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· If GPs make ‘brief’ opportunistic interventions about weight loss, they fear that this might lead to ‘lengthy consultations’. (‘Yeah, but everybody likes a sausage roll, don’t they? I mean, who doesn’t like a sausage roll? You like a sausage roll, right? Am I right? I’m right, aren’t I? I mean, you’re not exactly slim yourself, doc, let’s be honest. I saw you in the chip shop on Wednesday night, didn’t I? Large chips, a large cod and a saveloy, weren’t it? You want to sort out your own paunch before you start giving me any grief, you big fat porker.’)

· ‘Recognising that patients are committed to take action could allow GPs to shorten brief interventions.’ (Presumably into ultra-brief ones, with almost no conversation involved at all.)

· The aim of this study was ‘To examine which patient responses indicated commitment to action, and the time saved if these had been recognised’.

· It was ‘a mixed-method cohort study’ of UK primary care patients participating in a trial of opportunistic weight management interventions.

· 226 audio recordings of consultations were analysed for ‘associations between response types and likelihood of weight management programme attendance’.

· ‘Affirmative responses, for example ‘yes’, displayed no conversational evidence that the referral was well received and showed no association with attendance.’

· However, responses prefaced with ‘oh’ (such as ‘oh, right, yeah’, but not including ‘oh for God’s sake’ or ‘oh piss off’), and those which showed ‘conversational evidence of enthusiasm’ (for example ‘Lovely!’, ‘Champion!’, ‘That is well on fleek, bro’, or possibly ‘Jolly good show, old chap!’) were associated with ‘higher odds of... weight management service attendance’.

· ‘Recognising these [responses] could have saved doctors a mean of 31 seconds per consultation.’

· The detailed analysis in this study is actually quite informative. It indicates that if you make an offer of weight management referral to a patient who responds by going ‘Oh, right, yeah, okay’ (or something of that sort), they’ve accepted the suggestion, you can close the consultation without further ado, and the chances are that they’ll actually attend the weight clinic. 

· On the other hand, quite a lot of the time the GPs in the study would fail to pick up on these signals, and would soldier on with lengthy explanations about the weight clinic and its possible benefits, leading to longer-than-necessary consultations and quite possibly dampening the initial enthusiasm of their patients.

· So the moral of the story is, you can save yourself quite a bit of time and trouble, and your interventions are more likely to be well-received and effective, if you’re on the same wavelength as your patients. 

Patients’ perspectives on GP interactions after cognitive behavioural therapy for refractory IBS: a qualitative study in UK primary and secondary care
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· The aim of this study was ‘To explore perceptions of interactions with GPs in individuals with refractory IBS after receiving CBT for IBS or treatment as usual (TAU)’.

· ‘Irritable bowel syndrome (IBS) is a chronic and relapsing disorder of the gastrointestinal tract characterised by abdominal pain, bloating, and changes in bowel habit. IBS is not explained by an organic abnormality and it is defined as a functional disorder: a disorder of the gut–brain interaction.’

· Current NICE guidelines indicate that your should exclude red flag symptoms and do the necessary blood tests, but then try to manage IBS patients in primary care, and initiate CBT or psychotherapy ‘for those patients who do not respond to medications and dietary/lifestyle advice after 12 months’.

· ‘CBT has been shown to decrease IBS symptom severity, improve quality of life, and promote patients’ ability to cope with their illness’. 

· However, a possible problem with this approach is that patients may feel that you’re not taking their condition seriously (by not referring them to secondary care) and in fact you’re suggesting that it’s all psychological (by referring them for CBT).

· ‘Fifty-two participants took part in semi-structured interviews post-treatment in UK primary and secondary care.’

· The participants all had ‘refractory’ IBS, meaning that it had been troublesome/unresolved for more than 12 months.

· Thematic analysis of the semi-structured interviews revealed two key themes: ‘perceived paucity of GPs’ IBS knowledge and lack of empathy from GPs, but with acknowledgement that this has improved in recent years’.

· These two key themes manifested themselves in 3 main stages of care:

· reaching a ‘last-resort diagnosis’

· searching for the right treatment through a trial-and-error process, which lacked patient involvement, and

· unsatisfactory long-term management.

