
Are trust doctors the new lost tribe?

Editor—The number of trust doctors (doc-
tors in non-training grades) in the United
Kingdom is rising as trusts try to meet both
service and hours requirements and are
unable to employ more doctors in training.
The Department of Health has no code for
trust doctors so its annual census cannot
show how many there are.

We surveyed the human resource depart-
ments in each acute trust in Yorkshire by
postal questionnaire; nine out of 10 replied.
We found that the number of trust doctor
posts has increased at least fivefold over the
past four years, and the current number will
more than double in the near future on the
basis of trusts’ stated plans (figure).

We sent separate questionnaires to 63 of
a sample of 81 trust doctors in the region;
36 (57%) replied. They were asked ques-
tions about educational provision and
supervision, reasons for being in the post,
previous clinical experience, career aspira-
tions, work patterns, and pay. With regard to
education and training, 16 trust doctors
reported that they had an educational
supervisor and only six had appraisals.
Although 32 trust doctors had been
granted study leave, only 25 received
funding for this. Surprisingly, 15 trust
doctors rated their work as equivalent to
that of a senior house officer and 21 as
equivalent to a specialist registrar.

Most of the doctors were United
Kingdom graduates (16), with eight being
from the Indian subcontinent, five from
Africa and the Middle East, and one from
the European Economic Area. The most
common career aim was a consultant post in
the United Kingdom (21 doctors), and the
main reasons for taking a post as a trust
doctor were as a “stop gap” or to gain

experience in a particular specialty. Trust
doctors come under the legal requirements
of the European working time directive, but
only 12 doctors in our sample currently
worked 48 hours a week or less. Most did
on-call rotas—another interesting finding.

Our survey shows that the number of
trust doctors is increasing dramatically.1

These are junior doctors with educational
needs, yet they do not receive the same edu-
cational supervision as their training grade
equivalents. Delivery of acute care in the
NHS is going to increasingly depend on
doctors who are receiving little educational
supervision. Trusts say they cannot meet the
requirements of the new deal or the
European working time directive without
employing trust doctors. This survey has put
figures to a quietly growing problem that
must now be tackled.
Nicola Cooper specialist registrar, general internal
medicine and care of the elderly, Yorkshire
Leeds LS7 4AY
nacooper@doctors.org.uk

Bill Burr postgraduate dean
Department of Postgraduate Medical Education,
University of Leeds, Leeds LS2 9JT

Funding: Department of Postgraduate Medical Edu-
cation, University of Leeds, Leeds LS2 9JT.

1 Department of Postgraduate Medical Education. A survey
of non-training grade doctors in Yorkshire. Leeds: DPME,
2002. www.yorkshiredeanery.com (accessed 13 August
2002).

Peer review of statistics in
medical research

Journal reviewers are even more baffled
by sample size issues than grant proposal
reviewers

Editor—With reference to the article by
Bacchetti,1 the confusion surrounding sam-
ple size estimates in research protocols elic-
its quite strange responses from reviewers
when they are faced with the completed
research in a report submitted to a journal
for publication. One of our submissions was
rejected because the planned sample size
was not attained. But the effect size was
greater in the study than we had anticipated,
and thus the difference was of clinical and
statistical significance. Another submission
met the same fate for a similar reason—it was
an equivalence trial—and even though the
difference in effect between intervention and
control arms (and both sides of the
confidence interval around this difference)

lay completely within the equivalence
interval, the fact that the planned sample
size was not attained in some way invalidated
the result in the mind of the reviewer.

Although sample size estimation is
useful in considering the feasibility of
conducting a study (and protocol reviewers
should discourage funding for studies that
are plainly too small to be meaningful)
attainment of the planned sample size does
not seem to me to be a useful indicator by
which journal reviewers should assess the
validity of a completed research report in
which clinically and statistically meaningful
results have been obtained.
Merrick Zwarenstein director, health systems research
Medical Research Council, Tygerberg, South Africa,
7505
merrick.zwarenstein@mrc.ac.za

My competing interest in relation to this question is
my desire to publish research in the face of overop-
timistic sample size estimates in my grant proposals.

1 Bacchetti P. Peer review of statistics in medical research:
the other problem. BMJ 2002;324:1271-1273. (25 May.)

Rationale for requiring power
calculations is needed

Editor—The article by Bacchetti with its
comments about uncertainties surrounding
power calculations prompted me to seek
advice about an issue that has implications
for clinical research.1 The company I work
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for, Laxdale Limited, often conducts pilot
studies on new entities. Our usual practice is
to state in the protocol that there is no
reasonable basis for a power calculation. In
order to collect information about an effect
size (if any) and the variance of that effect
size, we state that we plan to randomise a
modestly sized group of patients to two or
three doses of the active drug and to
placebo. Depending on indication and on
advice from experienced clinicians, such
studies might include 15-30 patients per
group. Results in hand, we can then plan
further studies with evidence on which to
base a sensible power calculation.

Recently a multicentre regional ethics
committee insisted on a formal power calcu-
lation as an ethical requirement for a pilot
study. We were told to base power calcula-
tions on results obtained with other prod-
ucts with different mechanisms of action and
on the minimum useful clinical improve-
ment that might be expected. In vain we
pointed out that this procedure had no
scientific basis and that, by basing the power
calculation for a pilot study on the minimum
useful benefit, group sizes would have to be
large and many patients might unnecessarily
be exposed to placebo, or an ineffective
drug, or even a drug that might be toxic in
this new patient population.

