
Policies on SARS in UK boarding schools are confused

Editor—The former Public Health Labora-
tory Service (PHLS) (now Health Protection
Agency) states that there is no need for
students returning from areas affected by
the severe acute respiratory syndrome
(SARS) to be excluded or quarantined
unless they are unwell.1 However, the agency
is aware that some schools are advising
parents differently.1 Unfortunately, some
Chinese students are subjected to quaran-
tine imposed by their schools, which
becomes very disruptive to these students’
schooling. One boarding school was
reported to be excluding students returning
from certain parts of the Far East after
Easter.2

After receiving inquires from anxious
Chinese guardians about whether Chinese
students should be quarantined, I searched
the internet using the terms “SARS” and
“school” on www.freeserve.com to identify
policies about the syndrome in different
schools. After visiting the first 100 websites
in the United Kingdom, I identified the
policies of 10 schools. The table shows the
results.

One school representative raised an
important discrepancy: “a lack of congru-
ence across UK boarding schools, many of
which are adopting different strategies, to
both include and exclude Chinese students
from returning to school for the summer
term.”3 Furthermore, one concerned parent
told a newspaper: “They [local students] are
only back for a couple of weeks before exam
leave starts, so I hope the school will be
keeping students returning from affected
countries separate for the incubation period
to be on the safe side.”4 The situation looks
confusing.

I urge the Department of Education and
Skills and the Department of Health to work
together in this matter urgently and develop

a common policy for schools. This will assist
schools in making rational decisions and
more importantly address the fears of
parents and children.
Ian Wong director
Centre for Paediatric Pharmacy Research,
School of Pharmacy, University of London and the
Institute of Child Health, University College
London, London WC1N 1AX
ian.wong@ulsop.ac.uk

IW’s post is funded by a public health career sci-
entist award from the Department of Health.
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EU working time directive

More doctors is truly not the answer

Editor—In its statement that the European
working time directive should be imple-
mented for doctors in training without
simultaneously increasing numbers of doc-
tors,1 the Department of Health is revealing
a tacit acceptance of lower standards of care
for patients. Its recommended alternatives to
increasing medical staffing serve only to
make the reduction in hours affordable.

Over the past 10 years, since the first ini-
tiative to reduce junior doctors’ hours of
duty, medical cover on wards has been
progressively reduced and the standards of
care provided have consequently declined,
particularly postoperatively. Consequently
problems are detected late, sometimes when
corrective action is no longer possible.

The merit of reducing further the hours
of work is for debate elsewhere, but if it is
believed to be necessary it is folly to suggest
that it can be done without replacing the
doctors taken from the wards with others of
equal standing. A football team playing with
only 10 men is not the same effective unit as
the full side. It may make do, by extra effort,
for a short while, but it will not be able
to sustain performance throughout the
season.

The statement of the chairperson of the
junior doctors’ negotiating committee, that
hospital mergers may be inevitable to
produce the critical mass of doctors
required to ensure patient safety, suggests
humble expectations. We should surely be
offering more to hospital patients than basic
safety.
Alan R Berry consultant surgeon
Northampton General Hospital, Northampton
NN1 5BD
alan@aberry.fsnet.co.uk

Competing interests: None declared.
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Directive will be biggest driver for change
in delivery of medical care

Editor—The working time directive will
herald a major change in the delivery of
medical care in hospitals.1 Avoiding recruit-
ment of extra doctors, and consultants in
particular, in the early phases of implemen-
tation will make any plan unmanageable.

Shift work will be a solution only in
some areas with a requirement for staff in a
specialty to be on site for 24 hours. To staff a
rota over 24 hours, seven days a week, that
incorporates prospective cover for annual
leave, continuing professional development,
commitments to continuing medical educa-
tion, and a contingency for unplanned
events such as illness will require a
minimum of nine or 10 doctors for one to
be available, with a built in handover period
for patients undergoing treatment.

Senior doctors in many countries are
already covered by the working time directive
and will therefore not be in a position directly
to increase their hours to compensate for
reduced working hours for junior doctors. If
work is to be redirected to other new grades
of technical staff they will have to be trained.
Reducing working hours for junior doctors
should not result in an expansion of this
grade as this will not enhance quality of care
for patients, who will be even less likely than
now to be treated by a consultant in the early
stages of their illness. It will also affect the
career progression of this group.

