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People with learning disabilitiesin
the community: where do we go
from here?

Sir,

with specialist services by developing

shared care arrangemehts.

Classification of Mental and Behavioural
disorders: Clinical Description and
Diagnostic Guidelines. Geneva: WHO,

Those on special needs registers may
also have many additional health needs.3.
These include problems with communica-

1992.
Singh PPrescription for Change. London:
Mencap, 1997.

There has been no fanfare announcing thlon, sight, hearing, behaviour, epilepsy, 4
almost complete emptying of the |argeC0nt|nence, and ObeSIty. Patients treated
mental handicap hospitals, where oveith CNS drugs, for example, anticonvul-
60 000 patients were accommodated 3@ants and antipsychotics, require monitor- s.
years ago. Now there are less than 3000ing. Some people with a learning disabili-
many of whom may prove difficult to ty underconsult and have difficulties

resettle. accessing health servicésncluding

Overall, the shift into the community is Screening. For these reasons, manye.
a great accomplishment, and patients havauthorities recommend proactive health
benefited from the freer structure of com-checks:**but the few reports of health
munity care. The majority of people with checks available confirm many un-
moderate, severe, and profound learningddressed probleni§.Health checks need
disabilitie¢ remain those who have adequate funding and a good database.

Royal College of General Practitioners.
Primary Care for People with a Mental
Handicap. [Occasional Paper 47.] London:
RCGP, 1990.
Martin DM, Roy A, Wells MB. Health
Gain through Health Checks: improving
access to primary care for people with
intellectual disabilityJ Intell Disab Res
1997;41: 401-408.
Wilson D, Haire A. Health Care Screening
for People with Mental Handicap living in
the CommunityBMJ 1990;301: 1379.
. Lindsey M, Russell @nce a Day. A

Good Practice Guide for Professionals
working with People with Learning
Disability. London: NHSE, 1999.

by their family and, as adults, often Primary care groups should consider how .
attending social education centres. All into implement them. Recommendations inOut-of-hours palliative care

all, there are roughly 200 000 suchthe recent NHS Executive publication

patients in the UK: a prevalence of aboutonce a Day’ include appointing a lead Sir,

3-4/1000.

person, registers, regular checks, andhe letter by Mundayet al (June

How about the mental and physical€Stablishing integrated care pathwaysjournal)! highlights several important
health needs of these patients? Of cours@€tween primary and specialist carepoints regarding out-of-hours palliative
those with complex neurological needst®ams. If implemented, these may lead t@are. Their practice of faxing the coopera-
remain under the supervision of consultanflelivery of a service promising a healthiertive with details of terminally ill patients

psychiatrists specializing in learning dis- future for our learning disabled patients.
abilities. Reconfigured community learn-
ing disability teams include nurses and
social workers, who support clients and . o .
their families, arrange respite care, and-€arning Disabilities Working Group
usually hold special needs registers. Red Roofs

All people with learning disabilities Nuneaton
now in the community should be on theWarks CV11 5TW
list of a GP. This means that the averagé-mail: GHBMartin@doctors.org.uk
GP with 1800 patients will now have six
or seven patients with moderate, severe,
and profound learning disabilities. A pri- . o
mary care group of 50 doctors may have-aculty of Learning Disabilities
over 300 such people; the communityRoyal College of Psychiatrists
learning disability team may serve thelondon
same locality and may have identified
these patients on their special needs regidR€ferences
ter. The primary care team are the princi- 1. Lindsey M.Signposts for Successin
pal providers of general health care to %G?ggpg‘goa?gvmﬁvgg%meanh
people with learning disabilities in the Ga 9

\ Disabilities. London: NHSE, 1998.
community, and so should work closely 2. World Health OrganisatioiThe ICD 10

GRAHAM MARTIN

MARY LINDSEY

British Journal of General Practice, September 1999

is an excellent innovation, which will
allow palliative care patients to be treated
appropriately.