Little literature is available on power cal-
culations in pilot studies. We have not found
any study that, for a consecutive series of
trials of any type, compared prestudy power
calculations with the results obtained. There
are studies of power calculations in pub-
lished papers, but that is different from pro-
spectively evaluating whether power calcula-
tions have validity or whether they require
so many assumptions that they are of limited
practical use. There is a theoretical basis for
power calculations, but the absence of any
prospective evaluation raises suspicions.
What other procedure in clinical research
has become standard with so little evidence
from real world studies?

What is the rationale and where is the
evidence base for requiring power calcula-
tions in pilot studies of new entities? More
generally, does the use of power calculations
for any studies have a strong experimental
basis? Or are the assumptions so flawed that
calculated power frequently bears little rela-
tion to actual power?
David F Horrobin research director
Laxdale, Stirling FK7 9JQ
agreen@laxdale.co.uk

1 Bacchetti P. Peer review of statistics in medical research:
the other problem. BMJ 2002;324:1271-1273. (25 May.)

Reporting power calculations is important

Editor—In response to the article by
Bacchetti, Zwarenstein (letter above)
recounted how he had papers rejected
because the trials failed to reach the planned
sample size.1 Bacchetti responded on bmj.
com, observing that, unfortunately, many
published standards for presenting studies’
results, as well as scales for rating article qual-
ity, insist that power calculations are necessary
even after the results are known and specula-

tion about power is no longer needed (either
P was < 0.05 or not).2 We wish to explain why
the CONSORT statement includes the
recommendation that reports of randomised
controlled trials say how the sample size was
determined, including details of a prior
power calculation if done.3 4

There is little merit in calculating the
statistical power once the results of the trial
are known; the power is then appropriately
indicated by confidence intervals. We agree
that failing to reach the planned sample size
is not a reason to reject a paper. But power
calculations are still of importance to
readers, both directly and indirectly.

Firstly, if the achieved smaller size differs
from the planned sample size the reader will
wish to know why: was this just because of an
overestimate of the likely recruitment rate or
because the trial stopped early because of a
statistically significant result (perhaps after
multiple looks at the data, and, if so, was a for-
mal stopping rule or guideline used)?

Secondly, a power calculation indicates
strongly what is or should be the principal
outcome measure for the trial (although it
may not indicate how the analysis will be
performed). This is a safeguard against
changing horses in midstream and claiming
a big effect on an outcome that was not a
primary outcome or even not prespecified.
Also, a power calculation is explicit evidence
that the trial was properly planned and that
some thought was given to the size of effect
that would be clinically important (even
though we all know the values used are often
rather optimistic in order to keep the sample
size down).
Douglas G Altman director
Centre for Statistics in Medicine, Institute of Health
Sciences, Oxford OX3 7LF
doug.altman@cancer.org.uk

David Moher
Thomas C Chalmers Centre for Systematic
Reviews, University of Ottawa, Children’s Hospital
of Eastern Ontario Research Institute, 401 Smyth
Road, Ottawa, Ontario, Canada K1H 8L1

Kenneth F Schulz
Family Health International and Department of
Obstetrics and Gynecology, School of Medicine,
University of North Carolina at Chapel Hill, PO Box
13950 Research Triangle Park, NC 27709, USA

All authors are members of the CONSORT
group. DGA is one of the BMJ ’s statistical advisers.

1 Bacchetti P. Peer review of statistics in medical research:
the other problem. BMJ 2002;324:1271-1273. (25 May.)

2 Bacchetti P. Author’s replies to three responses. bmj.com
2002. bmj.com/cgi/eletters/324/7348/1271[22609
(accessed 21 August 2002).

3 Moher D, Schulz KF, Altman DG, for the CONSORT
Group. The CONSORT statement: revised recommenda-
tions for improving the quality of reports of parallel-group
randomised trials. Lancet 2001;357:1191-4.

4 Altman DG, Schulz KF, Moher D, Egger M, Davidoff F,
Elbourne D, et al for the CONSORT Group. The revised
CONSORT statement for reporting randomized trials:
explanation and elaboration. Ann Intern Med
2001;134:663–94.

Author’s thoughts on power calculations

Editor—I am delighted to see Altman et al
reaffirm that confidence intervals are prefer-
able to post hoc power calculations, but I
disagree with their reasons for nevertheless
presenting prior power calculations for
completed studies. Just as confidence inter-
vals more directly and clearly address uncer-

tainty than power calculations, so too the
information that they see flowing from prior
power calculations can instead be presented
more directly. Papers can provide infor-
mation about early stopping, recruitment
rates, and relevant departures from expecta-
tions without giving power calculations. The
importance of prespecification can be
debated, but it is easy enough to simply state
the planned primary outcome without
reference to power calculations. The clinical
importance of a given effect size similarly
does not rely on power calculations.

