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the whole NHS. That beige box on your desk is the
agent of fundamental changes in clinical work, whose
implications have not yet been established.

The new information technology strategy also
envisages that electronic patient records will be imple-
mented across the NHS by 2005. However, it is not
clear what these will look like. The main strategy docu-
ment suggests that records will be shared between the
patient, general practice, hospital, and other services.
According to a statement by Health Secretary Alan
Milburn, however, records will continue to be control-
led by the NHS, with patients able to read them only on
screen. > Again, these shared records might look like a
technology problem, but the change is really far more
profound.

Whatever the details, there are fundamental prob-
lems here. Consider the case of Mrs Smith, who
currently lives in a nursing home. There are good
arguments for sharing her health data with the social
care staff who look after her’ The government
certainly expects that she will have shared multi-
disciplinary health and social care assessments.” The
nursing home is a private establishment, so there need
to be links between NHS and private sector organisa-
tions. © We might add here that history tells us that
scandals in health and social care have often occurred
because of failure to share information, not from
sharing too much. Yet there are no concrete plans
about sharing information with social services, private
sector organisations, or other organisations outside
the NHS.

At the same time, it is important to guard against
inappropriate uses of personal data. Data about Mrs
Smith should be shared only with her consent and in her
interests. At present, no rules for sharing Mrs Smith’s
personal electronic records are available, even though
they are needed to implement joint assessments and
other policies. The necessary guidance is not in the new
strategy, and the revised Data Protection Act 1998 has
not yet been fully implemented.’ The need now is to
debate and understand how to trade off the benefits of
sharing personal data with the risks of abuse.

Even when we have debated the issues, successful
implementation will depend on major changes in
clinical practice. Sharing data requires clinicians to
trust one another, and non-clinical colleagues, far
more than is common at the moment. Clinicians can
be too cautious about sharing or relying on
information generated by others. * This is a cultural,
not a technical, issue and the pace of change cannot be
forced.

Given all this, the belief that electronic records can
ever precede a clear and coherent health information
technology policy is misplaced. As things stand the
technology will, as in earlier strategies, be imposed on
the NHS before fundamental issues have been thought
through. The challenge for doctors is to thrash out how
networks and records should support clinical practice
and better collaborative relationships in the NHS and
beyond. If there was ever a time to engage, it is now.
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Drug treatment for obesity

We need more studies in men at higher risk of coronary events

Ithough obesity, especially abdominal obesity, is
the commonest cause of complications such
as type 2 diabetes, hypertension, dyslipidae-

mia, and cardiovascular diseases, doctors most often
use drugs to treat the complications rather than the
underlying condition. This situation can be attributed
to several factors, including lack of recognition of
obesity as an important causal factor, doctors’
ignorance about the potential contribution of drugs to
managing obesity, and a lack of evidence that weight
loss drugs can help maintain a reduced body weight
while improving the patient’s health profile. A recent
trial has now provided some good evidence of the long
term effectiveness of a weight loss drug.

The recently published STORM (sibutramine trial
of obesity reduction and maintenance) study' differs
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from previous weight loss trials. Its objective was not to
show that sibutramine, a drug acting on the central
nervous system and increasing energy expenditure,
could induce significant weight loss beyond that
achieved by a reduced calorie diet or placebo—an effect
that already has been well documented.* Rather, it
aimed to test whether sibutramine therapy for an addi-
tional period of 18 months could prevent weight regain
among obese patients who had achieved a weight loss
of over 5% over six months with an initial dose of 10
mg/day. Of the 467 patients who lost 5% of their body
weight in the first phase and who were then
randomised to sibutramine or placebo for the second
phase, 43% of the sibutramine treated patients
maintained at least 80% of their weight loss compared
with only 16% in the placebo group. Furthermore, sig-
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nificant changes in cardiovascular disease risk factors
were noted, including reduced triglyceride concentra-
tions, increased high density lipoprotein (HDL) choles-
terol concentrations, reduced cholesterol:HDL choles-
terol ratio (an important index to predict the risk of
coronary heart disease,”), reduced insulinaemia and C
peptide levels, and decreased uric acid concentrations.

