
Routinely asking women about domestic violence

Seeking the causes of disease, not routine
inquiry, is good practice

Editor—We fail to detect partner abuse
because we do not ask.1 2 Inability to
accurately diagnose partner abuse prevents
screening criteria being met. Taket et al pro-
pose routine inquiry to improve detection.
However, one of these authors showed how
difficult asking about partner abuse is.3

Exhortation to ask routinely will not
overcome professional reluctance.

More research about acceptability to
women,3 and what happens after disclosure,
is needed before routine inquiry is insti-
gated. Old fashioned diagnostic inquiry
may suffice, provided diagnostic skills are
improved by training to spot post-traumatic
stress disorder. Physical signs fade long
before the psychological
scars of partner abuse.1

Post-traumatic stress
disorder is present in 35% of
those who have experienced
partner abuse, is often
comorbid with depression,
and is indicative of experi-
encing the severe end of the
domestic violence spec-
trum.1 4

Symptoms include panic
attacks, flashbacks, night-
mares, hypervigilance, and
poor sleep. Among clinical
indicators of intimate or
partner abuse (thick files,
multiple injuries, drunkenness, depression,
and post-traumatic stress disorder1) only
post-traumatic stress disorder specifically
identifies and acknowledges the type of
trauma experienced during the diagnostic
process. The causative role of that trauma in
patients’ subsequent distress becomes clear.
A non-blaming attitude is engendered
towards patients whose traumatic experi-
ences may leave them feeling shame and
self-blame, as well as severe anxiety. The
abused faces complex decisions about what
to do next.

Seeking the causes of disease is consist-
ent with good diagnostic medical practice,
whereas routinely asking people about
trauma feels inappropriate and will not be
done.
Fiona Duxbury general practitioner
Blackbird Leys Heath Centre, Oxford OX4 6HL
duxburycrosse@doctors.org.uk
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Inquiry may be acceptable in different
healthcare environments and to different
women

Editor—Taket et al debated the value of
routinely asking about domestic violence.1

Although no one would disagree that
domestic violence is a major
health problem and that
health care offers opportuni-
ties to identify a largely
hidden problem, the state-
ment that routine inquiry in
healthcare is acceptable to
women is far from proved.

Work from primary care
studies, including the
authors’ own work, has
shown that sizeable propor-
tions of women, ranging
from 51% to 15%, object to
routine inquiry about
domestic violence.2 3

The adverse conse-
quences of routine inquiry to a woman who
found it unacceptable should not be under-
estimated. A dysfunctional consultation
could result, and the healthcare professional
would become extremely reluctant to con-
duct future inquiries.

Interestingly, similar work from the pre-
natal setting indicates a much higher rate of
acceptability.4 The reasons for this are not
clear, but may be related to age, the
increased feelings of responsibility that
pregnant women feel, or the status of the
healthcare professional. More work is
needed to identify in which healthcare envi-
ronments routine inquiry is acceptable and
the characteristics of women who find
routine inquiry unacceptable.
Adrian A Boyle honorary specialist registrar in
emergency medicine
Addenbrooke’s Hospital, Cambridge CB2 2QQ
Boylea@doctors.org.uk
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Ill considered professional interference
in personal relationships will prove
damaging

Editor—The notion that, because some
social problem has effects on health, this jus-
tifies medical intervention aiming to tackle it
has acquired a growing influence on
medical practice. The result is that medicine
is stretched beyond its sphere of compe-
tence as social problems are redefined in
medical terms.

Surveys conducted by promoters of the
concept of partner abuse are said to reveal
that up to a half of all women are victims.1

Such contentious statistics are used to
support the proposal that general practi-
tioners should subject their female patients
to routine inquiry to identify whether they
are currently being abused.2

General practitioners are said to be in a
unique position to identify partner abuse
because of our privileged access to intimate
aspects of our patients’ lives. But making
such intrusive and impertinent inquiries
when women consult us is an abuse of the
doctor-patient relationship. Although activ-
ists claim that interrogating women about
their experience of abuse can empower
them, such interventions enhance profes-
sional power.

When we as doctors identify the hidden
cases of partner abuse, we are supposed to
encourage them to access support services.
Whether many women will benefit from
professional support is doubtful, but ill con-
sidered professional interference in intimate
personal relationships will inevitably prove
damaging.
Michael Fitzpatrick general practitioner
Barton House Health Centre, London N16 9JT
fitz@easynet.co.uk
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Management of urinary tract
infections in children

Priorities need to be set

Editor—Coulthard et al show how they
succeeded in increasing compliance among
general practitioners with the 1991 guide-
lines of the Royal College of Physicians on
the management of urinary tract infections
in children.1 2 Their study particularly
emphasised the imaging investigations. An
overwhelming number of children (610)
underwent scanning with dimercapto-
succinic acid, which yielded only 15 with
renal scars (the extent and potential clinical
significance of which are not described).