The remaining point Altman et al cite is
that prior power calculations provide assur-
ance that the study was properly planned.
The scientific relevance of this is unclear to
me. If a study finds important information
by blind luck instead of good planning, I still
want to know the results. I discussed in the
paper the frequent difficulty of conforming
to common notions of “proper” sample size
planning, and Horrobin has expanded on
this. Even when investigators can approxi-
mate the ideal, assumptions often turn out
to be inaccurate. Does this mean that the
studies were poorly planned and should be
disregarded? Or should we learn from them
what we can? Requiring prior power calcula-
tions as back end enforcement of the sort of
ethics based sample size review that Hor-
robin describes seems particularly mis-
guided to me. If a study provides infor-
mation important enough to warrant
publication it seems reasonable to assume
that it did not have an unethically small
sample size.

An important reason not to present prior
power calculations is that doing so contrib-
utes to the very problem it is supposed to
mitigate: misinterpreting P > 0.05 as provid-
ing strong support for the null hypothesis.
Authors, reviewers, and readers may reason-
ably interpret the presence of a power calcu-
lation as having some direct relevance for
interpreting the results. Given the oblique (I
have argued) reasons for presenting power
calculations, they may understandably
assume that the calculation’s purpose is to
assure us that the sample size is adequate for
the classic statistical hypothesis testing
approach of either accepting or rejecting the
null hypothesis. Despite subtleties that statisti-
cal theorists may try to convey, “accepting”
the null hypothesis is often described as,
“There is no difference.” The needed correc-
tive for this type of erroneous interpretation
is to encourage investigators and readers to
pay attention to estimated effects and the
confidence intervals around them, particu-
larly when interpreting “negative” results. I
contend that presenting power calculations
works against this. In addition, presenting
power calculations opens the study to a
second round of unhelpful sample size
criticisms, of which Zwarenstein’s experience
provides an extreme example.

There is certainly room for disagree-
ment about what practices and recommen-
dations will improve the use of statistical
methods in medical research. I thank
Altman et al for contributing their perspec-
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tive and hope that this clarifies where and
why I disagree. I also thank the other corre-
spondents for the important information
and thoughts they have provided.
Peter Bacchetti professor
University of California, San Francisco, CA 94143,
USA
pbacchetti@epi.ucsf.edu

Reviewers’ contributions should be
thoughtful, constructive, and encouraging

Editor—Congratulations to Bacchetti for
his paper on some of the difficulties inherent
in our present peer review system for publi-
cations and grant applications.1 May I add to
his examples the following opening gambit
from one of our reviewers: “There is a great
need regarding virtually all aspects of life for
[patient group] across their life spans in
those countries in which this population at
least has been attended to.” The project team
has to respond to this (and the 70 questions
that follow) within a week. As we are unable
to discern its meaning, or even whether it is
a positive or negative comment, writing to
the BMJ seems a more useful way to spend
30 minutes of the deadline.

In our role as a resource for clinicians
attempting to get published or applying for
funding, and as researchers in our own right,
staff at the research and development
support unit see more reviews than most.
Bachetti says that the number of criticisms in
a review is taken to be a measure of its qual-
ity. Reviewers attempting to achieve this
“quality” all too often and obviously stray
into areas about which they know little, and
statistics is the most obvious example (the
English language is another). They
nevertheless feel empowered to make
damning comments. May I add that it is the
sneering attitude with which they feel
obliged to do so which makes the process so
profoundly disheartening for inexperienced
researchers. We all review scientific papers
and grant applications in the research and
development support unit as well as provide
a peer review system for local trusts under
the new research governance arrangements.

When these are blind I am embarrassed
to find my own reviews described by
applicants or authors as “the supportive” or
“the encouraging” referee. It takes time and
effort to put a funding bid together, and
applicants are usually to be congratulated
on doing so within a strict deadline. Inexpe-
rienced authors may still have an important
message to convey and should be encour-
aged to do so. The honour roll is an
attractive idea and could be linked to, say, the
research assessment exercise for heads of
academic departments to be enthusiastic.
This elevated status should be reserved for
reviewers whose contribution is thoughtful,
constructive, and encouraging.
Graham A Barton coordinator
Research and Development Support Unit, PPMS,
University of Plymouth, Room N17, ITTC Building,
Tamar Science Park, Plymouth PL6 8BX
andrew.barton@phnt.swest.nhs.uk

1 Bacchetti P. Peer review of statistics in medical research:
the other problem. BMJ 2002;324:1271-1273. (25 May.)

Suggested solution may partly solve other
problem

Editor—I was delighted to read Bacchetti’s
article on the flaws of the peer review system.1

The power of ill informed or undermotivated
reviewers is disproportionate to their gate-
keeping role. One of the main frustrations
with the current system is the lack of ability of
researchers to respond to spurious criticism.

However, a recently submitted proposal
to a medical research charity has given some
hope in this area as we were able to respond
to reviewers’ comments on the proposal
before it went to committee for adjudication.
Some of the comments were valid, but most
showed that the reviewers had not read the
application properly. In either case we were
able to amend or clarify the situation.