There is, however, a lack of understand-
ing of the availability of 24-hour, on-call
emergency pharmacy. While acknowledg-
ing that many GPs carry a limited supply
of drugs and may not carry any opiates,
the drugs that may be necessary to allow a
terminally ill patient to remain at home
can always be obtained at any time of day
or night by contacting the duty on-call
chemist, whose number can be obtained
from the police. Additionally, local hos-
pice staff are always available to advise
on appropriate medication and will, in
some circumstances, loan equipment (e.g.
syringe drivers) and occasionally drugs
out of hours.

The above measures should hopefully
mean that palliative care patients are given
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appropriate care out-of-hours regardless oélways difficult, and although we may ology to allow research questions to be
whether the on-call GP is part of a depu-have failed to detect a real influence atrapidly developed into a detailed research
tizing service of cooperative. work in selected patients only, at least ouprotocol. The workshop design allowed
Admitting a terminally ill patient to a study was of a representative and well-practising clinicians (general practitioners
hospice or hospital and sending them in anlefined sample. and practice nurses) to be integral to pro-
ambulance at 3 am because they need The best known author in this field, tocol development, while simultaneously
medication the doctor does not carry, isPhillips, published findings on ‘famous increasing their research expertise. The
not good palliative care and leads to muchAmericans’ in one instanceand those methodology and our results are reported
distress to patients and their relatives. with ‘Jewish-sounding surnames’ in anoth-elsewheré. We feel that the ideas behind
erS His work seems to have been acceptethe workshop warrant further discussion
MARI LLOYD-WILLIAMS  uncritically despite conflicting evidenée.  and debate within primary care.
The power of ‘death-dipping’ may be There is a need to enhance the research

LOROS weaker than Philips has alleged.capacity of primary caré3 There has,
The Leicestershire Hospice Nevertheless, it remains an intriguinghowever, been little discussion on how this
Groby Road psychosocial possibility that is often is to be achieved without alienating prima-
Leicester LE3 9QE reported anecdotally. It would repay fur-ry care workers. While increasing primary
ther formal study, and we wonder howcare research funding and availability of
Reference many doomed individuals will be able to primary care fellowships are welcome,

1. Munday D, Douglas A, Carroll D. GP out- d€fy the reaper’ in the weeks leading upsuch approaches may lead to a continuation
of-hours cooperatives and the delivery of to 1 January 20007 Difficulties with man- of ‘top down’ research dominating primary
palliative careBr J Gen Pract 1999;49: power in the caring profession may not becare. Novel and innovative methods are
489. the only influence at work that weekend! required in order to increase clinicians’

ownership of research projects. There is the

NORMAN BEALE  need for primary care staff involvement in
NIGEL BAKER the development and planning of pro-

sir, PuiLP ENGLAND  9rammes of research, from their outset.

All clinicians wonder, sooner or later, The (anonymous) feedback that we

whether individuals can manage the tim-Research and Development Unit received indicated that participants’ found

ing of their deaths. Some patients seem tdlorthlands Surgery the process useful, stimulating, and enjoy-
cling to life much longer than expected, North Street able, and were keen to see its continuation.
only to decline precipitously after a family Calne Typical comments were that the workshop
occasion or celebration of their birthday. Wiltshire SN11 OHH was ‘challenging’, ‘novel’, and ‘creative’,

The supposition that this happens more yet provided aframevy(_)rk in whic,h partici-
often than by chance has led to the conReferences pants felt they were ‘listened to’ and had

cept of ‘emotionally-invested deadlinés’ 1. Fischer K, Dlin B. Psychogenic determina- the freedgmhto ﬁxpress views'. Many

— that a significant number of people tion of time of illness or death by anniver- Commented that the process gave a tangi-
) ) : sary reactions and emotional deadlines.  ble ‘sense of achievement'.

