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mortality did not diﬀer when patients who were given
antiviral drugs and immune globulin were compared
with transplant recipients maintained on antiviral drugs
alone. More detailed examination of the contribution
that antibodies against glycoprotein B make to the
total neutralising capacity of various commercial
preparations of cytomegalovirus immune globulin will
inform the future management of solid-organ transplant
recipients at risk of cytomegalovirus infection. Finally,
the success of the study described by Griﬃths and
colleagues5 synergises nicely with the eﬃcacy described
for the glycoprotein-B/MF59 vaccine in prevention of
cytomegalovirus infection in young women reported
in a randomised, placebo-controlled, phase 2 study.11
That trial showed eﬃcacy against acquisition of primary
cytomegalovirus infection of 50%.11
Although licensure of a vaccine to control cytomegalovirus disease in transplant recipients is a laudable goal,
the greatest public health impact of a cytomegalovirus
vaccine will ultimately be the prevention of disability for
the congenitally infected newborn baby. The success of
the glycoprotein-B vaccine in transplantation and nontransplantation settings suggests that one vaccine might
be appropriate for licensure for both populations of
patients. Moreover, the fact that Griﬃths and colleagues
noted substantial boosting of immune response in
seropositive patients is also interesting, because nonprimary infections account for most of the disease
burden associated with congenital cytomegalovirus.12
There might be a strong rationale to vaccinate women
of childbearing age who are already seropositive for
cytomegalovirus to prevent reinfection with, and subsequent fetal transmission of, new and antigenically
distinct cytomegalovirus strains that they might be

exposed to. Clinical trials to test these concepts in phase 3
studies are a high priority.
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30% of the world’s smokers are in China1 and news has
emphasised the persistence of the problem. The China
Global Adults Smoking Survey, which was done by
the China Center for Disease Control and Prevention,
reported that 53% of men aged 15 years and above
are smokers; about the same number as in 2002.2
Furthermore, it is estimated that 72% of non-smokers,
including 180 million children, are exposed to secondhand smoke.2–4 Smoking cessation rates in China are

very low—only 11% of smokers successfully quit, and
82% have never even thought about quitting.2
There are several reasons for China’s lack of progress
in tobacco control, including weak support from the
government and strong resistance from the tobacco
industry. Furthermore, China’s medical community has
not been suﬃciently active in tobacco control. Medical
and nursing students do not have adequate curricular
exposure to the harmful health eﬀects of smoking,
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few hospitals oﬀer clinical cessation services, and little
anti-tobacco work is done by professional medical
associations. Even worse than inadequate leadership
is that many Chinese doctors themselves smoke. The
prevalence of smoking among Chinese health-care
professionals is as high as 40%, nearly the same level as
in the general population.2 Many health professionals
smoke in front of their patients.5 One study6 found that
more than a quarter (29%) of non-smoking physicians
accepted cigarettes as gifts. Unfortunately, smoking is
as imbedded in China’s medical culture as it is in broader
Chinese society. Studies in China show that, compared
with non-smoking doctors, doctors who smoke are less
likely to advise patients about the health risks of smoking
and the beneﬁts and means of quitting.7 In realising the
crucial health importance of smoking, and in compliance
with WHO’s Framework Convention on Tobacco Control,
China’s Health Minister Chen Zhu declared that “Medical
workers and those who take the decisions regarding
people’s health should take the lead to quit smoking and
completely ban indoor smoking to set a good example
for their patients and others who look up to them.
International experience has it that when doctors give up
smoking, it encourages a lot of others to kick the habit.”8
In 2009, the Chinese Ministry of Health issued the
Decision on Banning Smoking in All Health Facilities by
2011,9 requiring that 50% of the health facilities in China
should be smoke-free by the end of 2010. According to
the Ministry, achievement of smoke-free hospitals should
be assessed by ten criteria (panel). The Ministry should be
commended for making this landmark policy, but several
major challenges must now be tackled. First, the new
policy is not codiﬁed in law. In China, a governmental
decision with no statutory power might not be vigorously
implemented. Second, the regulatory and administrative
capacity of the Ministry is limited. The Ministry was already
short-staﬀed when China’s Health-care Reform Plan was
announced in May, 2009; therefore resources for the
necessary implementation, monitoring, and evaluation
are inadequate. The decentralised ﬁscal and administrative
system in China complicates uniform implementation.
Public hospitals—which account for more than 90% of
the market share—are owned and operated by diﬀerent
governmental divisions (ie, provincial, city, district, and
county) and by state-owned enterprises. In 2009, the
Ministry of Health had direct control over only 12 of
14 086 public hospitals.10 If local governments (especially
www.thelancet.com Vol 377 April 9, 2011