Summary of school policies on severe acute
respiratory syndrome identified through internet
search

Policy No of schools

Public Health Laboratory Service’s
recommendation

5

School’s own policy:

Up to 10 days’ quarantine is required 4

Advise students not to return to the
school for the summer term until such a
time that the school is satisfied that the
virus is understood, contained, and an
appropriate treatment is available

1
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In the Republic of Ireland initiatives
have been taken by the training bodies
which will remove training accreditation
from emergency departments that do not
have an eight session consultant commit-
ment in emergency medicine.

The directive is inevitable; we should do
what we can to encourage early implemen-
tation locally, improving junior doctors’
working and training conditions and mak-
ing the hard decisions for those politicians
unwilling to do so.
Michael S Molloy clinical fellow, emergency medicine
St Vincent’s University Hospital, Dublin, Republic
of Ireland
drmick@eircom.net

Competing interests: MSM is a past president of
the Irish Medical Organisation.
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Effectiveness of hip protectors

Results may not be generalisable to the
community

Editor—The hip protector trial reported by
Meyer et al is methodologically a notable
improvement on previous hip protector
trials.1 However, some methodological short-
comings affect the study, and issues arise
about its generalisability to people at high risk
who are not resident in nursing homes.

An important problem, not noted by the
authors, is that the study groups have differ-
ential loss to follow up. In the intervention
group 64% of the participants completed
the 18 month follow up compared with only
57% of the controls (P=0.04). This difference
can introduce selection bias and could give a
false estimate of effectiveness. In addition,
there seems to be some evidence that the
control group may have been frailer than
the intervention group as the death rate was
somewhat greater and this may have
explained the higher incidence of falls in the
control group. These differences could
explain some of the apparent effectiveness
of the hip protectors.

Interestingly, the compliance rate for the
hip protectors was very low, at only 35%, not
68% as implied in the abstract. This low
compliance rate is similar to that in our
ongoing community study in which we
simply post hip protectors to participants at
high risk.

Finally, although these data may support
the use of hip protectors among nursing
home residents, evidence for their effective-
ness among older people at high risk who
are living in the community is still required.
We are undertaking a large individually ran-
domised trial among 4200 women at
increased risk of hip fracture living in the
community, the results of which will be
reported this summer.
David Torgerson director, York trials unit
Jill Porthouse trial coordinator, primary care hip
protector study
University of York, York YO10 5DD

Competing interests: None declared.
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Effectiveness of studied hip protector was
uncertain

Editor—The trial reported by Meyer et al
left the main issue of effectiveness of the
studied hip protector unanswered.1

Firstly, many important baseline charac-
teristics or risk factors of hip fracture were
not reported and included in the analysis.
The hip protector group and the control
group were not directly comparable since
more controls could not be followed up to
the end of the trial and had a (29%) higher
incidence of falling than people in the
protector group (both variables referring to
more frailty in the controls).

Secondly, since the difference in the risk
of hip fracture in the two groups was
non-significant the preventive effect of the
hip protector remained uncertain. This is also
seen as an open end in the 95% confidence
interval of the calculation of the number
needed to treat. The authors’ speculation
about using a one sided hypothesis is not on
firm ground: statisticians would not accept
one sided hypothesis because at least two
previous trials of the studied protector model
have shown no effect.2 3

Thirdly, although a possible cluster
effect was taken into account, analysis
without cluster randomisation was not
provided. It therefore remained unknown
whether adjustment for this procedure had
any effect on the relative risk of fracture and
its P value. For falls, it had little effect.

Fourthly, since Meyer et al could not
provide the fracture data for protected and
unprotected falls in the two groups, the bio-
mechanical efficacy of the studied protector
in actual falls remained unclear. This
information would also have been essential
in interpreting the given relative risk of hip
fracture, since the claimed risk reduction of
40% on an intention to treat basis in the
protector group can be true only if the risk
of falls was clearly reduced: about half of the
falls in the protector group occurred
without the protector.
Pekka A Kannus chief physician
Accident and Trauma Research Center, FIN-33500
Tampere, Finland
kipeka@uta.fi
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Some clarifications would be useful

Editor—Meyer et al examined factors influ-
encing the use of hip protectors in nursing
homes.1 The analysis was adjusted for the
effects of clustering, and the study provides
stronger evidence for effectiveness of hip
protectors than previously published stud-
ies.2 We hope that the authors can provide
further information to help others in apply-
ing the findings of the study.

What proportion of nursing home
residents received (and understood) the
educational intervention and what pro-
portion were simply encouraged to wear hip
protectors by the staff who had received the
education are unclear. In Australia and
other countries most residents of nursing
homes have severe cognitive impairment,
limiting their participation in decision mak-
ing about the use of hip protectors. We
would be interested to know what percent-
age of participants in this study had severe
cognitive impairment.

