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Changes must involve clinicians and
show the value to patient care

Editor—The resignation of Peter Hutton,
from his position as chairman of the
National Clinical Advisory Board of the
National Programme for Information Tech-
nology (NPfIT), has highlighted the lack of
clinicians’ engagement with this £6bn
project.

The advisory board represents a much
needed injection of resources to NHS
information technology systems, which could
bring many benefits to care for patients and
clinicians’ working practices. The Wanless
reports have emphasised the importance of
information technology in the future of
healthcare in the United Kingdom.1 A
national programme could avoid the prob-
lems around interoperability associated with
past failures in NHS information technology
systems.

However, the secrecy surrounding the
procurement phase of the programme has
led to an increasing feeling of unease among
clinician end users. Anxieties prevail about
changes in working practices, usability of
systems, training needs, and the possibility
that political expediency will overshadow
clinical needs.

Aidan Halligan, the deputy chief medi-
cal officer, has been charged with ensuring
clinical engagement with the programme.2

The good news for the Department of
Health comes from its survey, carried out by
Medix, which shows that many doctors are
enthusiastic about the potential of the
national programme, with three quarters of
respondents endorsing it as an important
NHS priority.3

Only 4% of respondents thought, how-
ever, that they had been adequately con-
sulted. The recently announced new Front
Line Support Academy aims to correct
omissions at the leadership level.4 But any

programme of change management
requires the involvement and commitment
of all stakeholders. Consultation should not
be limited to the select group of doctors with
technical skills. The programme requires
major changes in the ways all NHS
professionals work, and the promised
engagement should involve the “average”
clinician in the “average” clinic.

There seem to be few plans to evaluate
the programme, yet the required commit-
ment from doctors will depend on showing
benefits to patient care and the working lives
of professionals. NHS workers “at the
coalface” need to be convinced of the added
value of electronic booking, electronic
prescribing, and a national care records
service.
John Powell chairman
BMA Information Technology Committee, BMA
House, London WC1H 9JP
John.Powell@soton.ac.uk
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Programme erodes confidentiality of
medical records

Editor—At the same time as the Data
Protection Act and the Human Tissue Bill are
making life difficult for doctors and research-
ers in a misguided and unwanted effort to
protect patients’ rights,1 the NHS is eroding
the confidentiality of medical records.

A process of linking hospital computer-
ised record systems has been going on for a
few years. This entails a huge increase in the
number of people who are authorised to
access sensitive medical data—most obvi-
ously pathology data. This obviously reduces
the security of the data, but no consultation
process has taken place about the wisdom of
doing it.

Similarly, and much worse, the national
programme for information technology
proposes that all medical data including
general practice records should be accessi-
ble by doctors across the whole of England

by linking all medical computer systems. It
takes only one corrupt user to access any
medical data for anyone on the system, how-
ever careful the password system.

What seems to be lacking in the present
NHS is common sense and balanced
judgment. We risk a situation in which no
one will be bothered to do medical research
apart from well financed pharmaceutical
companies, while patients ask us not to keep
computer records for fear they will be made
public.
Ted A Willis general practitioner
Bridge Street Surgery, Brigg, North Lincolnshire
DN20 8NT
tedw@onetel.net.uk
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Internet access is a
socioeconomic issue
Editor—The paper by Christensen et al on
delivering interventions for depression by
using the internet is encouraging.1

Researchers are starting to probe more
deeply into the potential the internet has to
offer in medical care. Since the rise and fall
of the dotcom bubble over the past few
years, much has been promised by this new
technology, but the research evidence has
been slower to follow.

This paper, however, further confirms
my suspicion that use of the internet
continues to be socioeconomically deter-
mined.2 Christensen et al show that the
people who gained the most from their
internet intervention were well educated
women in their late 30s. This is particularly
worrying as groups well recognised to be
particularly affected by mood disorders—
namely, old and poor people—do not seem
to be represented.