This process added another two weeks
before hearing the outcome. This is a small
amount of delay considering the many
months it takes to put an application
together, and it gives some confidence that
when articles or proposals are rejected that
enormous amounts of effort have not been
wasted for trivial reasons. I recommend that
this process becomes part and parcel of the
peer review system
Mary Fox research psychologist
Department of Mental Health, University of Exeter,
Exeter EX2 5AF
mfox@ex.ac.uk

1 Bacchetti P. Peer review of statistics in medical research:
the other problem. BMJ 2002;324:1271-1273. (25 May.)

Cases of polio in Nigeria are
dropping
Editor—Raufu reports that the number of
cases of poliomyelitis has risen in Nigeria,1

but evidence shows that the number of con-
firmed cases of poliomyelitis has fallen since
the start of the polio eradication initiative. It
is true that both routine immunisation and
the initiative suffered a setback in northern
Nigeria as a result of propaganda fuelled by
a cassette recording by an American organ-
isation that was widely circulated among the
Muslim community. The recording claimed
that immunisation was a ploy by Western
governments to promote family planning
and infect children with HIV. As a result,
many parents refused immunisation for
their children in 2000 and 2001.

However, Nigeria’s government mobi-
lised traditional and religious leaders (the
Ulama), who campaigned assiduously to
counter the propaganda, with tremendous
success. Both routine immunisation and the
polio eradication initiative are now fully
accepted except in a few areas (minor pock-
ets of resistance) in Niger, Jigawa, and Kano
States, as reported by Raufu. Immediate
intervention by traditional and religious
leaders in those areas resulted in the parents
inviting the immunisation teams to return
and immunise the children, which was done.

The polio eradication initiative took off
in Nigeria only in 1998. In 1999 hundreds of
cases of acute flaccid paralysis were
reported, with 98 confirmed to be due to

wild poliovirus. Last year there were 57 con-
firmed wild poliovirus cases, whereas this
year only 29 cases were confirmed by early
June. The number of cases of wild poliovirus
has actually been falling, which makes the
title of Raufu’s news item highly misleading.
Idris Mohammed chairman
National Programme on Immunization, Abuja,
Nigeria
IIdrisMohammed@netscape.net

1 Raufu A. Polio cases in Nigeria rise as vaccine is shunned
for fear of AIDS. BMJ 2002;324:1414. (15 June.)

Editorial on epidemiology of
HIV in China was misleading

Editor—Zhang and Ma’s editorial paints a
somewhat misleading and incomplete pic-
ture of the epidemiology of HIV in China.1

Firstly, the numbers of HIV infections
need to be seen in terms of percentages. Even
if the highest current estimate of 1 million
infections nationwide is used, this converts to
an overall rate of around 0.07%. The male:
female ratio is 4:1 and unlike almost any
other country most of the people affected
(80%) are residents of rural areas. At present
four provinces (out of 31) account for 77% of
all cases: Yunnan, Xinjiang, Guanxi, and
Guangdong. This is because of the predomi-
nance among drug misusers
(www.ns.unchina.org/unaids). The break-
down of mode of transmission is given in the
table.

Secondly, although we completely agree
that drug misusers, commercial sex workers,
and to a much lesser extent migrant workers
are current drivers of the epidemic, there is
an important omission: commercial blood
donors.2 The government itself admits that
30 000 to 50 000 plasma donors have
become infected through faulty blood
collection practices, and many local reports
suggest that these figures are a gross under-
estimate. And this does not consider the
sexual partners of the donors and the
recipients of infected blood products.
Although measures were introduced in
1997-8 to outlaw commercial blood dona-
tion, and the scale of the problem has
reduced, they have succeeded in driving the

No of cases (No of provinces)

HIV/AIDS surveillance data 1985-2000 (UNAIDS)

1-50 (12)
50-100 (6)
101-500 (6)
501 -1000 (5)
1001 - 2000 (1)
2001-5000 (1)
>5001

Xinjiang

Yunnan

Guanxi Guangdong
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practice underground with potentially
greater risks to donors.

Thirdly, Zhang and Ma portray the
surveillance system as extensive and effi-
cient. But this is far from the case. One of the
reasons that so much about HIV prevalence
is speculation is because the surveillance
system is totally inadequate. In fact, HIV is
rarely tested for outside the official HIV sur-
veillance system. This system targets high
risk groups, provides poor guidance about
sampling at a local level, and the number of
samples tested and the sites themselves vary
from year to year, threatening any credibility
to detect time trends. There is no true popu-
lation based surveillance being carried out.

The government has indeed made a
strong commitment to prevention. But the
general philosophy is still one of eradicating
the risk behaviour, rather than educating
about risk reduction: so drug misusers are
incarcerated and sex workers imprisoned, as
Zhang and Ma note. This of course makes it
very hard to effectively target prevention
measures. This is compounded by the fact
that local officials are frequently afraid to
admit to an HIV problem in their area and
cases go missed and unreported. Greater
openness and more tolerance towards HIV
sufferers and those in high risk groups are
an essential prerequisite for effective control
of the epidemic.
Therese Hesketh senior research fellow
Institute of Child Health, London WC1N 1EH

Zhu Wei Xing regional manager, East Asia
Health Unlimited, Hangzhou 310012,
People’s Republic of China

Duo Lin HIV consultant
Yunnan Red Cross Hospital, Kunming 571212,
People’s Republic of China

1 Zhang KL, Ma SJ. Epidemiology of HIV in China. BMJ
2002;324:803-4. (6 April.)

2 Wu Z, Rou K, Detels R. Prevalence of HIV infection among
former commercial plasma donors in rural eastern China.
Health Policy and Planning 2001;16(1):41-6.

