
Theme issue for patients

A picture tells a thousand words

Editor—It’s become a ritual. First thing
every Friday morning I log onto the BMJ,
anticipating some interesting feature, latest
research news, and generally to keep myself
informed. This morning, however, was a dis-
aster. Smith talks of “patient partnership”—
but what I saw smacks of paternalism and
tokenism.1 I am not necessarily referring to
the content.

The layout, design, and visuals are
enough to confirm my point. Why does an
issue for patients have to be adorned with
huge headers, glossy pictures, and a delicate
swirl of colour here and there? Is the
assumption that patients’ attention span is
possibly less than that of a health profes-
sional, or that their eyesight is generally
poorer, or that their intellectual interest will
be attracted only via the visual? It is ironic
that an issue claiming to spur on this
collaborative and “equal” relationship
between doctor and patient should so
blatantly reinforce the stereotypical and
assumed differences.
Rosetta Manaszewicz steering committee member
Breast Cancer Action Group (Victoria), PO Box
381, Fairfield, Victoria 3078, Australia
rmanasz@optushome.com.au
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Losing core readers?

Editor—I’m not sure I like the new look
BMJ. It’s difficult to tell the adverts from the
articles. The guest editor, Lynn Eaton, talks
about managing the changing doctor-
patient relationship and says it’s going to be
a challenge for everyone involved in health
care.1

Thinking about this, I wonder why
asking for the date of women’s last
menstrual period (for example, on x ray
request forms) is still used as a substitute for
asking them if they could be pregnant. It
implies they can’t be trusted to know.
Jennifer Caddy consultant anaesthetist
Pontefract General Infirmary, Pontefract, West
Yorkshire WF8 1PL
jennifer.caddy@panp-tr.northy.nhs.uk
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Target audience is of interest

Editor—With reference to the article by
Eaton,1 I am curious to discover the real tar-
get audience of this issue. I was directed to it
by an enthusiastic and exceptionally
approachable paediatrician—now how often
does that happen?

Certain sections of the public and
patients will continue to use information,
research, and services beyond what is meted
out by the NHS and its practitioner body,
and others would not and cannot. Is that
what is meant by a two tier healthcare
system?

Having said that, access
to information does not nec-
essarily empower the enquir-
ing patient unless the quali-
fied practitioner is willing
and sensitive enough to put
it in perspective for practical
application. Some profes-
sionals feel threatened, oth-
ers are still open to new
approaches from unex-
pected sources, although this
is initially demanding of their
time and resources. In the
long term it would decrease
demand as the element of
self management comes into play.

Maybe one could argue that the sense of
powerlessness and disenfranchisement
experienced by a sizeable section of the
population could be measured against the
above as equally undemanding of their first
line service providers’ time.
Maddalena C Feliciello carer, home and school
mcfeliciello@yahoo.co.uk
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Why does the media want to lead
doctors?

Editor—The editorial comment by Smith is
characteristic of the worst kind of wrong
thinking—in that it is only half wrong and so
escapes comment on the basis of the part
that is half right.1

He is right that we all consider patient
interests of the greatest importance and
acknowledge the need to represent their
views in clinical issues. He is right that the
interests of individual patients have some-
times been placed second to the educational

value of presenting them. The recent depar-
tures with evolving case histories were inter-
esting, including the patients’ contribution.
However, he is wrong on all the rest. He is
wrong to scorn the NHS on the basis that it
does not share the priorities and infrastruc-
ture of a commercial supermarket. He is
wrong to consider it offensive to patients
that doctors write professional letters to
each other that contain information that is
more complex and less accessible than a
patients’ information leaflet.

It is offensive to doctors to read his
proclamation of his mission to lead us into
his perceived territory of our politically
directed destiny. The general media are

already full of poorly
expressed and unrepresenta-
tive material that has more to
do with the egos of journal-
ists than the subject matter.
The BMA has recently
shown how unhitched it has
become from mainstream
doctors by the attempt to
thrust politically engineered
contracts down our throats.