The explanation may be that old and
poor people in Australia have a similar pat-
tern of internet access to that of those in the
United Kingdom. In the United Kingdom
old and poor people have poor internet
access. Of those over 65 years of age, only
7% have ever accessed the internet.3 Of the
poorest 10% of the United Kingdom’s
population, only 12% have ever accessed the
internet.4

The internet has the potential to offer
much, but access to this resource continues
to be a problem for those who most need it.
Until access issues are addressed, it is hard to
imagine that it will ever replace moreS
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traditional face to face services, and mental
health service providers must resist the
temptation to use it as a cut price way of
providing their psychological treatments.
Geoff Wong general practitioner principal
Daleham Gardens Surgery, London NW3 5BY
Geoffrey.Wong@gp-F83633.nhs.uk
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Sustainability of medical
imaging

Proposed licensing system and consent
procedure are impractical

Editor—It is difficult to argue with Picano’s
premise that it would be a good thing if the
doctors who referred patients for examina-
tions using ionising radiation had a clearer
idea of the risks involved.1 However,
Hardingham is right to point out that his
suggested solution of a “driving licence” is
completely impractical, and is based on a
misunderstanding of the current legislation
for the protection of patients.2

The licensing system he proposes would
be bureaucratic and impossible to administer.
It is also unnecessary. The legislation makes it
quite clear that the referrer’s responsibility is
to provide the practitioner with sufficient
information to decide whether the examina-
tion is justified. Whenever possible, that prac-
titioner should be the radiologist (or nuclear
medicine doctor) responsible for performing
and reporting the examination, who will
hopefully have the requisite knowledge of the
radiation hazard and will be able to make an
informed judgment.

If the licensing were an administrative
nightmare then obtaining written consent
for every exposure would bring radiology
departments to a halt. The concept of coun-
selling all the anxious patients referred for a
chest x ray and confused and alarmed by the
information that they are about to receive an
exposure of 0.02 mSv, which may, or may
not, cause cancer in 30 years’ time hardly
bears thinking about. There may be a case
for this with some of the higher dose proce-
dures, but even here we would need to give it
careful thought. Simply stating the absolute
level of risk (which we don’t actually know
with any degree of accuracy) without any
attempt to put it into the context of the
patient’s illness and the benefits to be
expected, would be unfair on them, and it
would be impossible to do this adequately
for more than a small minority.
Bob Bury consultant radiologist
Leeds General Infirmary, Leeds LS1 3EX
bob.bury@leedsth.nhs.uk

Competing interests: BB is a consultant radio-
logist with a special interest in radiation
protection.
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To obtain informed consent from
everyone is impossible

Editor—Picano asks the impossible in
suggesting signed informed consent for
radiological examinations.1 To obtain con-
sent for every x ray examination, you need
prepared information sheets and forms and
some staff experience. Then consider the
factor of time.

Allow half a minute each for intro-
ducing the documents to the patient,
retrieving and checking the forms, fielding
average questions, and filing the paperwork.
That’s two minutes for uncomplicated, intel-
ligent, unquestioning patients who have
remembered their reading glasses. Now
multiply this time by two or three to allow
for incomprehension, obtuseness, terror,
etc.

Who will obtain consent? A receptionist?
No, because questions on radiation demand
scientific understanding. A radiographer,
perhaps? How many radiographers have we
to spare (let us not even consider radiolo-
gists)?

How many people are needed to take
consent? A medium sized district general
hospital undertakes 100 000 x ray examina-
tions annually, so at least 200 000 minutes
(3300 hours) yearly: that’s two whole time
equivalent trained radiographers.

Where will consent be obtained? Recep-
tion areas are too public. In examination
rooms, while equipment lies idle? Or in pur-
pose built rooms in our palatial depart-
ments?

Now translate this to mobile breast
screening units, where each of about 40
daily examinations is allowed effectively 9
minutes. Uncomplicated consent will snatch
about 20% of the time.

Yes, radiation must be limited, but we
have no time or staff even to vet requests or
check reports now. There are highly
intelligent believers in informed consent,
but why is our trained, knowledgeable,
committed “paternalistic attitude” so
despised? Along with “appraisal” and
“revalidation,” it has become the command
of the idealist politician that our skills are so
misdirected.
Mark Lewars consultant radiologist
Southend Hospital NHS Trust, Westcliff on Sea
SS0 0RY
Mark.Lewars@southend.nhs.uk

Competing interests: ML is a consultant radiolo-
gist with an active role in breast screening.
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Use of healthcare resources in
the last six months of life

Findings should be approached with
caution outside United States

Editor—The article by Wennberg et al on
variation in the use of healthcare resources
at the end of life raises several questions.1

It implies that the frequency of use of
services is associated with workforce supply,
but other studies contradict this. Supplier
induced demand does not explain doctor
variability in Norway,2 and economists have
noted the methodological difficulty of mak-
ing interpretations about supplier induced
demand.3 Variability is still a major phenom-
enon in countries with centrally planned
health systems which have less scope for
inducement, such as the NHS in the United
Kingdom. There is a fine interpretative line
between healthcare activity that is induced
by supply and healthcare activity that varies
because some patients face inequitable
barriers to access. Even if inducement is an
issue in the United States, this interpretation
may not be generalisable to other countries,
given the market orientation of aspects of
healthcare there.