The cost of hip protectors is clearly a
disincentive to their use in countries such as
Germany where they are not subsidised.
Could Meyer et al speculate on how much of
the effect of the intervention was due to the
supply of free hip protectors and how much
to the educational session? Were three pairs
of hip protectors enough for the 15 months
of the study? In our experience more than
three pairs would be required if they are
used regularly.

Reasons for non-adherence to using hip
protectors should be elaborated as measures
to address these might improve the limited
adherence rates reported in this study. Some
other methodological issues could be clari-
fied, such as how hip fractures were
ascertained.

Clarification of these issues would help
clinicians working with older people at high
risk of hip fractures. Several review articles
recommend hip protectors for older people
who have had multiple falls,3 and further
evidence based information is necessary to
ensure their appropriate use.
Susan E Kurrle senior staff specialist geriatrician
Hornsby Ku-ring-gai Hospital, Hornsby,
NSW 2077, Australia
kurrle@bigpond.com

Ian D Cameron chair, rehabilitation medicine
Rehabilitation Studies Unit, University of Sydney,
PO Box 6, Ryde, NSW 1680, Australia
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Authors’ reply

Editor—Torgerson and Porthouse and
Kannus are wrong in assuming that the two
groups were not comparable. Our optimal
randomisation procedure ensured the com-
parability of groups as shown in similar
baseline characteristics. There were no
losses to follow up.

The trend to fewer falls and lower
mortality associated with longer observation
in the intervention group could be a result
of the intervention. Analyses based on
survival times taking into account different
follow up times as well as cluster random-
isation by using either (a) a Cox model with
frailty or (b) a Cox model with robust score
test to allow for correlation within clusters
would yield the following estimated hazard
ratios and two sided P values for the primary
outcome of hip fracture: (a) hazard ratio
0.53, P=0.028; (b) hazard ratio 0.52, P=0.066.
These results are similar to the reported
results of the cluster adjusted �2 test (relative
risk 0.57, P=0.072); analysis not taking
cluster randomisation into account would
yield a lower P value (P=0.034).

When we planned our study there was
already strong evidence from a randomised
controlled trial that Safehip protectors pre-
vent hip fractures.1 Therefore, we chose a one
sided hypothesis but we reported results for
two sided 5% tests according to BMJ policy.
We used the Safehip protector because it was
the only protector available when we initiated
the study. The studies cited by Kannus are
small trials lacking the power to detect differ-
ences between groups,2 3 and one is published
in a supplement.3 In our study no hip
fractures occurred with unambiguously
documented use of the protector in either
group.

Adherence was assessed by document-
ing hip protector use during a fall. We could
not document how many of the residents
who did not fall during the study were using
the protector. Therefore, the proportions of
residents who used the hip protector are
worst scenario estimates based on the
assumption that no resident without falls
had used the hip protector. We included
these figures on the request of the BMJ
reviewers. Since these data are prone to mis-
interpretation we still think that they should
not have been reported.

We have no separate data on the
proportion of participants with severe cogni-
tive impairment or on the proportion of
residents who had participated in the
programme in small groups. For further
details on protected and unprotected falls,
assessment of fractures (not blinded), and
characteristics of the complex intervention
programme we refer readers to the full
paper on bmj.com. Space limitations prevent
us discussing the reasons for non-adherence.
Gabriele Meyer research fellow
Andrea Warnke research fellow
Ingrid Mühlhauser professor
Ingrid_Muehlhauser@uni-hamburg.de

Unit of Health Sciences and Education, University
of Hamburg, Martin-Luther-King-Platz 6, D-20146
Hamburg, Germany

Competing interests: AW was formerly an
employee and is at present a consultant of Rölke
Pharma, the German distributor of Safehip. AW
and GM have received travel grants from Rölke
Pharma.
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Quality of impact factors of
general medical journals

Quality matters—and the choice of
indicator matters too

Editor—Results of the analysis by Joseph
add new data and a remarkable twist to
existing knowledge on weaknesses in the
accuracy of the data that the Institute for
Scientific Information (now part of the
Thomson company) uses.1 Although the
institute has long struggled to avoid
mistakes, the vast amount of data needed to
create its products emphasises the import-
ance of more stringent quality checks.2

These controls are impossible to perform by
users of the institute’s indices and databases,
since most users do not have access to the
original, raw data—access, for example, to
data on which articles were counted to be
part of the denominator of the bibliographi-
cal “impact factor”.2

The results offered by Joseph are a
reminder that the impact factor is often not
the scientometric indicator of choice. If you
want to know the bibliographical “impact” of
a journal then you should first consider
looking at the total number of citations
received by such a journal (not just those
received over the previous two years).2 3 In

passing you are likely to avoid the pitfall
uncovered by Joseph: the total number of
citations received is not much influenced by
the “number of items” chosen to compute
the bibliographical impact factor.

