes in the NHS 

and, perhaps for the first time, the NHS 

will be subject to the rules of the market 

economy in the form of competition law. 

There is a fair degree of disagreement over 

the role and relevance of competition in 

the NHS. Whether the success of competi-

tion in other sectors is transferable to the 

health-care sector is still questionable. 

The NHS has undergone several reforms 

in the past two decades but none long 

enough to determine whether each system 

actually works. Hopefully the current 

changes will stay in place long enough to 

be properly tried, tested and changes made 

to the future of a successfully run NHS.
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