THE LANCET

a requirement of the Scottish trial. A subsequent analysis of
pathological tumour margins by age group might shed light
on this issue.
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Authors’ reply
SIR—Hobohm suggests that there is a discrepancy between
our figures 2 and 3 which provide data on total and eventfree survival. As we indicate in figure 4, the main advantage
of radiotherapy is to prevent loco-regional recurrence, which,
as other randomised trials have shown, does not greatly
influence survival. This difference in loco-regional control is
indicated in figure 3, which also includes death without
disease and distant disease as end-points. It is relevant that in
this figure the curve representing the proportion of women
given radiotherapy who are alive and free of disease is almost
identical to that of total survival shown in figure 2: this would
not be the case were radiotherapy causing harm. The only
events excluded from the life-table analyses were 12 living
patients with new primary tumours at various sites, seven of
which were in the radiotherapy arm of the trial.
We agree with Kunkler that there is further need to
examine the role of radiotherapy related to age, although
from studies other than the Milan trial there is evidence that
elderly women are no less at risk from relapse after local
excision alone than are younger women.1 The operation that
the Milan group describe as quadrantectomy was planned to
resect a whole ductal tree from the retroareolar region to the
periphery through a radial incision, including 2–3 cm of
normal breast tissue surrounding the tumour and a large
portion of the overlying skin and underlying pectoral fascia.2
In view of the small size of the tumours in the Milan trial
(upper limit 2·5 cm) compared with our trial (upper limit
4 cm), their procedure was considerably more radical.
In the report of the CRC trial3 of primary tamoxifen
therapy in women aged over 70 years, the frequency of locoregional recurrence in 120 women treated by local excision of
an operable (presumably less than 5 cm) tumour and
tamoxifen 20 mg daily was 16·7% at median follow-up time
of 34 months; this has reached 20·8% at 4·4 years (T Bates,
personal communication). These loco-regional recurrence
rates are more in keeping with those in women over 60 years
in the Scottish trial and are perhaps more representative of
practice in the UK.
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Selective serotonin reuptake inhibitors in
anorexia
SIR—The report by Öström and colleagues (Aug 3, p 339)1
of six suicides after overdosing with a selective serotonin
reuptake inhibitor (SSRI) contrasts with that of Isacsson and
Bergman (Oct 12, p 1033)2 that the frequency of suicide has
decreased since introduction of the SSRIs. The former report
suggests caution in the use of SSRIs, whereas the latter
argues that “denying depressed patients antidepressants to
remove slight risk of a fatal overdose is irrational and
unethical”, and offers evidence that the prescribing of SSRIs
has greatly increased. We believe that increased prescribing
reflects an overly optimistic view of the benefits of SSRIs, a
view that may have contributed to their excessive use.
During the past year eight of 30 patients (27%) referred to
our clinic with anorexia nervosa have been treated with an
SSRI (citalopram); all the eight, and 19 of the others, have
also been given psychotherapy without success. The eight
patients treated with both SSRI and psychotherapy were
somewhat older than the 19 who received only
psychotherapy (median 20·5 [range 10–34] vs 16·5 [10–29]
years); there was no difference in body mass index (BMI)
(mean 15·3 [range 11·3–18·4] vs 15·6 [10·6–18·3] kg per
m2). However, clinical records showed that the body weight
of the eight patients dropped while they were on citalopram
by a mean of 5·4 (0·7–11) kg (p<0·02, Wilcoxon test); their
BMI was, therefore, very low (12·2 [10·6–16·7] kg/m2). Of
the 19 patients not treated with SSRIs, nine were given
psychotherapy for a duration similar to the psychotherapy
period of eight who also received citalopram. The body
weight of these nine patients decreased only slightly (0·2
[–4·7 to +2·4] kg), which is significantly less than that of the
eight SSRI-psychotherapy patients (p<0·02, Mann-Whitney
U-test). The bodyweight of the ten other patients given
psychotherapy alone (but at a time that did not correspond to
that of the other groups) did not change significantly during a
period equal to the duration of combined psychotherapy and
drug treatment for the eight patients (0·5 [–3 to +3] kg).
There is no evidence that antidepressants have a
favourable effect on anorexia nervosa,3 but it is known that
serotonin suppresses food intake through its actions on the
brain and gastrointestinal tract.4 Serotonin agonists are in
fact used to reduce body weight in the obese.5 For these
reasons we are surprised that SSRIs, which will enhance
serotoninergic activity in both brain and gut, are used in
anorexia nervosa. One woman informed us that all patients
in the anorexia clinic that she previously attended were
treated with SSRIs. Our data suggest, but do not prove, that
SSRIs reduce body weight in anorexic patients. For ethical
reasons, however, it would be difficult to formally investigate
this issue. Although it may be true that SSRIs are effective in
treating those who are depressed and perhaps suicidal, we
believe these antidepressants are being used indiscriminately.