With increasing access via the internet to
the data of the Institute of Scientific
Information, more attention is being
devoted to the specific number of citations
received by each individual article. This will
not be a magic bullet,3 but it should further
contribute to avoid another intrinsic “weak-
ness” of bibliographical impact factors, for
which no one is to blame: they are just the
average of a highly skewed distribution;
often, 85% of citations received “by a
journal” are actually received by about 15%
of the articles it published.4 Much of the
appeal of impact factors stems precisely
from the fact that an average is so simple a
measure.2 3 But as scientists we surely can go
beyond that.
Miquel Porta head, Clinical and Molecular
Epidemiology of Cancer Unit
Institut Municipal d’Investigació Mèdica, Carrer del
Dr Aiguader, 80, E-08003 Barcelona, Spain
mporta@imim.es
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Research quality can be assessed by using
combination of approaches

Editor—Although Porta’s suggestion
[above] on the use of the number of
citations received by each article is an
improvement over the journal impact factor
as a measure of a publication’s research
quality,1 it does not solve the problem of dif-
ferent practices in citing references between
disciplines, which is largely unrelated to
quality.2

For example, when I conducted a title
search for articles in 1995 on the Institute
for Scientific Information’s web of science
database on 10 February 2003, I found that
the number of citations for the top 10
papers in the BMJ, Lancet, New England Jour-
nal of Medicine, JAMA, and Annals of Internal
Medicine on malaria (an average of 64) and
diarrhoea (31) are substantially lower than
those for coronary heart disease (435) and
breast cancer (289). As I and my co-authors
have suggested,2 the citation number of indi-
vidual papers should be adjusted according
to discipline to improve on an imperfect but
widely used indicator of research quality.
However, the inherent limitations of a single
numerical summary measure and the lack of
empirical evidence on the effectiveness of
traditional peer review indicate the need to
assess research quality using a combination
of approaches, including post-publication
peer review, indicators of the social impact
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of research, and the evaluation of research
performance by independent expert panels
using transparent and evidence based
criteria.3–5

Joseph L Y Liu research fellow
Centre for Statistics in Medicine, Institute of Health
Sciences, University of Oxford, Oxford OX3 7LF
joseph.liu@cancer.org.uk
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Overseas members of the BMA

Forgotten members should be recognised

Editor—I resonated with Kisely’s letter on
the forgotten overseas members of the
BMA.1 After years within the vineyard of the
NHS my first instinct is relief not to be part
of BMA politics, GMC utterances, and royal
college solemnities. They can be more com-
fortably observed from here.

However, we are now doctors in a global
village and should encourage health work-
ers to be internationalists. There should be
an internationally recognised and accred-
ited medical qualification. The citizens of the
world should reasonably expect common
standards and expertise from the medical
profession. In the same way, the continued
validation of skills and registration must
work towards an international perspective.

The BMA is a British phenomenon, but
the BMJ is an international publication.
Plainly, overseas members should be lis-
tened to, and in the age of electronic
communication this is not difficult. Inter-
national committees should be inter-
national. The same arguments apply to the
royal colleges, which are often strikingly
parochial.

In a working lifetime I have worked
three times overseas and twice returned to
work in Britain. This is not unique. Such
medical nomads may be difficult people
with their different exposures, perspectives,
and experience, but they are important and
could make important contribution.
Peter A Sims professor of public health medicine
School of Medicine, PO Box 5623, Boroko,
NCD 111, Papua New Guinea
petersims@upng.ac.pg

Competing interests: None declared.
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Time for Boston tea party?

Editor—Kisely wrote about the forgotten
overseas members of the BMA.1 It is surpris-
ing that the BMA welcomes members who

are working overseas to its ranks but in the
21st century doesn’t offer them represen-
tation even on the “overseas” committee—
which I suppose only represents doctors
working in the United Kingdom who have
arrived “from” overseas.