· However, contrary to what you might think, ‘CBT participants reported a shared responsibility with their doctors concerning symptom management and an intention to reduce health-seeking behaviour.’

· Which makes you wonder whether patients should be referred for CBT earlier than the 12-month mark.

· On the other hand, since this study only interviewed patients who’d had CBT, it may have automatically excluded some who were affronted when it was offered to them.

· Conclusion: ‘Increased explanation of the process of reaching a positive diagnosis, more involvement of patients in treatment options (including a realistic appraisal of potential benefit), and further validation of symptoms could help.’

· And also: ‘This study supports a role for CBT-based IBS self-management programmes... and a suggestion that earlier access to these programmes may be beneficial.’

Addressing the needs of patients with medically unexplained symptoms: 10 key messages
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· Tim C Olde Hartman? What kind of a name’s that? Was he aged in an oak barrel or something?

· ‘Many GPs find the care of patients with medically unexplained symptoms (MUS) challenging. Therefore, the WONCA Working Party for Primary Mental Health asked for MUS guidance for family doctors worldwide.’
· If you haven’t come across WONCA before – and leaving on one side the all-too-obvious jokes about Wonca Bars and chocolate factories – they’ve got a website at https://www.wonca.net which explains the acronym without really explaining it at all: ‘WONCA is an unusual, yet convenient acronym comprising the first five initials of the World Organization of National Colleges, Academies and Academic Associations of General Practitioners/Family Physicians. WONCA's short name is World Organization of Family Doctors.’
· MUS, says the WONCA guidance, are ongoing physical symptoms where examination and investigation have not ‘revealed any condition’ that sufficiently explains what’s going on.
· ‘MUS is a working hypothesis based on the (justified) assumption that somatic or psychiatric pathology have been adequately detected and treated, but that the clinical condition presented by the patients was not adequately resolved.’
· Any change in symptoms could be a reason to change the working hypothesis.
· But ‘for some patients… a somatic or psychiatric condition may be present’, and if the patient’s symptoms are more severe/persistent/function-limiting than might be expected from this condition, then ‘they too are referred to as MUS’.
· MUS is a continuum ranging from self-limiting symptoms to recurrent/persisting symptoms. The latter are particularly relevant in primary care, as these patients ‘generally have reduced quality of life but often go unrecognised, and are at risk of iatrogenic harm’.
· In line with ‘the biopsychosocial model introduced by Engel’, clinicians should explore biological, psychological and social dimensions of the condition ‘in order to understand and respond adequately to patients’ suffering’. 
· Consider predisposing factors (eg. poverty and stress), precipitating/exacerbating factors (eg. marital breakup, loss of job) and perpetuating factors (ie. those blocking any positive change) (eg. ongoing financial difficulties, social isolation).
· Explore 
· the chronology and context of the symptoms (when/where/under what circumstances did they start?)
· the patient’s ideas, concerns and expectations
· illness behaviour (eg. avoidance of physical activity, ignoring symptoms)
· the effect of symptoms on the patient’s daily life and social environment.
· ‘Doctor-patient communication is in itself a strong therapeutic agent’ when dealing with MUS, as patients seek understanding. Doctors should be aware of cues and hints, summarise, and provide ‘explicit communication about expected results, advantages and disadvantages of further biomedical investigations’.
· ‘Explanations that are co-created by patient and GP are most likely to be accepted by patients.’
· Create a ‘safe therapeutic environment’ (as distinct from the unsafe non-therapeutic one in which you usually work) in which patients can talk about their symptoms and the context of those symptoms. Continuity, warmth, empathy and consideration of the patient’s ‘life-context’ are all important.
· Consider symptomatic relief, but ‘in all cases GPs have to balance symptomatic treatment with potential adverse effects or risks’.
· Give lifestyle/self-management advice to empower patients, eg. scheduling enjoyable exercise, regular sleep patterns, good diet, relaxation exercises.
· Be proactive and offer follow-up. ‘The GP should keep control and coordination of the care process.’
· For patients with moderate to severe MUS, ‘referral to mental health care could be indicated’ (and will immediately be bounced back).
· ‘The most severely affected patients need a multidisciplinary approach and access to secondary or tertiary care expertise.’ Good luck with that.
· ‘MUS are perceived very differently across cultures, and physical symptoms are an important part of different idioms of distress, which are socially accepted patterns of presenting emotional distress that vary due to cultural background.’ Apparently there’s a ‘Cultural Formulation Interview’ that can help with these issues – if you Google it, you’ll find there’s a 3-page PDF from the American Psychiatric Association available online.
Localised hypopigmentation: clarification of a diagnostic conundrum
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· Due to the marked contrast between affected skin and normal skin, hypopigmentation can cause considerable psychological distress.