delay their demise until after, for them, & psychosomatics 1972;13: 170-173. We are pleased to report that the work-

significant life event. The evidence is, 2. Roger J. An explanation for the observed shop will be repeated in November 1999

however, contentious and, some would increase in mortality after a birthday in

Defying thereaper

sav. dubioug people over 75 years olBr J Prev Soc by the GPIAG in A_bgrdeer_] (site of the
Y, : . Med 1977;31: 62-64. N new GPIAG Chair in Primary Care
_One can test this phenomenon by exam-3.  Meyer Plintroductory probability and sta- Respiratory Medicine) and also in
ining the inter-relation, in a large popula- tistical applications. Reading, MA: .
tion, between (a) the time centred on day , Addison-Wesley Publishing, 1978. February 2000 for respiratory nurses,
! y Phillips D. Deathday and birthday: an organized by the Research Committee of

of birth and (b) the day of death. The ~ ,nexpected connection. In: Tanur J M,

o - i e 1 é the British Thoracic Society. These meet-
hypothesis is supported if there is a signif-  Mosteller F (The Joint Committee on the

ings should allow us to assess the general-

icant drop (a ‘death-dip’) in mortalit Curriculum in Statistics and Probability of . I~
leadin up (to the birthga) anniversa{ the American Statistical Association and  izability of the methodology developed.
g up y y the National Council of Teachers of

compensated by a rise after the appointed  Mathematics) (eds). [3rd edition.] AZI1Z SHEIKH
day. We have performed such a study  Satistics: a guide to the unknown. USA:

using the GP records of 2994 recently ‘é‘gjkiwgré'gg\?v‘;r%rologkgfo'e'Ad"anced Department of General Practice

deceased Wiltshire residents selecteq als, phillips D, King E. Death takes a holiday: ~ & Primary Health Care
random. As would be expected, the major-  mortality surrounding major social occa-  Imperial College School of Medicine

ity of them had died in the sixth to eighth sions.Lancet 1988;1: 728-732. London
decade, the men earlier than the women. 6. Qi’:%%rg;egﬁé 'zj"ét*éuo*}rgj'éégggir(‘j’gdolp-
We calculated, for every patient, the  Comm Health 1987;41: 121-126. MARK LEVY
number of calendar days between date of . ) .
birth and date of death (prefaced by + or Editor, Asthma in General Practice
-). The Poisson distribution was fitted to | nnovative methodsin promoting Email: marklevy@gpiag-asthma.org
the data as the appropriate distributiom primary careresearch GPIAG Web Page:
random counts in time. In fact, there were www.gpiag-asthma.org/asthma/
no differences in distributions of deathsSir, GPIAG/welcome.htm
before or after birthdays, the data follow-In December 1998, the General
ing a totally random pattern. Practitioners in Asthma Group (GPIAG) References

Although ‘proving the negative’ is ran a weekend workshop to test a method-1. Sheikh A, Levy M. Writing research proto-
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cols: an innovative approachsthma in
Gen Pract (in press).

2. Mant D. R&D in primary care —an NHS
priority. Br J Gen Pract 1998;48: 871.

3. Radda G. Primary care research: the
MRC'’s proposalsBr J Gen Pract 1998;
48: 872.

they had made no progress with the otherbility, costs, acceptability, and educational
is not considered. impact? Furthermore, the relationship
We draw the rather obvious conclusionbetween the parameters is ‘multiplicative,
from this paper that research worthy ofbecause if one of them is nil, the useful-
publication should be allotted enoughness of the examination would be ril".
space to be explained clearly. OtherwiseAccordingly, before recommending the
it is of limited use to readers and a sourcessimulated surgery as an alternative to the
of frustration for authors. videotaped submission for the consulting
skills component of the MRCGP examina-
tion, we believe that the validity of the

Factor s associated with the

provision of anti-smoking advice by BARBARA HANRATTY

GPs . )
DEBBIE LAWLOR met_hod must first be establl_shed.
_ Finally, Burrows and Bingham state
Sir, that ‘the simulated surgery measures com-

: . e hrias DiVision of Public Health
After reading Coleman and Wilson's brief Nuffield Institute for Health

report on factors associated with the anti-
srrl:])oking advice by GPs (JuBournal),t  71-75 Clarendon Road
we should like to suggest that more care i&€€ds LS2 9PL
needed when deciding which articles are
suitable for the 600 word limit. References