Trends in HIV, gonorrhoea,
and syphilis

Screening for neurosyphilis is
recommended

Editor—Nicoll and Hamers report the
prevalence of sexually transmitted diseases,
such as syphilis, gonorrhoea, and HIV.1

Despite the frequent invasion of the central

nervous system by Treponema pallidum, most
infected subjects will not develop neuro-
syphilis. Several studies have suggested an
increased incidence of neurosyphilis,
particularly in patients infected with HIV.2

We measured the prevalence of neuro-
syphilis by screening all serum and cerebro-
spinal fluid received at the neuropathology
laboratory between November 1989 and
April 2000 using the venereal disease
research laboratory assay and T pallidum
haemagglutination assay with fluorescent
absorbed treponema antibody. The only
exclusion criterion was being positive for
HIV.

A total of 9410 samples was screened, of
which 195 had positive serology with the
fluorescent assay. Of the 195 samples, 67 ful-
filled criteria for neurosyphilis.3 Nineteen
samples tested negative for fluorescent
treponema antibody in cerebrospinal fluid,
and neurosyphilis was considered improb-
able. Twenty one samples had probable
neurosyphilis (negative results in research
laboratory assay for cerebrospinal fluid) and
27 samples had definite neurosyphilis (posi-
tive results in research laboratory assay for
cerebrospinal fluid).4

The 48 subjects with probable or definite
neurosyphilis were directly evaluated or
charts reviewed. Forty four were men, the
mean age was 59.2 years, and three patients
had been referred with primary infection.
Eleven of the subjects presented with
meningovascular symptoms, eight with gen-
eral paresis or mental deterioration, two
with tabes dorsalis, two with acute meningi-
tis, two with ocular symptoms; six were
asymptomatic, and 15 presented with atypi-
cal symptoms (four with meningoradicolytis,
four with cranial nerve involvement, two
with myelopathy, three with seizure, two with
parkinson-like syndrome).

In cerebrospinal fluid, cell count was
> 5/mm3 in 27 subjects, proteins were
> 0.515 g/l in 28, and the immunoglobulin
index was > 0.8 in 27; an oligoclonal band
was present in 26 out of 36. IgG index and
oligoclonal bands were significantly different
in patients with positive and negative results
in the venereal disease research laboratory
assay for cerebrospinal fluid. All patients
with such positive results had reactive serum
with the laboratory assay compared with 13
out of 21 patients with negative results in
cerebrospinal fluid.

Over 10 years 195 (2%) samples of serum
and cerebrospinal fluid gave positive results
in the fluorescent treponema antibody assay,
which means a primary infection of T palli-
dum, and 48 (0.5%) fulfilled the criteria for
neurosyphilis. The clinical presentation has
shifted from general paresis and tabes dorsa-
lis to meningovascular and atypical forms.

Our data suggest that screening for
syphilis in neurological populations may be
appropriate in all patients because the clini-
cal situation alone is not helpful in
determining when to screen and results may
quite often be positive.

Claudio Solaro assistant professor
Department of Neurology, PA Micone Hospital,
I-16100 Genoa, Italy
csolaro@libero.it

Andrea De Maria associate professor
Department of Internal Medicine, University of
Genoa

Alberto Primavera associate professor
Department of Neurology and Vision, University of
Genoa

1 Nicoll A, Hamers F. Are trends in HIV, gonorrhoea, and
syphilis worsening in western Europe? BMJ 2002;324:
1324-7. (1 June.)

2 Hook EW III, Marra CM. Acquired syphilis in adults.
N Engl J Med 1992;326:1060-9.

3 Larsen RA, Leal MA. Prevalence of neurosyphilis in
immunodeficency virus infection. J Infect Dis 1992;165:
1020-5.

4 Marra CM, Critchlow CW, Hook EW, Collier AC, Lukehart
SA. Cerebrospinal fluid treponemal antibodies in
untreated early syphilis. Arch Neurol 1995;52:68-72.

Sexual health services in general practice
can be improved

Editor—Nicoll and Hamers discussed trends
in sexually transmitted diseases in Europe.1 I
have been involved in a pilot in a new service
to deliver improved sexual health services in
general practice. In practical terms general
practice is the only hope to improve services
as it is the only provider with the capacity
needed. Also it is important to recognise that
the stigma associated with services in genito-
urinary medicine will only be broken when
this becomes “mainstream” service provision
in general practice. Disappointingly, no men-
tion of sexual health provision is made in the
new contract, and there is no national
primary care strategy.

Our pilot is different, and we will report
by the end of 2002 when we hope to have
more than 300 patient contacts. What we
offer is “a relationship consultation” that
patients can access at any time, but it is
specifically focused at patients who are
entering a new relationship. We focus
equally on men and women, unlike other
services in the past. We have had a good
uptake by men. The consultation is entirely
confidential, with no records being kept in
the case notes. This practice alone makes a
great deal of difference to the issues patients
are willing to discuss. A nurse led model may
be the ideal.2 3

We offer an integrated approach and
consider sexual health and contraceptive
provision together. We give out free con-
doms, often with the “morning after pill”
given for back up to take home.4 We are
considering providing the “morning after
pill” to men who request condoms. We are
experimenting with computer consultation
aids for contraception in MS PowerPoint.
These ensure that consistent information
and sexual health promotion are given.