· Rarely, hypopigmentation can represent internal illness or malignancy.

· Vitiligo is a polygenetic disorder with well demarcated macules and patches progressing to depigmentation, mostly on acral sites.

· It’s thought to be something to do with a gene producing tyrosinase that affects melanin synthesis. I hope that’s sufficiently vague for you.

· It responds to topical steroids and topical TCIs (calcineurin inhibitors) – tacrolimus and pimecrolimus (which have immunosuppressive effects). UVB phototherapy can be used for more diffuse vitiligo.

· Seborrhoeic warts can appear as hypopigmented papules with a variegated surface and a ‘stuck on’ appearance – the edge is palpable so it looks like it has been applied to the skin.

· Idiopathic guttate hypomelanosis (IGH) is common, affecting 50-80% of people aged 40 or more.

· It appears as multiple, porcelain-white macules, favouring sun-exposed sites (eg a south-sloping terrace).

· Nobody knows what causes these macules, and no treatment is needed. Enjoy them! Be proud of them! Tell your friends they’re decorative!

· Pityriasis alba presents as hypopigmented patches without scales on the face, neck or trunk, especially in young people with brown or black skin. Treat with topical steroids or TCIs.

· Pityriasis versicolor is a yeast brown infection (malasezzia) and can be treated with topical azole agents.

· Sarcoidosis and mycosis fungoides (MF) need to be considered in patients with progressing hypopigmentation despite treatment.

· Sarcoid hypopigmentation macules may occur over granulomas in the skin.

· Hypopigmented MF generally occurs in dark-skinned young adults and is a T-cell lymphoma, usually on the trunk and proximal extremities.

· They are round patches, either scaly or not.

· Biopsies are required for diagnosis for sarcoid and MF.

Statins for primary prevention of cardiovascular events and mortality in old and very old adults with and without type 2 diabetes: retrospective cohort study
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· ‘Objective: To assess whether statin treatment is associated with a reduction in atherosclerotic cardiovascular disease (CVD) and mortality in old and very old adults with and without diabetes.’

· The medical evidence for the use of statins in older patients does not ‘include people older than 74 years, and especially those older than 84 years—an age group that is underrepresented in clinical trials and observational studies’.

· ‘Notwithstanding this uncertainty, the number of prescriptions for statins in those aged 75 years or older have increased in recent decades. Moreover, current recommendations of the most implemented guidelines on cardiovascular prevention classify almost all patients aged 75 years or older as eligible for statin treatment.’

· This was a retrospective cohort study based in Spain, using data from 2006-15.

· There were 46 864 participants aged 75 years or more without clinically recognised atherosclerotic CVD, and stratified by presence of type 2 diabetes mellitus and as statin non-users or new users.

· ‘In participants older than 74 years without type 2 diabetes, statin treatment was not associated with a reduction in atherosclerotic CVD or in all cause mortality, even when the incidence of atherosclerotic CVD was statistically significantly higher than the risk thresholds proposed for statin use.’

· On the other hand, ‘In the presence of diabetes… statins significantly reduced the incidence of atherosclerotic CVD, by 24%, and all cause mortality, by 16%, in participants aged 75-84 years’.

· But on the other other hand, ‘This effect decreased after age 85 years and disappeared in nonagenarians.’

· ‘These results do not support the widespread use of statins in old and very old populations, but they do support statin treatment in selected people such as those aged 75-84 years with type 2 diabetes.’

Diclofenac use and cardiovascular risks: series of nationwide cohort studies
BMJ 2018;362:k3426
Morten Schmidt, registrar, Henrik Toft Sørensen, professor, Lars Pedersen, professor

· ‘Objective: To examine the cardiovascular risks of diclofenac initiation compared with initiation of other traditional non-steroidal anti-inflammatory drugs, initiation of paracetamol, and no initiation.’