It has never been more important that 1. Coleman T, Wilson A. Factors associated
research evidence is clear and accessible ‘é";}gg‘gr%ﬁ%’;;g%g;gpé’ﬁ%‘;‘“g?;C?’V'C‘e
to health professionals in primary care. 1999:49: 557-558.
New structures, such as the National 2. The Department of Healtfihe new NHS,
Institute for Clinical Excellence, should Modern and Dependable. [Cm 3807 ]
aIIeviz;te some pressure on GPs in the é%'ﬁ%’grlT’eAsltﬁg%”Sg 82&%92%25
future? However, at the moment, patient Reviews. London: BMJ Publishing Group,
expectations, the demands of clinical gov- ~ 1995.
ernance, and the need to contribute to pri-
mary care groups leave little time to sift
the mass of information available. Around Simulated surgery
two million articles are published in med-
ical journals annually, and new titles con-Sir,

petence while the video measures perfor-
mance’. Competence is not something that
can be directly measured: competence can
only be inferred on the basis of systematic
observation of performance judged against
valid performance criteria.

RoBIN C FRASER
ROBERTK MCKINLEY

Department of General Practice and
Primary Health Care

University of Leicester

Gwendolen Road

Leicester LE5 4PW

References

1. Burrows PJ, Bingham L. The simulated
surgery — an alternative to videotape sub-

tinue to appear every yeailhe pressure Burrows and Bingham (Aprilournal)t
on academics to publish in peer-reviewedconclude that the simulated surgery is
journals, both to secure funding andestablished as a feasible, valid, and reli-
develop their own careers, means thaable method of assessing the clinical skills
there are few problems in finding articlesof MRCGP candidates who are unable to 2
to fill pages. In fact, journal editors are submit a video-recording of their consul-
able to accept only a small proportion oftations’. Although we commend them on
material submitted to them. achieving high degrees of inter-assessor
In under 600 words, Coleman andreliability and on improving feasibility,
Wilson described their study of 622 adultstheir claim of validity cannot go unchal-
and reported the results for smokers whdenged.

mission for the consulting skills compo-
nent of the MRCP examination: the first
year's experiencddr J Gen Pract 1999;

49: 269-272.

van der Vleuten CPM. The assessment f
professional competence: developments,
research, and practical implications.
Advances in Health Science Education
1996;1: 41-67.

Hager P, Gonczi A, Athanasou J. General
issues about assessment of competence.
Assessment & Evaluation in Higher
Education 1994;19: 3-15.

were advised or not advised by the GP, By their own admission, their method

categorized by their attitude towards giv-does not include a test of diagnostic skills

ing up the habit. Despite being fairly in the consultation (‘diagnostic skills are Retention of young GPs

experienced critical readers, we had probtested elsewhere in the examination: diag-

lems making sense of the figures. Onenoses are usually obvious or provided inSir,

hundred and forty-four of the 612 respon-the simulated surgery...’). The ability of | write with reference to Tayloet al’s

ders were smokers, 122 of these wereandidates to elicit abnormal physicalarticle (April Journal)! about the retention

patients and 20 accompanied a child. Twaigns is also not tested (‘...the format pre-of young GPs entering the NHS from

smokers are therefore not accounted forvents us from including children, emer-1991-1992.

