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This week in

Low dose oral contraceptives
reduce cerebral thromboembolic
risk

The hormonal content of oral contraceptives has been
reduced substantially during the past two decades. A
main concern regarding the pill has been its possible
influence on thrombotic risks. In order to quantify the
influence of low dose oral contraceptives on the risk of
cerebral thrombosis Lidegaard (p 956) has carried out
a case-control study of 497 fertile Danish women who
experienced a cerebral thromboembolic attack during
1985-9. He found that 50 pg and 30-40 p.g oestrogen
pills conferred relative thrombotic risks of 2-9 and 1-8
respectively. Minipills offered no increased risk. He
concludes that oral contraceptives of the 1990s are
significantly safer than those used previously and that
30-40 g preparations are associated with a 50%
reduced risk compared with oral contraceptives
containing 50 pg oestrogen.

Cervical screening might be
stopped at 50

Cervical screening reduces the incidence of and
mortality from cervical cancer and all women aged
between 20 and 64 (60 in Scotland) should have tests
every three years, though every five years would still be
acceptable to the Department of Health. Many women
are at low risk but still use a large proportion of the
resources for screening. On p 967 Van Wijngaarden
and Duncan show that cervical premalignant disease is
a condition typically predominant in young women
and that cervical intraepithelial neoplasia occurring
de novo is unlikely to develop in women over 50 who
have been screened every three years. Assuming these
findings are confirmed elsewhere, the authors suggest
that cervical screening might be stopped at 50 provided
that an adequate history of negative results from smear
tests every three years is available. The repercussions
on management of resources in screening could be far
reaching should such a policy be adopted nationally.

The wrong people are often

immunised against influenza

Influenza epidemics occur sporadically but result
in thousands of excess deaths. Annual influenza
immunisation, although giving only partial protection,
is recommended for people, especially the elderly, with
chronic cardiovascular, pulmonary, and renal disease,
diabetes and other endocrine disorders, and immuno-
suppression. Little is known, however, about immuni-
sation rates in these priority groups. Nicholson studied
immunisation in elderly people living at home in
Leicestershire (p 974). Around half the study popula-
tion had one or more indications for vaccine and the
prevalence did not increase with age. Less than half of
the respondents with indications for vaccine had been
immunised, and almost a third of those who had been
immunised did not have a relevant chronic illness.
Improved targeting of at risk groups needs to be
introduced to make best use of resources and avoid
unnecessary deaths.
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Stress management is not
clinically useful in hypertension

Reducing blood pressure with drugs in patients with
mild primary hypertension does not substantially
reduce the risk of coronary heart disease. Various
behavioural methods of controlling pressure have
therefore been advocated, many entailing some form of
stress management based on relaxation. Johnston et al
(p 963) compared a widely used form of stress manage-
ment with mild exercise in 96 patients with mild
hypertension who had been habituated to the measure-
ment of blood pressure. Stress management had no
detectable effect on either the patients’ resting blood
pressure measured in the clinic or their ambulatory
blood pressure. Stress management may help to lower
blood pressure at the time of measurement in patients
who are not well habituated to the procedure, but such
reductions are unlikely to be clinically important. The
results of this study do not support the widespread use
of stress management to treat patients with mild
hypertension.

Lumbar puncture may be
dangerous in bacterial meningitis

Controversy exists about whether it is dangerous to
do a lumbar puncture in children with bacterial
meningitis. Rennick et a/ (p 953) found that many
cases of cerebral herniation occur soon after lumbar
puncture, suggesting that it does cause herniation in
some patients. They also found that normal results on
computed tomography do not mean that it is safe to do
a lumbar puncture in a child with bacterial meningitis.
If a child with suspected meningitis is so ill that
antibiotics will be given even if the results of the
lumbar puncture are normal, they suggest that anti-
biotics should be begun immediately and lumbar
puncture delayed until the child is fully conscious.

Money isn’t following patients
with learning disabilities

Over the past decade about half the patients with
learning disabilities who would once have lived in long
stay mental handicap hospitals in England have been
transferred into the community (with lower propor-
tions in Wales and Northern Ireland). Using data
gleaned from the boroughs of Kensington and Chelsea
and Westminster and extracted from the United
Kingdom’s four departments of health Glover et al
show that local authorities have received far less from
health authorities than the costs of caring for these
patients (p 987). The authors worry that the remaining
patients to be transferred are more severely disabled
and will cost more to care for. Work done in North
West Thames suggests that each severely disabled
person transferred should have a “dowry” of £26 000 a
year and a capital sum of £39 200. If this money is not
transferred from the health service to local authorities,
suggest the authors, then the government will tacitly
be switching resources away from this vulnerable
group of patients.
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political skill. However, in today’s consumerist and
value for money society other skills and resources are
required, which only the college can provide. For
although the college may sometimes lack political skill,
it always insists on an academic approach. The GMSC
has no shortage of intellectual prowess in its own
sphere of activity, but it needs a partner with an
academic credibility to complement its own political
skill. This credibility can come only from a body such
as the Royal College of General Practitioners, which
does not have to compromise its innovative ideas by
knowing that it could not secure support in the annual
conference of LMCs.