UK law has now incorporated the
European Commission’s human rights
principles—isn’t the council of the BMA
therefore obliged by law to offer realistic
representation? This is a challenge to the
president—does he or does he not support
democratic representation? I assume he
does. Will he do anything? Perhaps he could
be asked to reply—in both electronic and
printed versions of the BMJ?
S G Barber consultant physician
St Bernard’s Hospital, Gibraltar
doctorbarber@hotmail.com

Competing interests: None declared.
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Member of the “tossed aside” tribe speaks

Editor—Kisely’s letter on the BMA’s
overseas members was the first time in the
whole debate about reaccreditation that I
have seen any reference to those of us
currently working outside the United King-
dom.1 The impression being given is that we
are going to be tossed aside as no longer
wanted by the General Medical Council. The
NHS is so short of staff that it is actively
recruiting doctors from overseas to fill
vacant positions that cannot be filled by
people trained in the United Kingdom.

I left my partnership three and half years
ago to live in the United States. A recent
email from one of my old colleagues asked
me, not for the first time and only half
jokingly, if I would like my old job back. This
illustrates how difficult it is to fill general
practice vacancies in the United Kingdom.
The reaccreditation process will compound
the problem yet again by excluding many
experienced, NHS trained doctors who just
happen to have been working abroad at this
crucial moment in the history of the GMC.
With 15 years’ NHS experience, I would like
very much to keep my GMC registration—
will someone please let me know what I will
have to do to keep it?
Jane L McLennan research associate
University of California at San Francisco Cancer
Risk Program, Comprehensive Cancer Center,
San Francisco, CA 94143, USA
jmclennan@cc.ucsf.edu
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BMA responds

Editor—While the BMA values its overseas
members, I make no apology for the fact
that its representative structure is based
largely (but not entirely) around doctors
who live and work in the United Kingdom.
Only just over 2.5% of members pay the
“overseas” subscription, which gives them
the benefit of a 37.5% discount from the
standard annual payment for UK residents.

Although it is true that overseas members
cannot stand for election to BMA council,
overseas branches can nominate representa-
tives to the representative body, entitling
them to attend the annual representative
meeting. The overseas branch network has
dwindled over the years and the seats
allocated to them in the annual representa-
tive meeting are rarely fully occupied,
presumably from simple lack of interest.

The major craft committees are exclu-
sively drawn from members based in the
United Kingdom, but those living overseas
are not precluded from being appointed to
other important committees such as the
international committee or the medical eth-
ics committee. At a later stage in the
association-wide governance review now
being undertaken, we shall be considering
the adequacy of both the benefits of
membership and the opportunities for
participation for overseas members and
branches.

Kisely also mentions revalidation. Far
from ignoring overseas based doctors in our
discussions with the General Medical Coun-
cil, we have raised specific concerns about
how they (and other doctors not in managed
appraisals systems) may revalidate, and we
understand that the GMC is developing a
range of tools which will assist doctors work-
ing overseas who wish to provide independ-
ent evidence for revalidation. The debate
about revalidation can be followed by
non-resident members on the BMA and
GMC websites. And for the first time this
year overseas members will be mailed a copy
of the annual report of BMA council.
Jeremy Strachan secretary
BMA, London WC1H 9JP

Four futures for scientific and
medical publishing

It’s a wiki wiki world

Editor—Abbasi et al are to be congratu-
lated on their crystal ball gazing.1 Communi-
cation in the modern world is clearly
changing, and even in the world of medical
publishing the old ways are giving way to the
new. Although Homer may make some
minor changes, his children will never follow
in his footsteps.

The future belongs to Lisa. Smart and
articulate, she will thrive in a milieu that she
manipulates so that useful information will
flow towards her. By participating in her
online communities and achieving status in
these groups, she will be the one who knows
(or at least who knows who knows) the
required information.

Lisa will have accepted the basic
precepts of the cluetrain manifesto (www.
cluetrain.com), its essence being that com-
munication in the modern world is based on
continuous online conversations by email
between service providers and clients, their
immediacy and formality being somewhere
between a letter and a telephone call. Lisa
will participate continuously in her global

Letters

932 BMJ VOLUME 326 26 APRIL 2003 bmj.com



conversations, irrespective of her physical
location. The lines between her work and
leisure will blur.