Only blood pressure did not fall significantly, a find-
ing discordant with the expected effect of weight loss.*
This result will have to be re-examined carefully, but it is
possible that sibutramine should be preferred for obese,
insulin resistant dyslipidaemic patients who are not
hypertensive. Indeed, these high risk but normotensive
obese patients represent a substantial proportion of the
obese population, because about half of all insulin resist-
ant individuals do not have hypertension.” Further stud-
ies are needed to identify the subgroup of patients likely
to benefit most from sibutramine.

Though the results of the STORM study are
important, they also raise several questions to address
in future studies. Firstly, the study used specialised
obesity clinics, often in academic settings, and a fairly
sophisticated approach: assessment of resting meta-
bolic rate for estimating daily energy needs; adjustment
of the recommended energy intake over time to com-
pensate for the body weight loss; dietary supervision
every two weeks; and a visit to the treating physician
every month. Thus, the results probably do not reflect
what could be achieved by most family physicians in
routine practice.

Secondly, only the successful weight losers (467/
605) took part in the second part of the study. Thus,
sibutramine was effective in maintaining reduced body
weight so long as the patient had already “responded”
to the drug. This result should again be interpreted in
the context of routine practice. It may be argued that if
a patient does not respond to a weight loss drug after a
few months there is little chance that its continued use
would be beneficial. Studies that have examined this
issue suggest that a period of about three months may
be sufficient to identify responders.”*

Finally, as in most weight loss trials, the vast major-
ity of patients enrolled (over 80%) were women.
Though this reflects the population of patients treated
in most obesity clinics around the world, men are gen-
erally characterised by a more dangerous form of
obesity—visceral, or abdominal, obesity.” The current
tragedy in medical practice is that neither obese men
nor their doctors recognise the tremendous hazards of
abdominal obesity. In the STORM study sibutramine
therapy for two years reduced the waist circumference
(the best crude index of abdominal fat accumulation)
by more than 9 cm while also improving the cardiovas-
cular risk profile. However, as the sample consisted
largely of women with only moderate deterioration in
their cardiovascular risk profile, even greater improve-
ment in cardiovascular risk might have been observed
in abdominally obese men.

‘What remains to be established from such a reduc-
tion in waist circumference is the impact on the risk of
a first or recurrent coronary heart disease event in high
risk abdominally obese patients. The VA-HIT study
showed that increasing plasma HDL cholesterol
concentrations with a fibrate was associated with a sig-
nificant reduction (22%) in the risk of a recurrent cor-
onary event among men with low HDL cholesterol and
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pre-existing coronary heart disease.” As a large

proportion of men in this study had abdominal obesity,
combining a fibrate with a weight loss drug might be a
good approach to managing the risk of coronary heart
disease in abdominally obese patients.

Finally, the apparent lack of effect of sibutramine
induced weight loss on plasma low density lipoprotein
(LDL) cholesterol concentrations might mislead. We
have reported that abdominally obese patients with
high triglyceride and low HDL cholesterol concentra-
tions have small, dense LDL particles." It is known that
pharmacotherapy leading to a significant reduction in
triglyceridaemia could lead to the production of larger
LDL particles, richer in cholesterol ester, an
alteration that might completely mask changes in LDL
concentration resulting from weight loss. Studies on
drug treatment of obesity and LDL size are therefore
needed. Meanwhile, clinicians should not be misled by
the lack of change in LDL cholesterol concentrations
observed in some obese patients who have successfully
reduced their body weight and their triglyceride
concentrations.

In summary, the successful findings of the STORM
study should pave the way to the design of long term
randomised trials in high risk abdominally obese
patients. Future trials should include proper evaluation
of the impact of such drug treatment on the risk of
developing prevalent chronic metabolic diseases such
as type 2 diabetes and cardiovascular diseases.
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