Clarion call

Plainly the time has come for the GMSC and the
Royal College of General Practitioners to work together
and present a united front to a government which
demands more and more of us all but consistently fails
to resource general practice with the means to carry out
the job. Those with continuing suspicion of the college
must realise that it is made up of general practitioners
just like themselves, with the same contract, the same
frustrations, and the same concern for patients. The
pain of 1990 and all that the new contract brought must
now be put behind us. Dr Ian Bogle, chairman of the
GMSC, has opened a new debate on the future.® If any

of his ideas are to come to fruition the help and
cooperation of the college will be needed.

Anyone who believes in general practice but who left
the college because of disagreement with policy should
now rejoin. All those new principals who sat the
examination in order to get a job but never paid their
subscription should pause and reflect. One reason that
they enjoy the status of being a general practitioner
principal is the activity of that very college that they
have failed to join. I emphasise that I have never seen a
time when professional unity was more essential.

I fear that a weakened Royal College of General
Practitioners will weaken general practice as a whole.
The only people who can restore the college to health
are general practitioners. General practitioners must
return to the fold, so that the college can recover
morale, impetus, and finance for academic activity.
This will not be achieved by cheering from the
touchline.
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Instructions to authors

General points

e All material submitted for publication is assumed to be
submitted exclusively to the BMY unless the contrary is stated
and should conform to the uniform requirements for manu-
scripts submitted to biomedical journals (the Vancouver style;
BM3¥1991;302:338-41).

o All authors must give signed consent to publication.

o The editor retains the customary right to style and if necessary
shorten material accepted for publication.

o Type all manuscripts (including letters and obituaries) in
double spacing with 5 cm margins.

o Number the pages.

o Give the name and address of the author to whom correspond-
ence and proofs should be sent.

e Do not use abbreviations.

o Express all scientific measurements (except blood pressure) in
ST units.

e Keep one copy of the manuscript for reference.

Points specific to each section

PAPERS, GENERAL PRACTICE, EDUCATION & DEBATE
Papers report original research relevant to clinical medicine.

They are usually up to 2000 words long with up to six tables or

illustrations (short reports are up to 600 words with a maximum of

one table or illustration and five references).
General Practice covers matters relevant to primary care.
Education & Debate includes reports (up to 2000 words) on the
organisation or assessment of medical work and on sociological
aspects of medicine or the organisation, financing, and staffing of
health services.

o Give the authors’ names and initials and their address posts
when they did the work.

o Papers and General Practice articles should conform to
the conventional format of structured abstract (maximum
250 words), introduction, methods, results, discussion, and
references. Education & Debate articles should have an
unstructured summary (maximum 150 words).

e Include a paragraph (maximum 150 words) for the This Week
in BM¥ page.

e Send three copies (if the paper is rejected these will not be
returned; after three months they will be shredded).

o Whenever possible give numbers of patients or subjects studied
(not percentages alone).

® Any article may be submitted to outside peer review and
assessment by the editorial committee as well as statistical
assessment; this takes about eight weeks.

® Manuscripts are usually published within three months of the
date of final acceptance.

LETTERS

e Should normally be a maximum of 400 words and five
references.

Must be signed by all the authors.

Only one copy should be sent.

Preference is given to those that take up points made in articles
published in the journal.

e Authors do not receive proofs.

Full instructions to authors appeared in the issue of 2 January 1993, p 55

MEDICINE AND THE MEDIA

o Authors should discuss a proposed contribution with one of the
editors before submitting it.

e Authors do not receive proofs.

PERSONAL VIEW
o Should be a maximum of 1100 words.

OBITUARIES

o Should normally be a maximum of 250 words.

o Should be received within three months of the person’s death.

e Authors should summarise the person’s career in a separate
paragraph and not repeat these details in the main text.

e Only one copy should be sent.

o Authors do not receive proofs.

Tables

o Should be on separate sheets of paper from the text.

. Shqt}ld not duplicate information given in the text of the
article.

o Whenever possible, when relevant, numbers of patients or
subjects studied should be given (not percentages alone).

e If a table has been published previously written consent to
republication must be obtained from the copyright holder
(usually the publisher) and the author(s).

Figures

o Should be used only when data cannot be expressed clearly in
any other way.

° Sh(’ni]d not duplicate information given in the text of the
article.

o The numerical data on which graphs, scattergrams, and
histograms are based should be supplied.

® Whenever possible, when relevant, numbers of patients or
subjects studied should be given (not percentages alone).

o Legends should be on separate sheets of paper from the text.

o If a figure has been published previously written consent to
republication must be obtained from the copyright holder
(usually the publisher) and the author(s).

LINE DRAWINGS
e Should be presented clearly to aid redrawing.

FIGURES THAT ARE NOT LINE DRAWINGS

Should usually be glossy prints.

Should be no larger than 30x21 cm (A4).

Important areas should be indicated on an overlay.

The top should be marked on the back.

Photomicrographs should include an internal scale marker.

Labelling should be on copies, not on the prints.

Patients shown in photographs should have their identity

concealed or give written consent to publication (BMY

1991;302:1168).

e Staining techniques for photomicrographs should be stated in
the legend.
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