
subjective. Lord Lister was observed to have “none of
the dramatic dash and haste of the surgeon of previous
times . . . he proceeded calmly, deliberately, and
carefully.” As he told his students, “Anaesthetics have
abolished the need for operative speed and they allow
time for careful procedure.”5 Junior surgeons have
been ranked using global scores based on subjective
criteria, but multiple observers are needed to obtain
acceptable reliability.9 Gathering panels of experts to
watch videos or attend theatre may be possible for a
research project but is expensive in manpower and
time, and this limits its feasibility in real life.

Assessment may be easier in the surgical skills
training laboratory than in theatre. Surgeons may
behave differently under simulated conditions, but if
the tasks are designed carefully to reflect real surgical
practice such tests could fulfil the essential require-
ments of feasibility, reliability, and validity.10 Abstract
tests of manual dexterity have not stood up to
validation11 and would appear to be so far removed
from the act of surgery as to be unhelpful in selecting
potential surgeons. Subjective methods using struc-
tured scoring systems have been shown to be reliable.12

Although multiple observers were used to rate
candidates in terms of “economy” and “fluidity” of
movement, it was difficult to validate these scores with
subjective rankings of residents in the operating
theatre.13

Recent work has tracked the movement of
laparoscopic surgical instruments in the laboratory.
Objective measurements of economy of motion and
number of movements made are generated by the
assessment device. These criteria have been validated
for tasks in both reality and virtual reality.14 15 Devices
that objectively and reliably quantify surgical dexterity
could have advantages over traditional subjective
evaluation, particularly as a screening tool.

A system that can provide unbiased and objective
measurement of surgical precision (rather than just
speed) could help training, complement knowledge
based examinations, and provide a benchmark for cer-
tification. A specific and sensitive test of operative com-

petence could also detect an important problems and
might improve surgical outcome. Revealing underper-
formance early would allow for further training or
career guidance towards other less practical specialties.
The surgical profession needs a reliable and valid
method of assessing the operative skill of its members.
A driving test may not be a guarantee against accidents
but it makes it less likely that you career off the road.
Surgeons, the public, and politicians need reassurance.
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Pleasing both authors and readers
A combination of short print articles and longer electronic ones may help us do this

To succeed, journals need to please both authors
and readers. There is, however, a tension
between the needs of the two, particularly when

the authors are mostly researchers and the readers
mostly practitioners. Practitioners like research articles
to be short and sweet, whereas researchers want—
rightly—to include enough material for critical readers
(often other researchers) to be able to appraise the
study and if necessary repeat it and also, increasingly,
to be able to include it in a systematic review.
Journals have struggled with this tension for years, and
often the result is that we please nobody. Research
among readers consistently shows that research
articles are not well read, while many studies have
shown that essential data are often missing from

research reports. Now the electronic revolution offers
us a chance to please both readers and authors simul-
taneously.

Today’s BMJ includes four papers where a short
version is published in the paper journal and a longer
version in the electronic journal (eBMJ) (p 897-914).1–4

We even have an acronym for the process: ELPS (elec-
tronic long, paper short). This first effort is an
experiment, and we are not yet planning to introduce
this system for every research article—but we may if
both readers and authors are pleased.

Our experiment follows an intense debate within the
journal on whether this is a good idea. The arguments in
favour are those we’ve already advanced plus the possi-
bility of using the pages spared for sections that are

Editorials

Papers pp 897-914

BMJ 1999;318:888–9

888 BMJ VOLUME 318 3 APRIL 1999 www.bmj.com



more popular than research articles. The main
arguments against are that the paper journal is the
‘‘proper’’ journal and that not everyone has access to the
internet. However, we have already said that the eBMJ is
the primary journal in that it includes everything
published in the paper journal and an increasing
amount more.5 Paper and electronic versions of journals
will diverge as the electronic versions exploit the full
potential of the internet. The journal Pediatrics, for
example, publishes some studies primarily in electronic
form, with only an abstract in the paper version.

The other major concern is that some people,
particularly in the developing world, do not have easy
access to the internet. In the developed world access to
the internet is increasing exponentially, and soon it will
be accessible through television without any need for a
computer. Most researchers have easy access through
academic networks, and those who do not have direct
access can easily obtain a copy of an article from the
eBMJ in the traditional way through their medical
library. In fact access to the eBMJ is probably easier than
access to a print copy for anyone who is not a subscriber:
since the eBMJ is free any library or other institution with
an internet connection can access it immediately. Sadly,
access to paper journals has been severely restricted in
the developing world, and in the long run electronic
forms of journals are likely to reach many more people
than paper forms ever could. If we need at some stage to
charge for the eBMJ then we will keep it free to those in
the developing world (which we can at no extra cost to
us, whereas the cost of transporting paper is substantial).

A further argument against ELPS is that it may
become a licence for authors to produce interminable
verbose reports. This we will resist, although reports on
scientific studies may eventually expand to include
sound, video, original data, software, and more. The
challenge is not just to present studies in the same old
way but to find ways to use the medium to full scientific
advantage for both authors and readers/viewers. We
accept that we could do a better job of including more
essential information in paper versions of studies with-

out necessarily making them any longer. Standard
formats—such as CONSORT for publishing reports of
randomised controlled trials6—should increase the
informative value of articles, though they do generally
seem to make reports longer.

As ELPS is currently experimental, we are keen to
present papers in different ways. The shorter versions
in this week’s journal have been made shorter by gen-
eral shortening throughout all the sections of the
paper, and in one case we have prepared two shorter
versions, one much shorter than the other (pp 908,
912).4 We have, however, debated whether to increase
the readability of reports by emphasising the introduc-
tion and discussion or whether to help those readers
interested in critically appraising studies by concentrat-
ing on methods and results. We hope to continue the
experiment by presenting further different sorts of
shorter versions. We look forward to hearing views on
the whole idea and on how we might best use paper
and electronic media to complement each other.
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Measuring the performance of public health agencies
Government, like doctors and hospitals, should meet quality standards

Performance measurement is a first step towards
quality improvement in health care. When
systems are in place to measure performance we

can reward good performance, develop and evaluate
ways of improving performance, and certify (or decer-
tify) providers who perform (or don’ t perform)
according to established standards. In the United
States an extensive machinery has emerged to measure
and ensure performance, but so far it has not been
applied systematically to public health agencies. That
situation is about to change, and, as it does, it opens up
the interesting possibility of holding elected politicians
even more accountable for decisions that affect
health.

Efforts to measure the performance of healthcare
providers in the US have expanded rapidly over recent

years. Much of this activity has been driven by the main
purchasers of health care—large employers and
government.1 The Joint Commission on Accreditation
of Healthcare Organizations accredits 18 000 facilities
in the US, including hospitals, home care agencies,
long term care facilities, and clinical laboratories,
allowing them to participate in the federal Medicare
programme for the elderly.2 The performance of
health maintenance organisations is assessed through
‘‘report cards’’—especially the health plan employer
data and information set3—and through accreditation
by the National Committee for Quality Assurance.4

Doctors must pass examinations to be licensed to prac-
tise medicine, and board certification in their specialties
is often required to join medical group practices, to care
for members of health maintenance organisations, and
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