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STOP press ...  the next big idea is — wait for it — Community Hospitals! Are they
heading for a revival? As we have witnessed increasing specialisation of consultants
and concentration of facilities into larger units the case for intermediate facilities has

gained strength and support. The problem has always been persuading the planners that
this is a serious argument and not simply a nostalgic yearning for a lost golden age. As
Seamark et al reports on page 125, plenty still exist. They identified more than 450, so that
20% of general practitioners have access to community hospital beds. One surprise is that
the numbers have remained steady over the last 25 years. The other is that, on the face of
it, general practitioners know how to use them appropriately (Donald et al, page 95). Geoff
Meades’s editorial (page 91) points out that these hospitals can also be more sensitive to
local needs and interest groups and be a powerful agent for decentralisation.  

At medical school we were taught that diagnosis is the most important thing in
medicine, and diagnosing common conditions, such as asthma, should be bread and
butter. Unfortunately, the reality may not be as good as it should be. This month, two
papers report the use of scoring systems to help diagnosis. One shows the doctors
apparently missing one-quarter to one-third of childhood asthmatics (Frank et al, page
117). The other uses a computer-derived score (filled in by children themselves or by their
parents) as a screening tool and is a reminder that there are no simple cut-off points when
screening (Kable et al, page 112). In any case, it seems unlikely that there will be an
explosion of practices providing patients with computers for self-diagnosis when we
remain so ambivalent about IT, as argued in the Back Pages by Steven Ford (page 161)
and Neville Goodman (page 167).

However, another challenge is to spot the rarities when they turn up. Good general
practitioners are nature’s hoarders of knowledge, throwing nothing away, having minds
like dusty attics stuffed with half-remembered bits and pieces. Elsewhere in the Back
Pages, Peter Sims recounts his successful diagnosis of leprosy in Zambia (page 157) and
Graham Worrall talks about dealing with frostbite and swile finger — although these
appear to be everyday occurrences where he works (page 165). The review from Finland,
examining the success at diagnosing cancer of the tongue illustrates the difficulty: the
patients where, by implication, the diagnosis was not considered at first presentation were
at increased risk of death (Kantola et al, page 106). What rate of diagnostic error is
acceptable?

Old favourites crop up again, in the form of timely reminders. John Bain (page 132)
repeats that it may be difficult to apply the results of research directly to clinical practice.
John Millar (page 130) estimates that 2% of all general practice consultations concern
side-effects of prescribed drugs. Vedsted and his colleagues (page 121) from Denmark
find that frequent daytime use of doctors is associated with frequent use out of hours.
Here, however, there is a half-empty glass: more than half of the daytime frequent
attenders don’t use out-of-hours services at all. Spitzer et al (page 101) shows once again
that rates of streptococcal carriage can be higher in closed communities, surprisingly in
this case among the orthodox Jews of Hackney. 

The most impassioned prose in this month’s BJGP comes in two letters from doctors
replying on the subject of school pupils sitting in general practice surgeries. Both find the
idea completely unacceptable, and Richard Vautrey calls on the medical schools to take a
stand. To their arguments should be added the very strong one that if it does carry any
weight with admissions committees then it is likely to work to the advantage of pupils from
middle-class families. Perhaps general practitioners have been carried away by their
success in medical education over the past 30 years. The separation of undergraduate
and postgraduate teaching organisations, for historical reasons, has always looked
anomalous, and on page 135 Roger Jones and Nigel Oswald pursue the elusive goal of a
curriculum to draw the parts together. With the increasing confidence of the past 30 years
has also come a willingness to listen to voices from a much wider range than the
traditional experts. Our understanding has been enriched by contributions of, for instance,
social scientists and economists, as well as specialists and epidemiologists. In the Back
Pages we introduce a new series of Postcards from non-medics with one from a
geographer (page 158), and on page 160 we announce the eagerly awaited result of the
columnists competition.
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Original articles
All research articles should have a structured
abstract of no more than 250 words. This
should include: Background; Aim; Design of
study; Setting; Methods; Results; Conclusion;
Keywords. (Up to six keywords may be
included, which should be MeSH headings as
used in Index Medicus.)
‘Where this piece fits’. Authors are asked to
summarise, in no more than four sentences,
what was known or believed on the topic
before, and what this piece of research adds.
Main text. Articles should follow the traditional
format of introduction, methods, results and
conclusion. The text can be up to 2500 words in
length, excluding tables and up to six tables or
figures are permitted in an article. References
are presented in Vancouver style, with standard
Index Medicus abbreviations for journal titles.
Authors should try to limit the number of
references to no more than 25. Authors
submitting randomised controlled trials
(RCTs) should follow the revised CONSORT
guidelines. Guidance can be found at
http://jama.ama-assn.org/info/auinst_ trial.html
or JAMA 2000; 283: 131-132. Papers describing
qualitative research should conform to the
guidance set out in: Murphy E, R Dingwall,
D Greatbatch, et al. Qualitative research
methods in health technology assessment: an
overview. Health Technology Assessment 1998;
2(16): 1-13. 