HIV testing and counselling is offered
without referral to specialist clinics.5 Tremen-
dous anxiety about HIV prevails, much is
generated through the media, but very few
places will test. These have protracted
counselling and are generally hospital based.
This “HIV anxiety,” therefore, can go on for
many years without the possibility of resolu-
tion. When offered, some 50% of our patients
want to be tested for HIV. Follow up is

Mode of transmission of HIV in China: official
figures

No of cases

Heterosexual 407

Homosexual 12

Intravenous drug misuse 3460

Blood transfusion 107

Blood products 8

Vertical 10

No detail 1197

Total 5201

Source: Ministry of Health sentinel surveillance data
(www.ns.unchina.org/unaids).
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over the phone like any other standard
investigation.

If we want patients to come forward for
sexual health testing then we need to stop
examining them. The new technologies
virtually negate the need for examinations,
and urine testing by polymerase chain reac-
tion or ligase chain reaction is as effective as
conventional testing. Currently we could test
for gonorrhoea, chlamydia, and tri-
chomonas in this way if the NHS would pay.
Des Spence general practitioner
Maryhill Health Centre, Glasgow G20 9DR

1 Nicoll A, Hamers F. Are trends in HIV, gonorrhoea, and
syphilis worsening in western Europe? BMJ
2002;324:1324-7. (1 June.)

2 Shum S, Humphreys A, Wheeler D, Cochrane MA, Skoda
S, Clement S. Nurse management of patients with minor
illnesses in general practice: multicentre, randomised con-
trolled trial. BMJ 2000;320:1038-43.

3 Hippisley-Cox J, Allen J, Pringle M, Ebdon D,
McPhearson M, Churchill D, et al. Association between
teenage pregnancy rates and the age and sex of general
practitioners: cross sectional survey in Trent 1994-97. BMJ
2000;320:842-5.

4 Glasier A, Baird D. The effects of self-administering emer-
gency contraception. N Engl J Med 1998;39:1-4.

5 Phillips KA, Fernyak S .The cost-effectiveness of expanded
HIV counselling and testing in primary care settings: a first
look. AIDS 2000;14:2159-69.

Intermediate care is ageist
Editor—With reference to the editorial by
Pencheon, intermediate care is logical if you
do not want people to go to hospital.1 Since
there is no other avenue to obtain rapid
assessment of patients and access to
diagnostic facilities, hospital remains the saf-
est option, provided that hospital is proac-
tive with a rapid discharge policy. The
problems general practitioners have in
getting patients admitted, even as arranged
admissions, will not be ameliorated by the
small sums each primary care trust spends
on intermediate care.

When discussing which patients are suit-
able for intermediate care services, the
inherent ageism within the NHS becomes
apparent. A 75 year old patient who is
unsteady and has a chest infection is usually
regarded as an ideal patient to manage in
their own home environment. A 35 year old
patient with pneumonia is regarded as an
obvious hospital case.

It is the older patient, however, who is
likely to have multiple pathologies, who is to
be directed away from the “hi tech” hospital
environment. It is quite difficult to even
make the diagnosis of pneumonia in elderly
people, which will simply present as a fall (a
fall in a younger person is called a collapse).
The fever, if any, will be slight, and signs are
not obvious. Only after admission and full
assessment and a chest radiograph at the
very least, will the diagnosis become clear.
Other pathology will be found, from mild
Parkinson’s through to hyponatraemia from
the general practitioner’s medication.

Intermediate care can work only if we
have rapid access to full, enthusiastic,
consultant led assessment 24 hours a day.
This requires the full resources of the hospi-
tal team. Intermediate care cannot relieve
hospital resources. If it attempts to do so, the
NHS acknowledges its wish to introduce a

two tier service, with “lo tech” services for
elderly people.
Gerard Bulger general practitioner
Archway Surgery, Bovingdon, Hertfordshire
HP3 0HJ
gerard.bulger@archway.nhs.uk

1 Pencheon D. Intermediate care. BMJ 2002;324:1347-8.
(8 June.)

Selection of medical students

How can medical schools produce good
doctors if political dogma restricts them?

Editor—Tutton and Price raise several
points about the selection of medical
students that need to be clarified.1 They
rightly say that scholastic achievement, apti-
tude tests, and selection interviews can all be
faulted as means of selecting students for a
career in medicine, but they seem to agree
that general intelligence, allied with emo-
tional stability and social integration, is a
good predictor of achievement.

The main thrust of their editorial,
however, is to advocate affirmative action to
increase the intake of students from lower
socioeconomic groups. The justification for
this is to “redress inequities from the past”
and admit students who have “genuine,
rather than apparent, merit.” To further this
end at Witwatersrand University in South
Africa, interviews have been abandoned
because those in low socioeconomic groups
scored badly in the criteria of teamwork,
leadership, and social involvement. I assume
that prior scholastic achievement is also
ignored. Selection can then be made only on
the basis of social class and perhaps some
kind of personal statement.

This attitude is now prevalent in the
United Kingdom, where the Higher Educa-
tion Funding Council for England is putting
pressure (including financial) on universities
to admit students on the basis of several
“access indicators,” including the postcode
and the social class of their parents
(www.hefce.ac.uk).