Perhaps Smith’s com-
ment is a warning of the
same disease affecting the
priorities in the editorial
office of the BMJ. There may
be a vacuum of effective
medical leadership, but that

is not an invitation to medical editors to step
into the breach.
David A de Berker consultant dermatologist
Bristol Royal Infirmary, Bristol BS2 8HW
david.deberker@ubht.swest.nhs.uk
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Real issue is time and money

Editor—I read with interest the patient cen-
tred issue,1 but I looked in vain for discussion
of two vital and related issues—time and
money. Although doctors want to do the
best for their patients, they increasingly lack
one of the most important resources
required, namely time. Government targets
cause clinics to be overbooked; managers
urge their clinicians to aim for the five
minute consultation; more and more non-
clinical activities are introduced into the
working week, reducing time spent with
patients. It is not possible to have the discus-
sions that patients want when there are 20
more people sitting outside the door and
the registrar is absent after a night on. All
the empowerment of patients in the world
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will not free up doctors to listen to the
degree that they would wish, and until
consideration is given to this problem there
will be limited scope for the partnership that
you promote and doctors and patients seek.

Related to this is the fact that patients
can only get the NHS that they are prepared
to fund. If they will only pay enough taxes to
purchase a second hand car it is no use
turning up in clinic expecting a Rolls-Royce
service. In your consideration of the doctor-
patient partnership I see no exploration of
this direct relationship between the taxpayer
and patient and the service that is available,
nor any attempt to imply that the patient
may bear some responsibility for a less than
adequate health service.
Jacky Davis consultant radiologist
Whittington Hospital, London N19 5NF
drjcdavis@hotmail.com
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Negative stereotypes are becoming
ingrained in national psyche

Editor—I found the patients’ issue thor-
oughly depressing.1 As a doctor in training, I
am presented, on a daily basis, with evidence
implying that doctors are, variously, self
serving, arrogant, poor communicators,
unconcerned with their patients, lazy, insuffi-
ciently expert, dangerous, negligent, in the
pay of big business, reactionary, Luddite, and
rude. These stereotypes are peddled by the
media and are becoming ingrained in the
national psyche.

I was disappointed to see very few (if
any) contributions to the patients’ issue from
doctors who currently face patients in an
emergency, at unsocial hours, in dismal sur-
roundings. These patients present with
unrealistic expectations, which have been
constantly inflated by government spin and
the gross commercialisation of society. I
believe that the patients’ issue merely served
to add insult to a group of healthcare work-
ers who, in general, are striving to provide
better care every single day, in difficult
circumstances, and I was galled to have my
perceived shortcomings yet again high-
lighted, in a journal so closely allied to my
union and professional organisation. It may
well be that the BMA does not actually fund
the BMJ directly, but I, for one, will be asking
the association to clarify this relationship in
more detail.

A better relationship between doctors
and patients is a fantastic goal, but it will not
be advanced by sending covert messages
that doctors are always to blame when
things don’t go right.
Remy McConvey senior house officer psychiatry
Manchester Royal Infirmary, Manchester M13 9WL
mcconvey@bigfoot.com

Competing interests: RM is a practising senior
house officer in the NHS.
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Summary of rapid responses

Editor—The theme issue for patients with
its unusual layout and unfamiliar articles
resulted in a predictably large number of
responses, most from the United Kingdom.
They were penned mainly in reaction to
Smith’s introductory note, From the editor,
which offered an analogy between hospitals
and supermarket car parks; to the guest
editor’s comment, and to Hammond’s end
piece.1–3

Many respondents did not like the
layout and design of the issue. Patricia
Wilson found it only slightly overdone,
although she appreciated that it was for a
different target audience. John Baines just
said “No!” and Philip Munro found it
difficult to read. Peter Wilson, also from the
United Kingdom, even threatened to resign
his membership from the BMA if this were
the future look of the journal, a sentiment
echoed by his compatriot Mary Lyons.

Elizabeth Campbell found the issue
more modern, and Frank Wells regarded it
as a breath of fresh air. Jay Ritzema wanted
to know whether it would be competing with
magazines and whether the cover price
would be reduced accordingly. Andrew
Beggs was firm that the BMJ is for doctors
and is not the Nursing Times.

Opinions on content were similarly
divided. Several criticised the analogy of
supermarket car parks because doctors,
unlike supermarkets, do not need more cus-
tomers (Declan Fox, Canada) and no super-
market staff would help customers at 2 am
(Heinz Weizel, Canada). Syed Viqar Ahmed
pointed out that, like supermarket staff, doc-
tors also need good working conditions.
Paul Duff from Australia simply concluded
that the BMJ had gone soft.

The idea of partnership between doc-
tors and patients found various reactions.
Elizabeth Campbell recommended that
doctors should all be talking to patients
more. Various authors thought that partner-
ship had always been at the heart of
medicine, although the relationship might
need clarification. Sergio Stagnaro (Italy)
and Susanne Stevens both emphasised the

“we” approach to partnership that both doc-
tors and patients should be taking.