Other articles
Brief reports
The guidance is the same as for original articles
with the following exceptions: the summary
need not be a structured abstract; Authors
should limit themselves to no more than six
references and one figure or table; and the
word limit for the summary is 80 words and for
the main text it is 800 words. 
Reviews These are approximately 4000 words
in length. They should be written according to
the quality standards set by the Cochrane
Database of Systematic Reviews. (www.update-
software.com/ccweb/cochrane/hbook.htm). 
Discussion papers
These are approximately 4000 words in length. 
Case reports 
Where possible, case reports should follow the
evidence-based medicine format (Sackett DL,
Richardson WS, Rosenberg W, Haynes RB.
Evidence-based medicine. Edinburgh: Churchill
Livingston, 1997). They should be approxi-
mately 800 words in length, excluding
references, and may include photos. 
Editorials
Authors considering submitting an editorial
should either contact the Editor via the Journal
office or send in an outline for an opinion.
Editorials should be up to 1200 words in length
and have no more that 12 references. 
Letters
Letters may contain data or case reports but in

any case should be no longer than 400 words.

The Back Pages
Viewpoints should be around 600 words and up
to five references are permissible. Essays
should be no more than 2000 words long.
References should be limited to fewer than 20
in number whenever possible. Personal Views
should be approximately 400 words long;
contributors may include one or two references
if appropriate. The Journal publishes five
regular columnists and we rotate these periodi-
cally. News items have a word limit of 200–400
words per item. Digest publishes reviews of
almost anything from academe, through art and
architecture.

Publishing ethics
The Journal supports the ethical principles set
out by the Committee on Publication Ethics
(http://www.publicationethics.org.uk/). All
authors must declare any competing interests
by completing a standard form which will be
sent to all authors at the conclusion of the peer
review process. All authors must also declare
that, where relevant, patient consent has been
obtained (see http://jama.ama-
assn.org/info/auinst_req .html#patients for full
requirements of informed consent).

Submission of manuscripts
All submissions should be sent via e-mail or on
a floppy disk as an MS Word file attachment in
the first instance. Otherwise, authors should
submit four copies of the manuscript together
with a formal letter of submission signed by all
the authors. 
Authorship
All authors should satisfy the requirements set
out in ‘Uniform requirements for manuscripts
submitted to biomedical journals’
(www.jama.ama -assn.org/ifo/auinst _req.html
or Med Educ 1999; 33: 66-78). Please supply
full details of the names, addresses, affiliations,
job titles, and academic qualifications for all
authors.

The manuscript should be double-spaced,
with tables and figures on separate sheets. In
addition, it is essential that you send us an
electronic version of the paper when it has been
revised. Please supply a word count of the
abstract and main text (excluding tables and
figures). 

Peer review
Almost all articles are sent to two expert
reviewers. Reviewers are currently blinded to
authors’ identities; however, we are moving
towards a system of open peer review.

Copyright
Authors of all articles assign copyright to the
journal when they return the proofs. However,
authors may use minor parts (up to 15%) of
their own work after publication without seeking

written permission, provided they acknowledge
the original source. The Journal would,
however, be grateful to receive notice of when
and where such material has been reproduced.
Authors may not reproduce substantial parts of
their own material without written consent.
However, requests to reproduce material are
welcomed and consent is usually given.
Individuals may photocopy articles for
educational purposes without obtaining
permission up to a maximum of 25 copies in
total over any period of time. Permission should
be sought from the editor to reproduce an
article for any other purpose.

Advertising
Enquiries about display and classified
advertising should be made to the Sales Office,
Royal College of General Practitioners, at the
above address. Tel: 020 7581 3232. Fax: 020
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before the first of the month of issue. Camera-
ready copy can be accepted at a later date. The
inclusion of an advert in the Journal does not
imply a recommendation and the editor
reserves the right to refuse any advertisement.
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Correspondence and enquiries
All correspondence regarding research papers
should be addressed to The Editor, British
Journal of General Practice, at the College
address (e-mail: journal@rcgp. org.uk).
Contributions to the Back Pages should be
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address. Letters to the Editor concerning items
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