
Improving iron status in children in poor
environments
Rigorous review supports the safety of iron interventions among anaemic children

Iron deficiency among children is common,
especially in less developed countries, and affects
psychomotor development.1 But the potential risk

is that improving iron status may stimulate the
development of infection.2 3 Although iron supple-
ments improve cognition and growth4 5 of deficient
children, they can be harmful. Microbial proliferation
is influenced by the iron concentration of the culture
medium6 and iron supplements can produce oxidative
stress.7 Over the years increased infection rates have
been reported after iron intervention.8 Bad news
always travels faster than good news and clinicians and
public health professionals have not given whole-
hearted support to programmes for prevention of iron
deficiency when they are introduced in populations
with a high prevalence of infection.

A careful, systematic review in this issue (p 1142) by
Gera and Sachdev of a large number of iron interven-
tion trials provides considerable new insights.9 Using
strict criteria they identified 47 randomised controlled
trials and analysed 28—22 published and six unpub-
lished studies. Overall data are from 7892 children who
come from a range of environments including Africa,10

Asia,8 the Americas,5 Europe,2 and Australia and New
Zealand.2 They found a rate of infection among the
iron intervention groups that was no higher than that
of the controls. On analysis for individual infections,
however, a small but statistically significantly increased
risk of diarrhoea was found (11%, P < 0.04). In practice
this represents only an extra 0.05 diarrhoeal episodes
per child per year (95% confidence interval 0.03 to
0.01) and is not striking. Intervention with iron did not
have a significant effect on malaria. Is that the end of
the story?

Two important infections were not identified
during the studies included in this analysis—HIV and
hepatitis B. Both are potentially influenced by iron
status.10–12 However, associations between iron status
and infection may be bidirectional—viral infection can
alter iron metabolism and iron status may alter severity
of disease. No trials have been conducted on the effect
of iron interventions on viral replication rates or sever-

ity of disease in HIV or hepatitis C, and so a possible
deleterious effect of iron intervention has not been
ruled out.

How should these findings affect current public
health nutrition policy, especially for children in less
developed countries? The rigorous review supports the
safety of iron interventions among anaemic children,
even if they live in poor environments where infective
agents are common. It is not yet clear whether iron
interventions make HIV or hepatitis C worse.
Randomised clinical trials among iron deficient
patients with these infections would clarify the
situation.
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Suicide after parasuicide
Evaluate previous parasuicide even if in the remote past

Predicting suicide is a delicate matter, certainly
difficult even in groups of patients at high risk. A
paper in this issue focuses on previous

parasuicide as a predictor of suicide (p 1155) and
shows that the risk persists without decline for two dec-
ades.1 This observation is relevant for the clinical
assessment of risk of suicide and has implications for
the treatment of parasuicide as well.

In a large meta-analysis, a history of parasuicide or
attempted suicide increased the risk of suicide to 40
times that of the general population.2 An attempted
suicide that was recognised in health care thus implied
a higher risk than having a mental disorder such as
major depression, personality disorder, or dependence
on alcohol. The risk of suicide is generally most promi-
nent during the first months after psychiatric care.3 The
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risk of repetition and consequently of suicide is
believed to be highest during the first one or two years
after an episode of parasuicide.4 5 Follow up studies of
hospitalised patients who have attempted suicide show
that the initial high risk declines each year.6 But recent
studies of people who have harmed themselves
deliberately and attempted suicide show that the risk
persists for a long time.5 7 In a retrospective study of
suicide we found that the interval between first suicidal
behaviour and the suicide was related to the patient’s
sex and mental disorder. For example, in patients with
borderline personality disorder or schizophrenia the
suicidal process can take a long time.8 Follow up stud-
ies of parasuicide would improve if diagnostic
subgroups were taken into consideration.

Severity of the attempt indicates higher risk. Extra
caution is also warranted in situations with repeated
parasuicide, especially when these occur with increas-
ing frequency. More extensive planning of the current
parasuicide may indicate a high risk. Mental disorder in
general and depressive disorder in particular, if present
at the index parasuicide, strengthens the risk for poor
outcome. Likewise, the presence of substance abuse at
the time of parasuicide increases the danger.9 Comor-
bidity such as substance abuse and another mental dis-
order is also noteworthy. Concomitant somatic illness
should be assessed, especially in elderly people.10

The view that parasuicide and suicide involve
totally different populations has been found to be inac-
curate.11 The prevalence of parasuicide is high also in
retrospective systematic interview studies of suicide
victims. In a study of young adults, previous parasuicide
was found in 60% of young men and 80% of young
women.8 This is a higher rate than among adults in
general. Among men of all ages, previous parasuicide
was found in about a third and among women of all
ages in about two thirds. Irrespective of age, women
have higher rates of parasuicide even among those
who eventually die by suicide. Expectedly, repeated
parasuicide is common in people who commit suicide.
Three or more parasuicides occurred in 17% of men
and 56% of women.8

Can we rely on the answers that patients give when
we question them about suicidal ideation in emergen-
cies? Certainly, an empathic interview with the patient

yields an honest answer in most instances. Further, the
circumstances of the parasuicide are well worth
exploring in the encounter with the patient. To what
extent the verbal presentation of suicidal thoughts is
valid in assessing the risk of suicide is still doubtful.
Most people who commit suicide have communicated
such ideation in a more obvious or disguised manner.
Fewer than half of them did communicate their inten-
tion to family members during their previous suicidal
episode.8 In a study of suicide in elderly people, the
doctors responsible for treating them were less aware
of the suicidal thoughts than the family members.12 In
relation to this week’s paper there is a good reason to
point at previous acts of suicidal behaviour as the most
reliable issue to penetrate in the clinical interview.1 To
pay attention to previous parasuicide in the assessment
of the patient in the emergency department is crucial,
because it may indicate a serious risk even if the act was
committed several years ago.
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Personal medical services
Have made steady, if unspectacular, progress

Pilot schemes for personal medical services are
now in their fourth year. Rapid growth in their
numbers means that 22% of England’s general

practitioners now choose to work in more than 1700
pilot schemes.1 A national evaluation has recently
reported on the progress of the first wave of pilots.2

What evidence is there to justify health minister John
Hutton’s endorsement of personal medical services as
“a proven success?”3

Pilots of personal medical services were brought
into life by the NHS (Primary Care) Act 1997 and

promptly endorsed by the incoming Blair administra-
tion. They are an antidote to the “one size fits all
approach” of the national contract for general practice
and a response to doctors’ dissatisfaction with their
traditional employment options.4

Yet the pilots amount to more than an alternative
contractual framework—they have fundamentally
changed the relation between government and general
practice. Personal medical services entail local service
contracts, negotiated between the provider and
primary care trusts. They are subject to local targets,
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