In her letter (above) Jacky Davis takes the
argument further in pointing out that the
responsibility for partnership lies with both
parties. However, a lack of time and money
currently limits the scope for the partnership
that is promoted. Time for serious thought
about partnership on both sides of the fence?
Birte Twisselmann technical editor
BMJ

Competing interests: None declared.
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Digestive and nutritional
factors may explain lower
prevalence of coronary disease
in indigenous peoples
Editor—The report Health Disparities Expe-
rienced by American Indians and Alaska
Natives, which was summarised in the BMJ ’s
news section,1 shows that American Indians
and Alaska Natives have a much higher
prevalence of diabetes than all other US
racial populations, but it does not refer to
the reverse of this disparity in coronary
heart disease.

Pima Indians and Alaska Natives experi-
ence less coronary heart disease than
American whites and, outside the United
States, Afro-Caribbeans, and South African
blacks also have less coronary heart disease
than white people despite a high prevalence
of diabetes. Greenland Eskimos, the Masai,
Tibetan highlanders, and some Polynesians
and Melanesians are other indigenous
peoples who experience less coronary heart
disease than expected.2 All these peoples
have in common a low prevalence of
persistent high lactase activity in adulthood,
which is associated with a low intake of
lactose from milk.3

These digestive and nutritional features
contrast with those of the “coronary prone”
north Europeans and their overseas
descendants, who have a high prevalence of
persistent high lactase activity and a high
intake of lactose. Persistent high lactase
activity is genetically dominant, and milk is
an inexpensive source of nutrition, so global
health could require trends in prevalence of
persistent high lactase activity and in milk
intake of indigenous peoples to be moni-
tored.2 It is also high time for the hypothesis
that a high intake of lactose is a risk factor
for coronary heart disease to be tested by
clinical trials of minimal lactose intake for
prevention.2 4

Jeffrey J Segall general practitioner (retired)
308 Cricklewood Lane, London NW2 2PX
j.segall@doctors.org.uk

Competing interests: None declared.
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Patients’ preferences need
thinking through for the NHS
Editor—Kennedy comments that a mature
culture will settle on sharing power and
responsibility, on a subtle negotiation
between professional and patient about
what each wants and what each can deliver.1

But how will clinicians and health policy
makers react to patients who want the least
effective treatment, which may also be less
cost effective for the health service in the
longer term?

That this scenario could arise is
indicated by the results of our pilot survey
among patients with angina of their
preferred treatment for coronary artery dis-
ease. Patients’ views on the range of invasive
to less invasive treatments were diverse.
However, although surgical treatments
(such as coronary bypass surgery) were
generally perceived as effective, they were
also described by respondents in negative
terms, such as invasive and frightening, and
were to be avoided altogether or delayed
until they became unavoidable (until the
condition becomes life threatening). This
attitude was particularly prevalent in
women and in older patients (aged 75 and
over).

A larger study, including modelling the
results on healthcare costs and outcomes, is
required next, but the consequences for
the NHS of large numbers of patients
opting for treatments other than those that
are clinically indicated need thinking
through.

Ann P Bowling professor of health services research
Department of Primary Care and Population
Sciences, University College London (Royal Free),
London NW3 2PF
a.bowling@ucl.ac.uk

Gene Rowe senior research scientist
Nigel Lambert acting director
Consumer Sciences Group, Institute of Food
Research, Norwich NR4 7UA

The following are coauthors of this letter: Shah
Ebrahim, professor of epidemiology of old age,
Department of Social Medicine and MRC Health
Services Research Collaboration, University of Bris-
tol; Richard Thomson, professor of epidemiology
and public health, School of Population and Health
Sciences, University of Newcastle on Tyne; and
Michael Laurence and Jamie Dalrymple, general
practitioners, Norwich.
Competing interests: None declared.
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Doctor-patient communication
in developing countries
Editor—As in the United Kingdom,
patients in Guinea consider communication
with health professionals important.1 2

Unfortunately, in developing countries,
biomedicine is the dominant paradigm,3 and
poor communication is the rule in public
services.4 Why does communication weigh
so little in health policies in developing
countries?

The biomedical model was widely
disseminated during the colonial period.
Fifty years later, interventions to control dis-
ease are still the key delivery pattern for
public services. Quantitative objectives pre-
dominate and clinical decision making is
hyperstandardised at the expense of indi-
vidually tailored care.