· ‘Diclofenac is the most frequently used NSAID in low, middle, and high income countries, and is available over the counter in most countries’, but ‘its cardiovascular risks compared with those of other traditional NSAIDs have never been examined in a randomised controlled trial’.

· This study used data from population based health registries in Denmark, 1996-2016.

· Eligible adults were those ‘without malignancy; schizophrenia; dementia; or cardiovascular, kidney, liver, or ulcer diseases (that is, with low baseline risk)’.

· Check out the numbers of participants - ‘1,370,832 diclofenac initiators, 3,878,454 ibuprofen initiators, 291,490 naproxen initiators, 764,781 healthcare seeking paracetamol initiators matched by propensity score, and 1,303,209 healthcare seeking non-initiators also matched by propensity score’. Impressive, eh?

· The main outcome measure was ‘major adverse cardiovascular events within 30 days of initiation’.

· ‘The adverse event rate among diclofenac initiators increased by 50% compared with non-initiators , 20% compared with paracetamol or ibuprofen initiators, and 30% compared with naproxen initiators.’

· Compared with non-initiators, the event rate increased by 1.2 for atrial fibrillation/flutter, 1.6 for ischaemic stroke, 1.7 for heart failure, 1.9 for myocardial infarction, and 1.7 for cardiac death.

· ‘Diclofenac initiation also increased the risk of upper gastrointestinal bleeding at 30 days, by approximately 4.5-fold compared with no initiation, 2.5-fold compared with initiation of ibuprofen or paracetamol, and to a similar extent as naproxen initiation.’

· ‘The risk increase applied to men and women of all ages. Although the absolute risks were highest in individuals with high baseline cardiovascular risk, the relative risks were highest in those with the lowest baseline risk.’

· Conclusion: ‘Treatment of pain and inflammation with NSAIDs may be worthwhile for some patients to improve quality of life despite potential side effects. Considering its cardiovascular and gastrointestinal risks, however, there is little justification to initiate diclofenac treatment before other traditional NSAIDs.’

· Furthermore: ‘It is time to acknowledge the potential health risk of diclofenac and to reduce its use. Diclofenac should not be available over the counter.’

· Take that, diclofenac!

Focusing on overdiagnosis as a driver of too much medicine
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· Overdiagnosis (or ‘pseudodisease’) identifies deviations, abnormalities, risk factors and pathologies that ‘were never destined to cause harm’. It ‘turns people into patients unnecessarily’.

· It labels people, medicalises them, causes anxiety, precipitates unnecessary treatment (with possible side-effects) and wastes resources.

· Overdiagnosis can also occur, the authors acknowledge, ‘in symptomatic individuals when expanded disease definitions overmedicalise unpleasant ordinary life experiences’, but that’s not the subject of this article, which confines itself to overdiagnosis of asymptomatic patients.

· As a matter of fact, it confines itself mostly to pre-cancerous findings in national screening programmes.

· Over-treatment and over-investigation are comparatively easy to identify. A patient with low back pain but no specific neurological signs or deficits who ends up having an MRI scan is being over-investigated. A child who gets antibiotics for earache is being over-treated.

· Overdiagnosis in the context of screening can be much more problematic. An asymptomatic prostate nodule, for example, may meet histological criteria for cancer, even though the evidence shows that ‘only some—perhaps very few—of such lesions will progress’.

· ‘Our ability to diagnose often outpaces our understanding of prognosis, making some degree of overdiagnosis inevitable… Technological advances, such as advanced imaging and genetic testing, aggravate the problem, helping us find less severe abnormalities earlier, long before we know what they mean or whether they need to be treated.’

· Overdiagnosed patients, once having been identified and treated, ‘do well because, by definition, their disease was non-progressive… This creates a cycle that reinforces efforts leading to more overdiagnosis… The spurious rise in incidence makes the case for screening more compelling, thus heightening people’s sense of risk—a phenomenon known as the popularity paradox.’