Panel: Ten criteria to assess smoke-free hospitals in China
1 Incorporate a smoke-free environment into hospitals’
strategic plans
2 Establish a system of rewards and penalties
3 Post visible non-smoking signs and enforce completely
smoke-free indoor environments
4 Designate staﬀ to monitor behavioural compliance
5 Start tobacco-control campaigns
6 Inform health workers about their responsibilities for
health education
7 Encourage health workers to quit smoking
8 Ban the sale of tobacco products in hospitals
9 Equip health workers with the knowledge and skills to
educate patients to quit smoking
10 Establish a smoking cessation unit and hotline

those with a vested interest in supporting their local
tobacco industries) are not motivated to cooperate in
tobacco-control initiatives, the Smoke-Free Hospitals
campaign could easily be undermined. Local governments
have more power than the Ministry to hold local hospitals
accountable for their compliant behaviour.11 Third, there is
insuﬃcient technical knowledge to successfully implement
the new policy for reducing smoking rate among medical
professionals and patients. Study after study have shown
that inadequate training in smoking-cessation tools and
counselling skills constrain the ability of doctors to either
quit smoking themselves or to help their patients to quit.12
In a bid to accelerate progress, the Chinese Ministry of
Health’s Smoke-Free Health Facilities Campaign Oﬃce
announced in May, 2010 that the Ministry itself would
launch a campaign to ban smoking in all their oﬃces and
in all Ministry-supervised health facilities (eg, Peking
Union Medical College Hospital).13 If the Ministry’s
example is to be replicated throughout China, diﬃcult
challenges need to be overcome. The Smoke-Free Health
Facilities campaign is just another new beginning, albeit
an important step, in the long march towards a tobaccofree China.
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How solid is the evidence for glucose lowering in people
with diabetes? The Diabetes Control and Complications
Trial showed that glucose control slows progression of
microvascular complications in type 1 diabetes,1 and
the UK Prospective Diabetes Study (UKPDS) showed the
same for type 2 diabetes.2 The main diﬀerence between
the studies was the high incidence of arterial disease
in type 2 diabetes (22% of UKPDS participants had a
coronary or stroke event within 10 years of enrolment).
What was needed, therefore, was an unequivocal
demonstration that macrovascular disease would
respond to tight glucose control in type 2 diabetes.
But combined analysis of four major trials (some
27 000 patients) suggested that lowering glycosylated
haemoglobin (HbA1C) by around 1% had a minor eﬀect
on heart disease (6·3 coronary heart events prevented for

every 1000 individuals treated for a mean of 4·4 years),
and no eﬀect on stroke, cardiovascular mortality, total
mortality, blindness, or renal failure.3,4 The onlooker
might imagine that a relatively minor beneﬁt such as
this would have prompted policy makers to reconsider
the role of aggressive blood-glucose lowering in type 2
diabetes.5 Not so.6
If the beneﬁts of intensive glucose lowering in
type 2 diabetes are only minor, what are the merits
of population screening? A recent analysis from the
American Diabetes Association (ADA), supported by an
educational grant from three drug companies involved
in diabetes care, modelled gains in quality-adjusted lifeyears (QALYs) with diﬀerent approaches to screening in
the USA.7 The optimum model estimated that between
138 and 208 people would need screening to prevent
one myocardial infarction over 50 years of follow-up,
with similar numbers to prevent one person becoming
blind. It was concluded that screening would be cost
eﬀective when started between 30 and 45 years of age,
and repeated every 3–5 years, assuming that all those
diagnosed would be treated to a target HbA1C below 7%.
One additional result would be a diagnosis of diabetes
for an additional 10–12% of the senior US population.
The model assumes that pharmacological glucose
lowering fully reverses the impact of hyperglycaemia
on complications, and has no eﬀect on quality of life
(disutility). The ﬁrst assumption has been challenged
in both observational8 and interventional studies.3,4 The
second seems optimistic, because at least two-thirds of
those diagnosed are likely to require multiple injection
regimens plus blood-glucose monitoring within 15 years
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