Twenty out of 119 patients reported smok-gencies, physical signs, and previously The Medical Practices Committee

ing-related problems, but the relevance oknown patients’). Because of these crucialvould like to make absolutely clear that,

the denominator figure is unclear. If 34 of omissions, their consulting skills perfor- contrary to the statement made by the

122 smokers were advised, 88 were notmance criteria are simply not credible, letauthors on page 279, the Committee has

yet the denominators for those not advisedlone valid. Moreover, the imposition of a never had a policy of ‘not refilling single-

vary from 79 to 81. We assume that this idixed consultation length and the inability handed partnerships’.

due to item non response, but no explanaef the method to include children, emer- On receipt of an application from a

tion is offered. gencies, and previously known patients inhealth authority for a change in the local
With more space the authors could havehe set of clinical challenges further sub-medical workforce, the Committee assess-

explained their data and presented a moreert the validity of the process. es whether the specified locality is served

extensive discussion. For example, the It is widely accepted that a supportableby sufficient, but not excessive, numbers

possibility that GPs appeared to be advisassessment method is a combination obéf doctors working in general practice.

ing the more motivated smokers becauséive different parameters: validity, relia- The initial criteria used by the Committee
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are based upon the average list size pegither throat swabs or rapid antigen testwith no need for costly upgrades.
whole-time-equivalent GP in England anding, as neither tends to alter management There seems to be a tremendous gulf
Wales. However, the patient profile within decisions. Apart from the inaccuraciesbetween innovations in IT in primary care
the specified locality is also very impor- associated with both investigations, thereand grassroots level uptake. We know that
tant. The Committee therefore takesis a high asymptomatic carrier rate ofresearch evidence in general is variably
account of information on a range of otheraround 40% for group A -haemolytic implemented’. New developments in IT
factors reported by health authorities, andstreptococcus (GABHS) seem never to be actioned; though there
these may often override the influence of It is inappropriate for Kumaet al to  are many programs out there for decision
the simple average list size assessment. associate the cases of acute rheumatisupport, how many GPs do you know who
The Committee continues to exercisefever with pressures to reduce costs iractually use them? Although the authors
discretion and judgement in reaching decigeneral practice. Genuine public healthare absolutely correct to suggest that pri-
sions on whether or not vacancies should¢ampaigns aimed at reducing inappropriinary care IT could aid genetic support,

be declared. ate antibiotic prescribing are not enhancednore GPs need IT support first.

In summary, each case is considered ohy such alarmist proposals. The business world has grabbed hold of
its individual merits, and the Committee the Internet and new IT technology fero-
does not refuse applications for replace- ANDREW POWER  ciously, determined to use it for its own
ment GPs simply because the practice is means. Primary care remains passive,
single-handed. Prescribing Advisers Department waiting for IT to getit. In a world where

Further information on the MPC and its Royal Infirmary soon most business will be conducted
policies may be found on the website:84 Castle Street through the weB,isn’t it time that, as a
www.open.gov.uk/doh/mpc/mpch.htm Glasgow G4 OSF profession, we started becoming computer

whizzes?
RM Saunpers — References
1. Kumar A, Hoy C, Woodrow G, Turney JH. GINA AGARWAL

; ; ; Tackling antibiotic resistanc®r J Gen
Mecloal Practices Committee Pract 1999;49: 579-580. Department of General Practice and
1st Floor Eileen House 2. Del Mar CB, Glasziou PP. Antibiotics for Pri Health C
80-94 Newington Causeway sore throat (Cochrane Review). Trhe rmary Hea are o
London SE1 6EF Cochrane Library. [Issue 2.] Oxford: Imperial College School of Medicine at

3 gpdtétl_teh-?otftwarlf, 1_9t99,-\l awork the Chelsea and Westminster
. cottisn Intercoliegiate Network.;
Reference Management of Sore Throat and Indications 369 Fulham Road
for Tonsillectomy. Publication 34. London SW9
1. Taylor DH, Quayle J-A, Roberts C. www.show.scot.nhs.uk/sign/home.htm 1999.

Retention of young general practitioners 4. Caplan C. Case against the use of throat Refer ences:

entering the NHS from 1991-199 J culture in the management of streptococcal .

Gen Pract 1999;49: 277-280. pharyngitis.J Fam Pract 1979;8; 485-490. 1~ Emery J. Computer support for genetic

' advice in primary careBr J Gen Pract
1999;49: 572-575.

S . L ) 2. Salisbury C, Bosanquet N, Wilkinson€g,
Antibiotic prescribing for sore Primary care software should be al. The Implementation of Evidence Based
throat dragged into the next millennium Medicine in General Practice Prescribing.