Is it necessary or desirable to use affirma-
tive action in the United Kingdom? The
experience of my colleagues whose families
came from the Indian subcontinent and were
classified in the lowest socioeconomic groups
on arrival is pertinent. Without affirmative
action they have come through the system to
become articulate, intelligent doctors.
Affirmative action requires medical schools to
preferentially take students with lower aca-
demic achievement and communication
skills. Do British medical schools have the
resources to turn these students into well
rounded and competent doctors? The
experience in the United States is that “many
of the preferentially admitted students from
minority groups could not pass their licens-
ing examinations, despite greater resources
being directed towards helping them than
other students.”2

This is social engineering. Can and
should medical schools be expected to
reverse the deficiencies of the school and
social system? We have been harangued by

the politicians about the problems of
supposedly inadequate doctors. How can
medical schools produce good doctors if
political dogma restricts their freedom to
select those they feel are most able?
David Howes consultant anaesthetist
Royal Orthopaedic Hospital, Birmingham B31 2AP
DMHowes@Blueyonder.co.uk
1 Tutton P, Price M. Selection of medical students. BMJ

2002;324:1170-1. (18 May.)
2 Charatan F. Minorities get preferential admission to US

medical schools. BMJ 2001;322:1563.

Sheffield University has developed an
outreach programme

Editor—Tutton and Price have written
about the selection of medical students.1 We
believe that the best way to help those from
disadvantaged backgrounds who wish to
apply for medicine is to adopt a scheme that
will bring them up to a level that enables
them to compete equally with other
applicants. To this end, and with government
backing, we have developed Sheffield’s
outreach and access to medicine scheme
(SOAMS); this is an extension of the Univer-
sity of Sheffield’s successful outreach and
compact schemes, which have both been
running for nearly 12 years.

For entry into the scheme students must
be in the first generation of their family to go
to university, come from a family with a low
income, and have personal or family circum-
stances that may affect their aspirations,
expectations, and potential academic achieve-
ments. Students are targeted at year 9 (phase
1, 13/14 to 16 years), and the aim is to involve
100 students a year at that stage. Information
is provided for students, parents, and teach-
ers, and a series of lectures explains what is
involved in studying medicine. Provided
students successfully complete phase 1, they
proceed to phase 2, having been given advice
on suitable A levels.

In phase 2 we provide community service
projects, work experience, medical confer-
ences, and a residential summer school. In
addition, we provide advice on how to apply
to medical school through the Universities
and Colleges Admissions Service (UCAS)
and practice for interviews. We hope by the
end of phase 2 to have produced around 25
suitable candidates out of the original 100.
Those who are not successful will be advised
and fully supported for other career options.
Those who are successful will be formally
interviewed in the usual way. Financial
support is provided during the course.

We believe that a scheme such as
Sheffield’s is the correct way forward. We
believe that our progression scheme is
sensitive and welcoming and is designed to
bring out the best in those from under-
represented groups who would never have
seriously considered medicine as an option.
Andrew T Raftery subdean for admissions
Sheffield Medical School, Sheffield S10 2RX
andrew.raftery@sth.nhs.uk

Allan Johnson head of outreach and access
Vicky Hargest SOAMS (Sheffield outreach and access
to medicine scheme) education liaison officer
University of Sheffield Recruitment and Admissions
Office, Sheffield S3 7QX

1 Tutton P, Price M. Selection of medical students. BMJ
2002;324:1170-1. (18 May.)
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Acid, burns, and feeding tubes

Patients should not be allowed to lie in
their own vomit: gastric acid burns

Editor—I dispute the recommendation of
Lapsia and Maguire in Minerva that
“patients fed via a nasogastric tube should
take a gastric protecting agent” on the basis
of their finding of chemical burns in a
patient who vomited after nasogastric
feeding on a neurological ward.1

Anyone without achlorhydria secretes
hydrogen ions from gastric mucosa whether
fed orally, by a nasogastric tube, or parenter-
ally. Thus during vomiting, acid is likely to
come into contact with the skin. If we follow
the authors’ advice anyone capable of
vomiting acid would be prescribed a gastric
protecting agent.

The authors note that nurses reported
that the patient in their case had vomited pre-
viously and that during the morning ward
round “there was evidence of fresh vomit on
her sheets.” This implies that she had been in
contact with her vomit for some time.

I suggest that a more logical conclusion
for the authors to have drawn is that patients
should not be allowed to lie in their own
vomit.
C M Danbury consultant in anaesthetics and intensive
care medicine
Royal Berkshire Hospital, Reading RG1 5AN

1 Lapsia S, Maguire S. Minerva. BMJ 2002;324:1404. (8 June.)

Summary of rapid responses

We published six electronic responses
making similar points about this picture
report in Minerva, as well as an apology
from Minerva for allowing the report to be
published without the corroboration of peer
review.1

Correspondents offered pithy conclu-
sions, including “patients being fed via a
nasogastric tube should be properly nursed”
(Kevin Booth) and “drugs are not a substitute
for quality nursing care” (Michael Terry).