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Blood pressure and cholesterol in fish-eaters
versus vegetarians
SIR—Pauletto and colleagues (Sept 21, p 784)1 assert that
freshwater fish consumption by Tanzanian Bantu villagers
(the Lugalawa study) is associated with lower blood
pressures and plasma cholesterol concentrations as compared
with a separate community of vegetarian villagers. By
contrast, Thorogood and colleagues2 had shown that plasma
cholesterol concentrations were lower in strict vegetarians
than in fish-eaters.
A previous publication from the Lugalawa study indicated
that the non-fish dietary components of the two groups of
villagers were dissimilar. 3 Although the present study
mentions that the vegetarians ate maize and rice inter alia, the
previous study indicated that their diet consisted of maize,
beans, potatoes, bananas, and low-alcohol beverages; the
fish-eaters, on the other hand, were said to have derived
almost half their total calories from a cassava root
preparation.3 This difference may be important, since there is
experimental evidence that cassava root may have both
hypocholesterolaemic4 and hypotensive5 properties—along
with some less desirable effects. Therefore, the high cassava
intake by the fish-eaters may account for the lipid and blood
pressure findings.

preparation) was present in the homes of vegetarian villagers.
Fish-diet villagers did not usually report their consumption
of potatoes, rice, and other vegetables. With the family-based
questionnaire, our estimate of cassava consumption by the
fisherfolk was 150–350 g per day (theoretically, 15–70% of
calories, depending on their overall calorific intake, and the
method of food preparation). Among the vegetarians, who
had a slightly lower overall calorie intake, cassava
consumption exceeded 50 g per day, on average.
Although cassava consumption was higher in the fishing
community than among the vegetarians, it seems unlikely
that this difference consistently affected the cholesterol and
blood pressure profiles we obtained through our Lugalawa
investigation. As mentioned by Lavine, there is experimental
evidence that cassava derivatives may reduce circulating
cholesterol and lower blood pressure. A comparison between
cassava-consuming and non-consuming populations in
Tanzania3 showed slightly lower cholesterol concentrations in
the former than in the latter (3·7 [SD 0·91] vs 3·8 [0·97]
mmol/L in men; 3·9 [0·94] vs 4·1 [0·88] in women).
However, malnutrition was more often present among the
cassava consumers, and this condition may have affected
their cholesterol concentrations. Data on blood pressure
were not reported by Swai and colleagues,3 nor by McLarty
and colleagues,4 who investigated the prevalence of diabetes
in cassava consumers. Finally, it is worth noting that our
Lugalawa study found an inverse relation between plasma n3 polynsaturates and blood pressure* (ie, the higher the
former the lower the latter); this, we believe, sustains the
view that the fish diet was the main determinant of the
findings on cardiovascular risk factors we reported.
*Data available from The Lancet or the authors, on request.
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Authors’ reply
SIR—We believe that comparison of our data from Lugalawa
with the data of Thorogood and colleagues,1 as proposed by
Lavine, is not appropriate. Fat intake of the fish-eaters
studied by Thorogood was much higher than that of the
Bantu fishermen (38·2–40·5% vs 12% of the energy).
Supplementation studies2 have shown that intake of n-3
polyunsaturated fatty acids may increase low-density
lipoprotein cholesterol if dietary saturated fat supplies greater
than 10% of the individual’s energy requirements.
Our dietary study was based on individually recalled data,
as well as on a family-based questionnaire. The first
approach provided more details about diet composition, but
there were discrepancies between individual recollections,
family-supplied information, and our own observations.
Although not reported by them, tapioca (a cassava root
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The B4-you-conceive pill
SIR—Folic acid is an unfortunate name for the vitamin that
needs to be taken before pregnancy to prevent neural tube
defects. The term “acid” can suggest that the substance may
be harmful, rather than beneficial. Folic acid is a vitamin in
the B group but has no number associated with it (for
example, B12), and since there is at present no vitamin B4,
why not classify folic acid as vitamin B4? Calling it B4 instead
of folic acid would fill the nomenclature void and may even
have the advantage of reinforcing the need to take it before
pregnancy.
Nicholas Wald
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DEPARTMENT OF ERROR
The fragile heart—In this television review (Nov 9, p 1297), the author’s
name and address, omitted in the US edition of The Lancet, should have
been “Pia Pini, The Lancet, UK”.
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