Br J Gen Pract 1998;48: 1849-1852.
. . 3. Business and the Internet: The net impera-
Sir, Sir, tive. The Economist, June 286 1999.

Kumaret al* imply that increased antibiotic The state of GP computing leaves much to
prescribing for sore throat may reduce thébe desired. Jon Emery (Julpurnal)?!
already very low incidence of acute suggests that any genetic computer supSpeaking out
rheumatic fever and post-streptococcaport program will need to communicate
glomerulonephritis in the UK, and perhapswith the practice computer system andSir,
prevent a resurgence of these conditions. Ealso with Windows. It has taken a long The recent case of Katie Atkinson, a nine
route, they also recommend an increasetime for some primary care computing year-old from Sheffield who was denied a
use of throat swabs and streptococcal antsystems to start becoming Windows com+eferral for heart transplant because she
gen tests in general practice. None of theipatible. The problem is, there are toohas Down’s syndromegontinues to illus-
recommendations stand up to scrutiny. many software packages for primary caretrate how negative expectations are influ-
In a review of 22 placebo-controlled tri- They are all different, take time to learnencing the behaviour of individual profes-
als of antibiotics in sore throat, aand master (if you are able), and seensionals or health services and are resulting
Cochrane reviewconcludes that ‘the very poorly supported. None seem to ben self-fulfilling prophecies. Low or nega-
absolute benefit of antibiotics for reducinggeared towards the GP getting the mostive expectations of an individual's health
complications of sore throat is small inout of his record system. We don’t evencan lead to the acceptance of a lower state
settings where rheumatic fever is rare’.know if they are millennium friendly yet. of health as ‘normal’ for this group of
Similarly, the Scottish Intercollegiate There is a gap in the literature concernpeople. Such incorrect attitudes and low
Network (SIGN) guidelinéon manage- ing how many GPs are unable to use theiexpectations are contributing to a situation
ment of sore throat and indications forcomputer systems properly. The governthat is little short of scandalous.
tonsillectomy states that ‘sore throatment should be trying to address this.  Studies show that people with learning
should not be treated with antibiotics NHSnet is all very well, but how about a disabilities are not always receiving equal
specifically to prevent the development ofsingle, windows and research compatibleaccess to health services and the right
acute rheumatic fever and acute glomerusoftware package, which is free, withlevel of individual support to use it effec-
lonephritis’. In addition, the same guide- NHSnet? Perhaps then we could all accessvely.? Clearly, discrimination of over
line does not support the routine use ofyenetic decision support by remote accesgne million people (2% of the population)
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with a learning disability needs to stop.  of Medical Research Charities Handbook  pation — possibly from a lack of exercise
The life expectancy of people with a 1998-1999.1 It contained five short ques- and poor fluid intake, or from excessive
learning disability has increased by 40tions related to their annual budget andconcern with their bodily functions.
years over the past 50 yedrAlthough commitment to funding clinical trials both | recently discovered that some patients
the life expectancy of people with Down'’s in general as well as of CM. A total of 63 benefit from rocking to facilitate evacua-
syndrome remains between five and 1@completed questionnaires were returnedtion. This appears to promote peristalsis,
years lower than the overall population ofOne had to be excluded because th@dependent of increased abdominal pres-
people with learning disabilities, this still answers given were meaningless. sure or deep respiration. All that is neces-
represents a considerable increase in life The total annual budget of the respondsary is to rock back and forth, on the toi-
expectancy for these peogl@his is part- ing institutions amounted to let, say for four or five seconds each way.
ly due to advances in medical and surgicaE133 218 617. Asked whether they wouldQuite probably someone has described
treatments being made available andund clinical trials, 23 answered with yes, this manoeuvre in the past, but | was
clearly demonstrates how correct attitudes35 with no, and three indicated they wouldnever taught it, not is it specifically men-
and high expectations do save lives. consider funding clinical trials if they tioned in general medical textbooks.
Health professionals need to reflect onreceived applications. In total, 544 clinical Some patients in an old people’s home
their willingness on the one hand to pro-trials were supported in 1998, which cor-confirmed that it can be of help. A proper
long and intervene in treatments that are¢esponded to £3 144 396. Asked whetherandomized, double-blind, placebo-con-
beyond normal limits of viability and on they supported clinical trials in CM, 13 trolled, crossover trial would certainly be
the other to make decisions based purelpnswered positively and 37 denied. Terdesirable but is obviously not feasible. On
on what professionals consider to becharities indicated they would considerthe other hand, there is probably scant sci-
‘quality of life’. funding it if they received applications. A entific evidence, for example, for tepid
The message that appears to be serotal of three clinical trials were supportedsponging feverish patients or refusal to
(unwittingly or not) by health profession- in 1998, which amounted to £70 000. strap a fractured rib. So perhaps some col-
als to Katie and her parents is that their These data imply that medical researcieagues may give this simple manoeuvre a
vibrant daughter is not worthy of equalcharities invest an average of 2.3% oftrial and tell me of their experiences. After
treatment or consideration. It is a messagéheir annual research budgets into clinicakll, they have little to lose and can be sure
that has disturbing consequences, not judrials of all areas of medicine and only that no side-effects will haunt them, which
for Katie and her parents but for all mar-0.05% into trials of CM. A similar result is more than can be said for many well-