Abbasi et al seem unsure as to how many
journals there will be in Lisa world. They list
the range as 0 to 1 million. Conversation is
great, but we still need to separate the wheat
from the chaff and the signal from the noise.
Fortunately the internet has given us the
answer—one—the Wikipedia concept, which
has developed as a result of the open source
software model using free (wiki) software
(www.wikipedia.org/wiki/Medicine). The es-
sential features are a revision control system,
unrestricted editing of articles on the wiki
by any registered member, unrestricted
membership of the wiki, and the ability to
fork articles (or see current versions at the
same time). In addition, no copies are deleted
and the newer versions of an article comprise
the original article with all additions made
cumulatively.
David G Guest general practitioner
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There needs to be a fifth world

Editor—For scientists and medical profes-
sionals the Lisa world scenario poses the
biggest challenge, at least for the near
future.1 Today, the internet is crowded with
spurious, if not false, information. Until
some way is found to help users in identify-
ing what is chaff and what is substance, it will
be dangerous for authors to bypass publish-
ers who spend a lot of time, energy, and
money in peer reviewing submitted articles
and posting their papers on the internet.
The peer review system may not be faultless,
but at least it serves the scientific and medi-
cal community well in deterring some quack
would-be authors.

Furthermore, online information is
increasingly free to users in places such as
west Africa, but access is still very expensive
for most potential users because the
personal computer, the phone line, and the
power and subscription to internet provid-
ers are still scarce and costly. Paper is still
cheaper, unlike in some other parts of the
world (this might be changing but only
slowly).

The Lisa world of publishing will
exacerbate plagiarism unless website pro-
viders will guarantee to archive publications
for long periods of time so that references
can be checked for authenticity long after
they are used in bibliographies. Perhaps
there should be a fifth world, where
publishers give authors greater rewards for
their work so as to retain their confidence.
This fifth world will ultimately benefit
everyone, the scientist, the medical profes-

sional, and the patient, wherever they may
be located on the globe.
Joseph Ana managing editor
BMJ West Africa, UK Office, Luton LU2 7AE
bmjwa.bmjwa@virgin.net
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Applying evidence is problem
not just for educational quality
Editor—Greenhalgh et al describe the diffi-
culties encountered when attempting to
apply the techniques of evidence based
medicine to complex problems in medical
education.1 However, their study also illus-
trates that some broad principles can be
generalised to help identify and synthesise
evidence.

At the risk of oversimplifying, the
“system” for the “systematic” review may
require amendment, but the shift from
selective narrative to systematic review still
brings benefit. If nothing else the easy claims
of success resulting from various edu-
cational innovations are made to look less
certain, and educational decision makers
may be reminded of the need to pay more
attention to the detailed implementation of
change in a specific context.

But why limit this lesson to educational
developments? We have argued elsewhere
that the same complexities arise in relation
to many healthcare questions, particularly
those relating to questions of complex serv-
ice delivery.2 For us the challenge was man-
aging the transition from child to adult
services, but the problems—imprecise ter-
minology for searching the literature, lack
of good quality research, and multiple
qualitative questions—were remarkably
similar.3

Greenhalgh’s suggested sequence for
evidence based educational development
could equally be applied to many healthcare
developments. We suggest a change in
emphasis for the latter stages of the
sequence. Rigorous in-depth primary
research may not always be viable, but client
focused evaluation, assessing issues identi-
fied in the review of the evidence, is simple
good practice (quality assurance). In this way
development can be informed by the best
available evidence but not necessarily sty-
mied by the need to devote considerable
resources to further research, one of the oft
overlooked potential benefits of evidence
based practice.
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Seven steps to evidence based
general practice
Editor—In reporting the study by Prosser et
al, Dobson highlights the finding that the
pharmaceutical industry is the most common
source of prescribing information for general
practitioners.1 2 He misses the key point of
this study: lack of time, information overload,
and irrelevance of medical journals to
general practice are the main barriers to gen-
eral practitioners using the scientific litera-
ture. If we believe that the world of health care
will be improved by directing general
practitioners towards the scientific literature
(a dodgy assumption) here are our seven
magical steps for laying that path.
x Allow general practitioners to take on the
role of healer rather than that of social
worker, plumber, and travel agent
x Make general practitioners feel more val-
ued by encouraging patients to give their
doctors the same love and attention they
heap on their pets
x Make consultants and academics who
whinge about general practitioners’ pre-
scribing spend one day in general practice;
after this experience they’ll soon stop
whingeing
x Rather than viewing the pharmaceutical
industry as a carbuncle on the face of
evidence based medicine, learn from how
they communicate with general practitioners
x Ask authors of papers to think more
about their readers and less about their
careers
x Get editors to reserve page 3 of their
journals for saucy pictures
x Make scientific journals have prize draws
of £500 000—to pay for this they can use the
money they make from the pharmaceutical
industry in advertisements and reprints.
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