· The US Preventive Services Taskforce, ‘which develops and reports screening recommendations’, does mention in its information for public and professionals that overdiagnosis is an ‘important harm’ of the prostate and breast cancer screening programmes.

· In the UK, the ‘NHS breast screening leaflet describes (but does not name) overdiagnosis and quantifies the chance that a screen detected breast cancer “would never have caused harm.”’

· However, the overwhelming emphasis in the mass media is on the fight to ‘beat’ cancer and the importance of early detection: the risks of overdiagnosis tend to get pushed out of sight because of this.

· ‘Improving prognostic science to better distinguish indolent from progressive disease could reduce overdiagnosis.’

· ‘Randomised controlled trials of cancer screening are often rejected (by health authorities, patient organisations, and specialists, for example) because the benefits of screening seem obvious to the general population, health professionals, and policy makers. But new screening tests or sets of diagnostic criteria must be compared with standard management in randomised trials before they are put into practice, using health outcomes as the endpoint.'

· There is also a need for tools to ‘distinguish progressive from non-progressive lesions detected on screening’. This science, which has to do with identifying ‘biomarkers’, is still in its infancy, and may itself carry a risk of overdiagnosis - ‘cardiovascular risk estimation provides a cautionary example’, where things like raised cholesterol, which are meant to predict the chance of future events, end up being treated as if they were a disease in themselves.

Doctors who turn down flu vaccine could be redeployed
BMJ 2018;362:k3872
Declan C Murphy
· Doctors and other hospital workers in direct contact with patients may have to move department if they refuse the flu vaccine, especially if they work with patients who have low immunity, ‘NHS bosses have said’.
· The high risk departments are ones like haematology, oncology, bone marrow transplantation, neonatal intensive care and special care baby units.
· A letter to hospital trusts from NHS England and NHS Improvement said that the aim was to get 100% of healthcare workers in direct contact with patients to be vaccinated.
· ‘The letter also reiterated a measure announced last year that staff who were not vaccinated would be asked to explain their reason and that this would be recorded’, which sounds distinctly threatening.
· Last winter there was a combination of extreme weather and ‘the worst flu season in seven years’, leading to an estimated 4000 beds a day being occupied by flu sufferers.
· However, figures show that last year’s flu vaccine was only effective in 10% of the over-65s. It’s overall effectiveness was 15%; children got the best protection, at 26.5%.
· Those figures aren’t really very impressive, are they?
· This year, the over-65s are being offered the adjuvanted flu vaccine on the basis that it’s more effective for this age group. Nobody actually knows what ‘adjuvanted’ means. 
· ‘The adjuvanted vaccine contains A/H3N2, A/H1N1, and B/ Brisbane strains but lacks protection against the B/Yamagata strain, which is present in the quadrivalent vaccine that is provided to people under 65 years.’
· Public Health England says blanket vaccination for the over-65s ‘could reduce GP consultations by 30,000, hospitalisations by over 2000 and prevent over 700 hospital deaths from flu in England’.
· The child flu vaccination programme has been extended to Year 5s (9 and 10 year olds) on the basis that children are ‘super spreaders’ of the flu.
· So what’s the excuse for doctors and other medical workers who may themselves be ‘super spreaders’ to not bother with the flu vaccine? Well, for one thing it might not actually stop them getting the flu. And for another thing, they might be scared of a big sharp needle being stuck into them. I mean, some of them might. Not me, obviously – I’m extremely brave.
Compliance with requirement to report results on the EU Clinical Trials Register: cohort study and web resource
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· ‘Objectives: To ascertain compliance rates with the European Commission’s requirement that all trials on the EU Clinical Trials Register (EUCTR) post results to the registry within 12 months of completion (final compliance date 21 December 2016); to identify features associated with non-compliance; to rank sponsors by compliance; and to build a tool for live ongoing audit of compliance.’
· ‘The results of clinical trials are used by clinicians, patients, and policy makers to make informed choices about the benefits and safety of interventions. Sharing the methods and results of all trials has therefore long been recognised as an ethical and scientific imperative… However, there is extensive and longstanding evidence that the methods and results of completed clinical trials are commonly left unreported.’
· This was a retrospective cohort study. The participants were 7274 of 11 531 trials listed as completed on EUCTR and where results could be established as due, and the main outcome was publication of results on EUCTR.
· Of 7274 trials where results were due, only 49.5% had reported their results.
· ‘Trials with a commercial sponsor were substantially more likely to post results than those with a non-commercial sponsor (68.1% v 11.0%)’, and so were trials with a sponsor who had completed a large number of trials (77.9% v 18.4%), suggesting that proper funding, oversight and familiarity with the bureaucratic system might be big factors.
· ‘Sponsors doing fewer trials, and non-commercial sponsors such as universities, have particularly low reporting rates: they may be more likely to be unaware of their obligations or lack administrative procedures to flag breaches and support compliance.’
· ‘Extensive evidence was found of errors, omissions, and contradictory entries in EUCTR data that prevented ascertainment of compliance for some trials.’
· Rather admirably, the authors of this research have actually tried to do something constructive to make the reporting process more transparent and hopefully improve the statistics: ‘We... commissioned a software engineer (FI) to develop an interactive online website presenting the overall reporting rate for all due trials… All software underlying this service is shared as open source and available for open code review or for adaptation and re-use.’ 