The problem is not limited to public
facilities. Although the private sector may
have a reputation for offering a better
doctor-patient relationship and more confi-
dential care, there are plenty of reasons to
doubt the presence of a patient centred
approach even here:
x Patient centred care is barely reflected in
the medical curriculum in developing coun-
tries3

x Private practitioners may have little inter-
est in non-lucrative preventive actions5

x Maximisation of income may conflict
with promoting patient autonomy.5

Consequently, shared decision making
about case management, an essential
element of patient centred care, is difficult
to achieve. Greater emphasis on patient
centred care could improve communication
between doctors and patients in developing
countries and increase the effectiveness of
care just as it can in developed countries.
We urge aid agencies and governments to
consider the patient centred approach as
the object of a specific initiative encompass-
ing in service training, coaching, and
reorganisation of health services for these
regions.
Jean-Pierre Unger senior lecturer
Patricia Ghilbert research assistant
pghilbert@itg.be

Department of Public Health, Institute of Tropical
Medicine, 155 Nationalestraat, D-2000 Antwerp,
Belgium

J Pip Fisher clinical lecturer
Liverpool School of Tropical Medicine, Liverpool
L3 5QA
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Copying letters to patients

Mental health professionals are in fact
likely to support this initiative

Editor—Copying letters to patients is more
exciting and more challenging than Essex
allows in his perspective.1 How sad that he
chooses to single out groups that he thinks
make “most objections to copying letters to
patients”: administrators, providers of health
services to adults, and mental health profes-
sionals. He says that mental health profes-
sionals rarely communicate with others,
commenting that “no one knows what they
do, and they can’t be accused of not sending
copies of letters if there are no letters.”

Mental health professionals have been
providing copies of the care programme
approach plans to patients and carers for
many years. This documentation normally
includes assessment of need, the care
programme (who is carrying out what tasks
as well as including drug treatment and side
effects), a contingency plan (what to do to
prevent something going wrong), and crisis
plans (what to do in a crisis if things do go
wrong).

Essex may also not be aware that
psychiatrists have been preparing detailed
reports for mental health review tribunals
for many years and that these reports have
been routinely made available to the patient;
only on rare occasions is a piece of
information kept hidden after an assess-
ment of risk.

I am optimistic that mental health
services in general, and psychiatrists in
particular, will be enthusiastic supporters of
copying letters to patients, provided that the
operation of the process is planned properly
and rare risk exceptions in which the patient
or others could be seriously harmed are
carefully articulated.
David Roy consultant psychiatrist
South London and Maudsley NHS Trust, London
SE1 7NX
David.Roy@slam.nhs.uk

Competing interests: None declared.
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Doctors should tailor their practice to
cater for individual patients’ needs

Editor—We agree with some aspects of
Essex’s article but think that his comments
on mental health professionals lack insight.1

Open communication is a crucial part of the
therapeutic relationship, and we know
patients appreciate having written infor-
mation about their care.2

A survey we performed of 50 older adult
psychiatric outpatients and 38 carers
showed that most (89%) wanted a letter
about their treatment and care. Essex thinks
that this should ideally be in the form of a
letter written to the patient. Again, our
survey supports this idea as most subjects
(75%) wanted their own letter rather than a
copy of the one sent to the general
practitioner. However, this does not
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reflect the proposal laid down in the
NHS Plan, which states that all corres-
pondence between clinicians about a patient
will be copied to the patient automatically.3

In psychiatry copying letters to a patient
is not advisable in certain circumstances: if
the patient lacks mental capacity or when
there are serious concerns about risk. Our
anxieties are not founded in our own fears
of having to share difficult information or
being accountable for our actions, policy
being inflexible and politically correct rather
than evidence based.

Paradoxically, the plan is itself a pater-
nalistic manoeuvre, implying that the “pow-
ers that be” know what is best practice for
patients. A better way would be to treat
patients as individuals and tailor doctors’
practice to suit each patient’s wishes and
needs.
Jenny Dale senior house officer, psychiatry
jennydalliance@yahoo.com

George Tadros consultant psychiatrist
Susan Adams clinical psychologist
Nikhila Deshpande specialist registrar, psychiatry
Queen Elizabeth Psychiatric Hospital, Birmingham
B15 2QZ
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Most patients want copies of letters from
outpatient clinics and find them useful

Editor—Chantler and Johnson proposed
action research on the proposal to send
patients copies of clinical correspondence,
and Essex discussed the issue of copying let-
ters to patients in the patient issue.1 2

Since April 2002 we have offered all
patients the option of receiving copies of let-
ters to their general practitioner from a
chest and cardiology clinic. Of 1717
monitored consultations, 1504 patients
(87.6%) wanted copy letters. This rate has
increased to above 90% and stabilised. There
was no difference between the choices of
new patients or patients being followed up
or between general clinics and a designated
lung cancer clinic.