The claim that greater use is associated
with worse outcomes, making variability a
direct risk to patient, requires caution. Given
the difficulty, and perhaps even the theoreti-
cal impossibility,4 of establishing a single
“correct” population rate of use for a health-
care intervention, it is difficult to interpret
doctor variation as inherently bad. If it is not
possible to say what the single, best, popula-
tion rate of treatment should be, why should
we expect clinicians not to vary in their
practice when observed across populations?

The results presented in this paper are
interesting, but their interpretation is very
complex and should be treated with
caution,5 especially when trying to general-
ise to settings outside the United States.
Tom Love research fellow
t.love@tcgp.dundee.ac.uk

Tom Fahey professor
Health Informatics Centre, University of Dundee,
Dundee DD2 4BF
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Paper contains absolutely gorgeous and
diverting sentence

Editor—“However, all patients in the last six
months of life are quite similar with regard
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to at least one critical case mix adjuster—
they are all dead within six months.”1

This sounds like something from a
Woody Allen film: they just don’t write stuff
like this any more. We need more such
(inadvertent) humour in medical writing.
Robert I Rudolph clinical professor of dermatology,
University of Pennsylvania
1134 Penn Avenue, Wyomissing, PA 19610, USA
r-rudolph@comcast.net

Competing interests: I cherish “howlers” like this
one.
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How doctors learn may explain results

Editor—Wennberg et al hypothesise that
marked variation in use of healthcare
resources at the end of life may be
explained largely by varia-
tions in the supply of doctors
and beds.1 Although this may
play an important part, addi-
tional explanations are
needed.

For example, why does
such a large difference exist
between New York University
Medical Center and Mount
Sinai Hospital in the number
of intensive care days per
decedent if the centres exist
in the same city? One clue
may be that many of the hos-
pitals that have low numbers
of intensive care days per
decedent, such as Mount Sinai, University of
California San Francisco, and Massachusetts
General Hospital, also have active palliative
care services with leaders in their field, such
as Diane Meier, Steven Pantilat, and Andrew
Billings, respectively. Informal social net-
works are important means by which these
palliative care services may have far reach-
ing impacts on the culture of the institutions
in which they exist.2

In other words, the manner in which
doctors learn, and from whom and what
they learn, may be an important means of
understanding the results of Wennberg et al.
Rachelle E Bernacki Robert Wood Johnson clinical
scholar
University of Chicago, 5841 South Maryland
Avenue, MC 2007, Chicago, IL 60637, USA
rbernack@medicine.bsd.uchicago.edu
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Author’s reply

Editor—Love and Fahey show a fundamen-
tal confusion about two distinct questions:
whether there is an association between

healthcare resources and healthcare use,
and why such an association exists.

The validity of the first hypothesis has
been understood for many decades in the
United States and in countries with central
health planning.1 2 Its original incarnation
was “Roemer’s law”: that a hospital bed,
once built, tends to be filled. Our contribu-
tion is to note the wide variability of use for
similar patients, even in high quality hospi-
tals, and even within the same city. Since
occupancy rates tend not to vary across
hospitals, the only way hospitals can
provide more days in intensive care units to
their patients is to maintain relatively more
intensive care beds.

The second question is whether
these variations in utilisation and resources
are because of “supplier induced demand,”
or because of “demand induced demand”:
differences across regions in health sta-
tus, preferences, or access to care. Our

empirical results are valid
under either explanation.
Although it is difficult for us
to explain our results in
light of demand factors
(particularly in light of
Fisher et al3), readers are
free to interpret them as
they choose.