ginalized groups in Britain. was generated by a previous survey thatesearched, evidence-based treatments.
related to NHS funding for CM researth.
PauL KEENAN  We believe that, vis a vis the importance H O ENGEL

of clinical trials for the progress of evi- )

dence-based medicine, this funding policy®8 Whitehouse Way
University College Suffolk urgently requires to be considered. Therd-ondon N14 7LT

Heath Road is an overt imbalance between the popu-

Ipswich larity and the evidence in CM. Therefore,

Suffolk IP4 5PD the lack of involvement of medical Thefutureof the BJIGP
research charities in CM research seems

particularly regrettable. Sir,

PauL McINTOSH

References i Dr Gillies’ ideas for the future of the
L paimer & cap hear ugery benel s, E ErnsT  BJGP (Augusdournal) are ighly pert-
2. The National Health Service Executive. B Wper N€nt timely, and well expressed. There
Sgnposts for success. London: NHSE, 1998. seems little more to be done than to put
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19831;2?8611%7?” cappeBenal School of Postgraduate Medicine and ~ The rate of citation seems roughly
4. Stratford B, Gunn P (eds)ew approaches  Health Sciences inversely proportional to the popularity of
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) o o Exeter EX2 4NT Back Pages finally provided such readers
UK medical charitiesand clinical with something interesting, entertaining,
trials References and relevant to read. Unless the ‘science’

. 1. Association of Medical Research Charities.Of the main papers and the ‘art' of the
Sir, The Association of Medical Research Back Pages are integrated, thaurnal
Evidence-based medicine largely depends  Charities Handbook 1998-1999. Wigston, Wil fail to engage most of these doctors
on data from clinical trials. Its progress Leicestershire: Chartwell Press Limited,  who are the future of our profession. | was

obviously relies to a considerable degree lE?ﬁS{ E. Only 0.08% of funding for only a small cog in the organizing wheel,
on the financial resources available for research in NHS goes to complementary SO | can say without arrogance that the
such investigations. In the UK and else- medicine BMJ 1996;313: 882. 1999 Spring Meeting in Cambridge on
where, medical research is mostly funded ‘Rational General Practice — Art AND
by charities. To determine how dedicated o Science’ was a model of how such inte-
these institutions are towards sponsoring® treatment for constipation gration could happen.

clinical trials in general and of comple-

mentary medicine (CM) in particular, a Sir, PauL SACKIN

questionnaire was sent to all 100 medicalld people, particularly in retirement or
research charities listed Te Association  nursing homes, often complain of consti-Email: PaulSackin@compuserve.com.
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