· The results can be seen at http://eu.trialstracker.net/ .

· ‘From the launch of the... online tool, using feedback from end users such as policy makers and the research community, we aim to learn how best to implement live feedback on reporting rates and information on individual unreported trials, for maximum usability and positive impact.’

Fetal microcephaly
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· Fetal microcephaly is a head circumference significantly smaller than the average for gestational age (probably 3 standard deviations below the mean).

· Prenatal diagnosis of microcephaly is difficult, as there are no clear customised charts accounting for ethnicity, no routine 3rd trimester scan, and US measurements are subject to error.

· Microcephaly may be due to genetic/chromosomal factors, infection, exposure to toxins (alcohol/drugs), metabolic disorders, IUGR (growth retardation), or (rarely) ‘a normal variant’.

· It may be an isolated finding or associated with other abnormalities.

· The aetiology can be confirmed in around half of cases (but advances in genetic testing may increase this).

· ‘Up to 55% of human brain comprises of cerebral cortex, and most neurones are generated by 21 weeks of gestation.’

· Microcephaly probably means a smaller cerebral cortex with fewer neurones, which means that head circumference is ‘a proxy marker of neural growth’.

· ‘Furthermore observational studies have shown a correlation between the severity of microcephaly and severity of mental retardation.’

· Microcephaly might result in ‘neurodevelopmental delay or impairment in other areas of development such as gross motor, visual-motor, language, and epilepsy’.

· ‘Most cases of fetal microcephaly are detected by routine ultrasound examination at 18-20 weeks or on a subsequent scan.’ Under these circumstances women should be referred to a fetal medical unit.

· Blood tests should be done to check for toxoplasma or cytomegalovirus (CMV). 

· ‘If clinical infection with Zika virus is suspected then Zika serology testing is offered four weeks after return from an area where Zika fever is endemic.’

· I bet you thought you’d heard the last of Zika virus, didn’t you?

· IgG, IgM and IgG avidity can help in differentiating a recent from an old infection.

· Amniocentesis can diagnose chromosomal abnormalities, genetic syndromes, and infection (including HIV).

· If drug and alcohol abuse is suspected, involve the safeguarding team, and ‘offer support to reduce or stop alcohol or drug misuse’.

· Microcephaly, either isolated or with other anomalies, is associated with risk of neurodisability – so ‘after appropriate counselling by the multidisciplinary team, termination of pregnancy may be discussed as an option with the parents’.

· Information is available from 

· Microcephaly support group (https://contact.org.uk/medical-information/conditions/m/microcephaly/)

· The Brain Charity. Microcephaly (www.thebraincharity.org.uk/how-we-can-help/practical-help/information-advice/a-z-of-conditions/44-m/341-microcephaly)

· Contact a Family. Microcephaly (www.cafamily.org.uk/medical-information/conditions/m/microcephaly)

· The prognosis for fetal microcephaly is wide-ranging, depending on cause and severity.

· One study showed that risk of neurodevelopmental delay was 10.5% when head circumference was between 2-3 standard deviations from the mean.

· There may be a risk of recurrence in subsequent pregnancies, depending on the cause of the condition.