Tim Palfreman and Nicholas Lavies reit-
erated that the burns had nothing to do with
acid suppression or nasogastric feeding: “To
suggest otherwise is at best an elementary
failure to think straight.” They gave the last
word to J B S Haldane, who said in 1939:
“We are told the most fantastic biological
tales. For example, that it is dangerous to
have acid in your stomach.”
Sharon Davies letters editor
BMJ

1 Electronic responses. Minerva. bmj.com 2002. bmj.com/
cgi/eletters/324/7350/1404 (accessed 20 August 2002).

On Hippocrates

Hippocratic ideals are alive and well in
21st century

Editor—Loefler regards the Hippocratic
ethics as taking no account of modern
medicine and that craving for the simplicity
of Hippocratic medicine is pointless nostal-
gia.1 We argue that his article takes a simpli-
fied view of the application of the
Hippocratic ideals to modern medicine and
that these are as relevant today as they were
in the 4th century bc.

At the very centre of the Hippocratic
ideals are the principles of “doing no harm”
and “absolute regard for life.” Loefler argues
that harm is an inevitable consequence of
the powerful array of interventions available
to the modern doctor. Although many
investigations and interventions have poten-
tial adverse effects and complications, it is
the balance of potential benefit and harm of
each intervention that is the most important
consideration. If overall benefits outweigh
potential complications, this Hippocratic
ideal is still respected.

Harm—often in the form of death—can
also be incurred by failing to intervene.
Guidelines regarding consent for examina-
tion or treatment state that to give valid con-
sent a patient needs to understand the
nature and purpose of the procedure and
that it is advisable to inform the patient of
any risks in the proposed treatment, any
alternatives to it, and the risks incurred by
doing nothing.2 By fully involving patients
and their next of kin in such decisions, we
respect the individual and uphold another
tenet of Hippocratic medicine.

Loefler says that the principle of
absolute respect for life is no longer held in
regard concerning orders not to resuscitate.
In doing so, he addresses the wrong
Hippocratic ideal, for when weighing up a
patient’s wishes, prognosis, coexistent medi-
cal problems, and the likely success of an
attempt to resuscitate, the principle of doing
no harm often takes precedence over
absolute regard for life. Loefler finds piety
and serenity lacking in modern medicine
and yet in making an order not to
resuscitate, the aim is often to facilitate a
pious and serene passing while maintaining
a patient’s dignity.

In an age when technological advance-
ment has inevitably amplified the potential
risk to patients and has increased longevity
sometimes at the expense of quality of life,
we believe that the Hippocratic ideals are
more important than ever and remain the
cornerstones of ethics in modern medicine.
Edward Roddy specialist registrar in rheumatology
Derbyshire Royal Infirmary, Derby DE1 2QY
edroddy@doctors.org.uk

Elin Jones research registrar in respiratory
epidemiology
Nottingham City Hospital, Nottingham NG5 1PB
elin.jones@Nottingham.ac.uk

1 Loefler I. Why the Hippocratic ideals are dead. BMJ
2002;324:1463. (15 June.)

2 Department of Health. Reference guide to consent for
examination or treatment. London: DoH, 2001.

Either help or do not harm the patient

Editor—Loefler, like many others, believes
(incorrectly) that the concept, “First, do no
harm” has its origin in the Hippocratic
oath.1 The Latin phrase, “Primum non
nocere” (above all else, do no harm) is cited
often and believed to be a major compo-
nent of the oath. The phrase does not actu-
ally appear in the oath. Further, one must
wonder why Hippocrates, a Greek, would,
for centuries, continue to be quoted in
Latin.

The confusion may have arisen from
the fact that during the time of Hippocrates,
doctors were used to administer (for a price)
fatal potions to dispatch unwanted indi-
viduals to their heavenly reward. Hippocra-
tes strongly disapproved of these Hellenic
hitmen and did include in the oath the
phrase, “I will neither give a deadly drug to
anybody if asked for it, nor will I make a
suggestion to this effect.”2

Further, it seems as if “do no harm” is a
distortion, a phrase taken out of context.
According to John Morrison, a doctor and
scholar of Greek antiquity, the phrase is not
from the oath but from the Hippocratic
corpus, “Of the Epidemics,” Book I, section
11, 5 which states: “Practise two things in
your dealings with disease: either help or do
not harm the patient” (personal communi-
cation).

Obviously, what Hippocrates had in
mind was that doctors are there to help the
patients, but if they are unable to help, the
doctor should take care not to harm. The
significance of the distinction cannot be
overlooked.

If a modern practitioner believes that
treatments are ethically acceptable so long
as they “do no harm” to the patient, then it
follows that ineffective treatment is morally
permissible. Overtreatment, superfluous
tests, and unneeded procedures would also
be justified as long as no harm results. Since
a profession that foolishly clings to such a
concept will ultimately face a justified storm
of public indignation, doctors are urged to
take care to avoid such practices.
Arthur L Yeager retired dentist
33 Park Gate Drive, Edison, NJ 08820, USA
alyeager@aol.com

1 Loefler I. Why the Hippocratic ideals are dead. BMJ
2002;324:1463. (15 June.)

2 Ancient medicine: selected papers of Ludwig Edelstein. In:
Temkin O, Temkin CL, eds. “The Hippocratic oath: text,
translation and interpretation.” Baltimore: Johns Hopkins
Press, 1967:4.
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