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IN 1990, there was a new contract for general practitioners (GPs) in the UK. To the
surprise of many (including those who had drawn up the contract) fundholding
was transformed from an afterthought to one of the most dominant elements.

Among the current changes, what will be the sleeper, the x-factor that turns out to
be much more influential than any of us expected? 

Are there any votes for GPs with special interests (GPwSIs)? The NHS plan
envisages only a few such posts, but the papers published this month between
them suggest that they could become a crucial part of the structure of any future
NHS. First, a small survey on page 833 by Jones and Bartholomew reveals that
approximately 16% of GPs already provide specialist clinical services. The paper
finishes with questions about the mechanisms for training and accreditation of such
doctors. An editorial on page 796 by Gerada et al uses the example of doctors
working in the field of drug misuse to show how some of the training issues can be
successfully addressed. It also spells out the arguments for expanding such posts:
‘working as a GpwSI should increase job satisfaction, improve retention, and delay
burnout for GPs’. The discussion paper on page 838 by Williams et al takes the case
of doctors working in respiratory medicine to develop ideas for substantially
reshaping the whole service. In their model, GPwSIs would be a central part of
specialist community teams, providing community-based services for patients and
support for generalist doctors, but coordinating the support services that are
currently based in specialist hospitals. In the Back Pages, Rogers on page 872 and
Kacker on page 866 add to the debate, based on personal experience. This really
does look like a radical departure, and could potentially reconcile the desires to
provide specialist care where patients want it.  

The debate around GPwSIs is sometimes hampered by perceived threats to the
status of GPs. Both the editorial and the discussion paper emphasise that this
should not be allowed to happen. However, elsewhere among the research papers
there are examples of areas where the generalists need more help from specialists
in one form or another. The editorial on page 795 by Smithson reveals the horrifying
figures of deaths from epilepsy, and discusses the apparent deficiencies in care
exposed by a national audit. Are you one of the doctors who doesn’t discuss death
with your patients with epilepsy? Yet another big trial on page 818 by Langham et al
comparing different approaches to improving secondary prevention in cardiovas-
cular disease came up with disappointing conclusions, although here those who
received both interventions (training in information management and better
understanding of the evidence underlying the cardiovascular disease management)
did show some improvement in recording and prescription of cholesterol lowering
drugs. This is one area to be wary of. There have been so many false dawns that it
would be foolish to think that GPwSIs are the automatic answer (although whatever
we are doing, the disease rates seem to be falling — see page 813 by Buntinx et al).
One of the functions of good research is to tell us where, as generalists, we do and
don’t need the help of specialists. With a small amount of additional training, GPs
showed themselves to be able to make reliable diagnoses on patients presenting
with vertigo, on page 809 by Hanley and O’Dowd; in contrast, the paper on the
diagnosis of miscarriage on page 825 by Wieringa-de Waard et al shows that neither
clinical diagnosis nor statistical modelling of clinical features worked very well.

Including researchers and teachers in a definition of GPs with Special Interests
increases the scope of the debate. In the past 20 years there has been a consid-
erable increase in the size and influence of academic departments of primary care,
both in the UK and elsewhere. During National General Practice week last month the
heads of departments launched their latest report on the progress made since 1986
(New Century, New Challenges). The document charts the impressive achieve-
ments, but also points out again how progress is hampered by lack of capacity
within the departments. The report is available from the SAPC website
(www.sapc.ac.uk/default.asp), and we hope to return to it at a later date. For another
view of medical researchers, turn to the biography of Paracelsus, on page 876 by
Edward Cockayne, sent in response to last month’s challenge. The author praises
Paracelsus for his willingness to observe from people, rather than theoretical texts,
but concludes that this alone would not have enabled him to be a successful
researcher in today’s climate.

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 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 (RCT)s
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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