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As Mr Gradgrind says in the opening words of Charles Dickens’s Hard Times:
‘Now, what I want is, Facts.’ Would any doctors seriously try to propound the
view that they can practise without a solid grounding in empirical evidence? All of

which makes the persistent debate on the merits or otherwise of evidence-based
medicine all the more puzzling. In the ‘Back Pages’ Viewpoint on page 241, Toby
Lipman reiterates the argument that EBM should provide the foundation for patient-
centred care, not be a substitute for it. Unfortunately, the idea has been seized on by
the guideline enforcers and policy-makers as an instrument of control, forcing some
clinicians onto the defensive. EBM as an agent of authoritarianism is a complete
perversion, since in its original form it remains a powerful method to challenge the
views of self-styled experts. However, every time clinicians speak out against EBM they
reinforce both the erroneous notion that it can legitimately be used to dictate what
clinical decisions should be made and the image of doctors wanting to ignore hard
evidence. It would be good to close the correspondence but I fear it will not die until
clinicians have embraced the discipline and recaptured the initiative.

Challenging accepted wisdom is one of the delights of presenting evidence. The
CAGE questionnaire, so beloved of candidates and examiners for the MRCGP, has
itself been examined by Aertgeerts et al and found wanting (page 206). It is simply not
sensitive enough, and we need to find an alternative. Beyond the specific details of the
different tests and their relevance to alcohol screening programmes, this study reminds
us of a fundamental truth, that no screening instrument or test can ever give a perfect
answer. How many of us (including the vehicle licensing authority) continue to use the
γ-glutamyl transpeptidase test as the absolute arbiter? Where alcohol is concerned, all
of the methods look threadbare. Even counting the units has become a lottery, with the
widening range of volumes and strengths of different drinks to take into account, as
shown by Webster-Harrison et al in their study (page 218).

The evidence may be startling or elusive, even in areas where we believe we know
much. The study on page 177 by Holmes et al documents the natural history of acute
lower respiratory tract infection. At 10 days after consultation, 58% were still coughing
and 29% had not returned to normal activity: the paper concludes that GPs are still
overprescribing. In an accompanying editorial, Theo Verheij highlights the diagnostic
difficulty that remains, and suggests that we should pay more attention to the known
prognostic features. With so much uncertainty, perhaps the overprescribing shouldn’t
surprise us. Brooks, in a letter on page 230 describes a pragmatic approach that will
appeal to many. Delayed prescribing, as described by Dowell et al on page 200, could
help to reduce this, but convincing the patients that they are still getting good care may
be a problem.

Engaging patients with the evidence is a theme that surfaces elsewhere. For
instance, there is a weight of evidence that antidepressants are an effective treatment
for depression and that evidence for the effectiveness of counselling is much less
convincing; however, patients still prefer counselling (see, for instance, the November
2000 issue of the BJGP). On page 194, Pierce et al reports on the offspring of people
with type II diabetes and how much they underestimate their own risk of developing the
disease. It is also implied in the study on page 223 by Cook et al, on the relationship
between autism and MMR immunisation. Here is more evidence that the past few years’
anxieties are unfounded, but if past experience is anything to go by it will be a while
before the public agrees.

Of course, evidence will only get us so far, as Toby Lipman acknowledges in his
piece on EBM. The skill of using it for the benefit of patients will always matter as much,
if not more. Lipman refers to this as the ‘art’ of medicine, but that has always seemed to
me the most pretentious word that one could choose. Why not ‘craft’? The notion of
skills, honed over a working lifetime and making complex tasks look deceptively simple
is much closer to the mark. One of the great craftsmen, William Osler, is remembered
on page 251, and another, Michael Balint, who shone a beacon into this obscure world
in a book review (by another master) on page 250.  But for an example of a
craftswoman at work, turn to Jill Thistlethwaite’s piece on ageing (page 256), a beauti-
fully written account of a universal truth.  It reminded me of a recently heard story about
Mick Jagger who, referring to the lines on his face said to George Melly ‘These aren’t
from age, they’re from laughter’, to which Melly replied ‘Nothing’s that funny’

DAVID JEWELL

Editor
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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.
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