We are delighted that
Rudolph has noticed our
own modest attempt at
ironic humour, which is per-
haps more familiar to Brit-
ish than American readers.
We hope that its use has
“increase[d] the effective-

ness of a persuasive message.”4

Finally, we entirely agree with Bernacki.
Network and organisational factors in
hospitals are strong contenders in explain-
ing hospital specific variations in the United
States.
Jonathan S Skinner John French professor of
economics
Dartmouth College, Hanover, NH 03755, USA
Martha.M.Smith@Dartmouth.edu
On behalf of the research team
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Alcohol evidence and policy

Harm reduction strategy is triumph of
spin over substance

Editor—Some years ago the Australian
health ministers decided on a policy to
reduce total alcohol related harm in their

communities. One goal was to reduce the
average per capita consumption of alcohol,
the ministers having accepted that this was
an evidence based approach. In 1990
Hawks wrote a most disturbing article on
how this process had been hijacked by the
alcohol industry and the rest is history.1

Last year’s alcohol summit in New South
Wales was a reminder that if governments
leave these problems alone they do not go
away.

Now, Plant tells us, the same lobby group
seems to be at work in the United Kingdom,
ensuring that those most dangerous of the
mad scientists, those who insist on an
evidence base for policy, are put in their
place.2 As Marmot explains, although the
evidence supporting a reduction of con-
sumption as a means to reduce harm is
solid, education (intergenerational buck
passing given a new spin) and better
treatment is the government’s preferred
option.3 One has to conclude, since the
prime minister’s committee has seen the
same evidence, that this approach has been
chosen precisely because it is unlikely to
work too well. For the public to accept this
approach implies that the dogma of
consumer sovereignty and individual
responsibility still dazzles and confuses the
senses.

The evidence of mounting harm from
increasing alcohol use, and of the failure of
current interventions, is in the United
Kingdom, as in Australia, as obvious (some-
times literally) as a punch in the mouth.
This is another triumph of spin over
substance.
Rod MacQueen clinical director
Drug and Alcohol Service, Mid Western Area
Health Service, Bloomfield Hospital, Orange, NSW
2800, Australia
rod.macqueen@mwahs.nsw.gov.au

Competing interests: None declared.
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Alternative tax strategy is possible

Editor— Plant discussed the alcohol harm
reduction strategy for England.1 Large tax
increases may be politically unacceptable,
but who could cavil at a progressive applica-
tion of tax according to the amount of alco-
hol in the purchased item?

If alcohol were taxed at so many
pence per gram (instead of per pint or bot-
tle, as at present), then consumers could
choose more readily between inexpensive
low alcohol drinks and pricey high alcohol
items. The price mechanism, which is
known to work, would be used and a modi-
cum of consumer education would take
place with every visit to the bar or
off-licence.

Analogous arguments apply to energy
taxation policy—if energy were uniformly
taxed at so many pence per kwh contained
(whether the fuel be solid, liquid, gaseous, or
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electric current) then the true cost of our
energy exploiting lives would become
apparent and behaviour would change—
rapidly.
Steven Ford general practitioner principal
Haydon and Allen Valleys Medical Practice,
Haydon Bridge, Northumberland NE47 6LA
sford-hb@dircon.co.uk

Competing interests: None declared.
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Decimalise measure of alcohol

Editor—With respect to Plant’s editorial on
the alcohol harm reduction strategy for
England,1 the “unit of alcohol” was really
intended to suit imperial measure, but it is
far too complex and vague to be of any
practical use to people on an evening out, or
even in.

Most people could manage the concept
of actual millilitres of alcohol in each glass
and keep a running total. It would be ideal to
provide a simple pharmacokinetic chart
linking millilitres consumed, body mass
index, and liver function to failing the
breathalyser test, but it would be a useless
defence in court.

In short: no units, just millilitres.
George J Addis retired consultant physician
49 Whittingehame Court, 3 Daventry Drive,
Glasgow G12 0BQ
gjaddismd@aol.com

Competing interests: None declared.
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Beliefs and evidence: asking question
might help

Editor—Marmot’s editorial on alcohol
evidence and policy illustrates a common
human trait: people’s willingness to take
action influences their view of the (scientific)
evidence.1 This trait is evident in us all—but
in some more than others.