Altogether 63 patients who had received
copy letters completed a questionnaire; 62
had read the letter and only two were dis-
satisfied with the content. A total of 59
patients (94%) would wish to receive further
letters. Patients found that the letters helped
them understand their diagnosis and treat-
ment and to communicate with their
doctors.

No patient was offended by any letter,
but two patients were confused by the
content. Altogether 14 patients were a little
worried by the content, but only one patient
was very worried. Two patients reported
wrong information about their illness (none
major) and one patient reported errors in
the drug list.

Some of the clinicians now dictate the
letters while the patient is present to further
reduce these errors.

We agree with Chantler and Johnson
that most patients (even those with cancer)
wish to receive copy letters and most
patients find them useful. However, it is
essential to offer patients a choice in this
matter because some patients do not wish to
receive copy letters.
B Ronan O’Driscoll consultant respiratory physician
ronan.o’driscoll@srht.nhs.uk

Jan Koch senior house officer in medicine
Constantinos Paschalides house officer in medicine
Hope Hospital, Salford M6 8HD

The following medical staff also contributed to the
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respiratory physician; Paul Sullivan, consultant
respiratory physician; Murad Ghrew, consultant
physician; Anne Cooper, consultant cardiologist;
Peter C Barnes, consultant cardiologist and execu-
tive medical director.
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Involving children is important
Editor—Your otherwise commendable
issue on patients’ involvement of 14 June
omitted an important part of the debate: the
health care of children and young people.
Typically when we say patient we think adult.
The result is the unintentional exclusion of a
high proportion of patients: those under 18.

As Alexander asserts,1 the NHS patient
is in a weak position—and if this is true for
adults, it is doubly so for children. Parents
and carers may be key mediators during the
early years, but as children grow in
competence they will want to ask their own
questions and have them answered in ways
they can understand. As they reach the teen-
age years they may well wish to be in
complete control of communication about
their health.

Like adults, children and young people
want to be partners in their own health care,
especially those children with conditions
that will require a lifelong engagement with
health professionals. We have to take
responsibility for providing a service that
can fulfil that aim. Listening to children is a
requirement for all government depart-
ments, monitored by the children and young
people’s unit. Patients’ involvement in the
NHS is no exception. By giving healthcare
professionals both the skills and the will to
engage proactively with children we can
help deliver a relevant, well loved, and well
used public service—a mission that must
surely be in all our interests.
B J Hearn director, policy and innovation
National Children’s Bureau, London EC1V 7QE
bhearn@ncb.org.uk
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Cabbage leaves

Cabbage leaves can help inflammation of
any body part

Editor—I was amazed to see the photo-
graph submitted by Utting and Currall.1 Not
amazed that a cabbage leaf was used, but
that this was considered newsworthy.

Cabbage leaves are often used by breast-
feeding women to soothe engorged painful
breasts. Their success in my personal trial of
one has led to my recommendation of them,
not only to breastfeeding women but to any
one with an acutely inflamed bodily part,
with reasonable success.

A cabbage stored in the fridge is cheaper
than any of the exciting gel filled pouches
you can buy, and the leaves conform well to
a variety of anatomical shapes.
Alison Munns general practitioner
Hall Grove Group Practice, Welwyn Garden City,
Hertfordshire AL7 4PL
alison.munns@btopenworld.com
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Cabbage leaves are poor man’s poultice

Editor—Freshly washed cabbage leaves are
known in European folk medicine as the
poor man’s poultice. There is nothing new
about this ancient remedy used to help
reduce all types of painful swelling. You may
even find that there is a cache of cabbage in
the fridge of your local maternity unit.

So there is nothing freakish or stupid
about the woman pictured in Minerva who
used it over her painful knee.1

Helen M Woodman registered breastfeeding
counsellor (voluntary), National Childbirth Trust
4 Greenfield Way, Storrington, Pulborough
RH20 4PY
hmaybfc@aol.com
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