If you are in the business of trying to
influence policy and/or win hearts and
minds, it is wise to be aware of this
and to what degree the individual or
group has this trait. Individuals or groups
form very strong views or beliefs about
something as they go through life and may
have compelling reasons to stick with that
view, despite good evidence that they
may be wrong or misguided. Asking the
question “What would it take to change
your mind about this?” can at least guide us
to where our efforts at change can be best
targeted.
Denis Colligan general practitioner
Whitley Road Medical Centre, Collyhurst,
Manchester M40 7QH
denis.colligan@northpct.manchester.nwest.nhs.uk

Competing interests: None declared.
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Evidence base: rock of
certainty or shifting sands?

Where is the evidence for “evidence
based”?

Editor—Like Dewhurst,1 I am uncertain of
the newly popular term “evidence based” for
it implies, without directly stating, that past
practices in mental health were not evidence
based. They were. The evidence base was,
however, limited and often basely false.

When a term garners acceptance as
swiftly as “evidence based” has done, one
would be wise to examine it closely.

How many people are using it simply to
mirror a popular language use, and how
many intellectually apply it with a concerted
degree of integrity? Certainly past practices
travelled in the same manner, and their
equally broad acceptance was taken as an
indication of evidence.

Where is the evidence for evidence
based?
Harold A Maio consulting editor, Psychiatric
Rehabilitation Journal
8955 Forest Street, Fort Myers, FL 33907, USA
khmaio@earthlink.net

Competing interests: None declared.
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Not a rock of certainty—but stepping
stones?

Editor—In his personal view Dewhurst dis-
cussed his problems with evidence based
medicine.1 I spend most of each day access-
ing, appraising, and synthesising research
evidence to answer a range of clinical
questions, but no one would suggest
that—lacking, as I am, in both a medical
degree and clinical experience—I should
undertake to treat patients based on the
information I collect.

Evidence based practice is not practice
directed by research evidence. Evidence
based practice is the judicious use of
research evidence, based on a clinician’s
expertise and experience, in light of the
patient’s preferences. Research evidence
does not supersede the challenging role of
the doctor in clinical decision making, but it
can support it. Just as diagnostic tests
provide additional, helpful information but
don’t dictate patient management, research
evidence provides further, hopefully useful
information, but can’t and shouldn’t dictate
practice. As both a patient and an evidence
based practice researcher, I fervently hope
that doctors still observe and think.
Tari J Turner research officer
Centre for Clinical Effectiveness, Monash Institute
of Health Services Research, Monash Medical
Centre, Locked Bag 29, Clayton, VIC 3168,
Australia
tari.turner@med.monash.edu.au

Competing interests: TJT is employed to
facilitate the implementation of research evi-
dence in clinical practice.
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Universal consent form might
help
Editor—I wrote the “universal consent
form” below a few years ago, but it now
seems germane in view of the editorial by
Furness and Sullivan on the new human tis-
sue bill.1

“By signing this I agree that my doctor is
a reasonable person, applying common
sense and trying to do his or her best in cir-
cumstances for which society takes collec-
tive responsibility. My doctor will attempt to
do the best possible, but I accept that
nobody is perfect and human beings are
only human. In particular, any effective
treatment is not without side effects and all
tests are fallible; in an attempt to reduce
risks to a minimum, I understand drugs and
procedures may have been tested on
animals first. I accept that my doctor may
not mention every possible side effect or
complication because life is too short and
he or she understandably wishes not to
worry me unnecessarily.

“My doctors or their delegate(s) can
access and make available to others
anything of use to me, my situation, my
family, or other humans or animals. For
medical science to progress I accept clinical
trials are necessary, but I will not complain if
my case cannot be included in a clinical trial
or study. Any tissue, gas, liquid, or solid
removed, expelled, exhaled, evaporated, or
derived from my body ceases to be my
property; I understand that my body is no
different from any other organism, in that
ultimately all its components will be
recycled in, for example, the carbon and
nitrogen cycles.

“I agree to a postmortem examination
of my body, given that that is the only way of
finding out what really went wrong in the
end, and that it will benefit society as a
whole, if not my nearest and dearest as well.
All this does not affect my right to sue for
damages in case of, for example, negligence,
but I take responsibility that the overall cost
of thus disaffecting the system may ulti-
mately be to mine and everyone else’s disad-
vantage.”3

Ian M Frayling consultant in genetic pathology
Institute of Medical Genetics, University Hospital of
Wales, Cardiff CF14 4XW
ian.frayling@cardiffandvale.wales.nhs.uk

Competing interests: IMF is a doctor, patholo-
gist, patient, and member of society.
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