Another measure of success was the
finding that 90% or more of the study
children under 4 years old were given
antibiotic prophylaxis. No study has shown
that children benefit from this practice.

An opportunity was missed to devote
precious resources to achieve these outcome
measures (which have not been shown to
improve the wellbeing of these children)
above those such as identifying and manag-
ing well established risk factors for urinary
tract infections (such as constipation and
bladder instability) and achieving the
prompt recognition and treatment of uri-
nary tract infections. Prompt recognition
and treatment are undisputed factors in lim-
iting or even preventing potential renal
scarring, which the study group did not
achieve.

The imaging guidelines in the royal col-
lege’s recommendations should move away
from their blanket approach so that their
yield of important abnormalities is
increased.
Lyda P Jadresic consultant paediatrician
Gloucestershire Royal Hospital, Gloucester GL1
3NN
Lyda.Jadresic@gloucr-tr.swest.nhs.uk
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No evidence exists

Editor—Renal disease is serious, but it is
peculiarly difficult to find direct evidence
that it can be prevented by the systematic
approach to possible urinary tract infection
in young children advocated by Coulthard
et al.1

Clinical Evidence identifies no relevant
randomised controlled trials2 and one
systematic review of descriptive studies that
itself found no evidence of benefit.3 The
claim by Coulthard et al that Sweden’s
aggressive approach has reduced end stage
renal failure is a bold conclusion to draw
from small numbers in the epidemiological
survey they cite.4

Another paper they offer as evidence of
serious sequelae of urinary tract infection in

children implies that such infections may
not be the problem.5

Serious renal disease is comparatively
rare,4 whereas urinary tract infection in
childhood is common. Even if effective, the
number needed to screen to prevent one
adverse outcome is likely to be huge.
Arguments for an aggressive approach are
largely theoretical: theory is crucial but has
generally proved a dismal basis for screen-
ing programmes.

General practitioners are often the first
port of call for children who might have uri-
nary tract infections. Many would enthusias-
tically adopt the proposed approach if the
balance of evidence, or even of common
sense, weighed in its favour, but this does not
yet seem to be clearly so. Investigation has
costs: worry and inconvenience for families,
exposure to radiation, funding, and time no
longer available for more evidence based
activities—but then again, it might work. I
will be keeping my eyes open for the much
needed prospective trial with adequate
follow up and meaningful outcome
measures.
Adam Sandell general practitioner
Adelaide Medical Centre, Adelaide Terrace,
Newcastle upon Tyne NE4 8BE
adam.sandell@nhs.net
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Authors’ reply

Editor—Jadresic is concerned that our
nurse led study of general practice manage-
ment of children with urine infection
resulted in many children undergoing imag-
ing but few kidney scars being found. Sand-
ell also advocates investigating fewer chil-
dren, as he believes serious disease is rare.

Their conclusions are misleading, how-
ever, because they ignore the many children
whose scarring related hypertension or
renal failure does not present until adult life.
Some 20 adults receive transplants annually
in England’s north east, and many more
develop hypertension resulting from scar-
ring that started in infancy.1 The question
remains, can scarring be prevented, rather
than just imaged once it has happened?

We agree with Jadresic that the priority
in managing children with urinary tract
infections is for prompt recognition and
treatment which may allow prevention of
scarring. We have shown that in about three
quarters of infants (who are at greatest risk
of scarring) urinary tract infection is not
normally diagnosed but that our study inter-
vention improved this. Our study practices

also identified 12 infants with vesicoureteric
reflux and infection before they developed
scarring.

Sandell argues for basing all practice on
evidence, but often no ideal data exist, so
clinical plans need to be formulated from
the best available evidence plus theoretical
speculation. Until early diagnosis is consist-
ently achieved there is no point in
constructing randomised controlled inter-
vention trials. Our model can produce a reli-
able diagnosis rate that will allow questions
to be addressed, such as the value of particu-
lar imaging strategies and antibiotic
prophylaxis. That is the next stage.
Malcolm G Coulthard consultant
Malcolm.Coulthard@nuth.northy.nhs.uk

Sue J Vernon nurse practitioner
Heather J Lambert consultant
Department of Paediatric Nephrology, Royal
Victoria Infirmary, Newcastle upon Tyne NE1 4LP
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Paying for bmj.com

BMJ is the property of the world

Editor—When I read the BMJ in Mexico I
have access to scientific literature of high
quality that is fundamental for my clinical
and teaching work. Thus when I read that in
January 2004 the BMJ will be accessible only
on payment, I feel that I am losing one of my
most important sources of knowledge.1

Many doctors in the developing world
do not have access to the electronic versions
of medical journals (JAMA, the Lancet, the
New England Journal of Medicine, Bone,
Diabetes Care, etc). Now with this decision of
the BMJ Publishing Group the BMJ is lost to
us, and I think this is not just.

I would like to read in your pages that
the BMJ “is one of the high quality journals
that proudly continues the tradition of the
free dissemination of science.”
Rafael Gonzalez professor
Faculty of Medicine, National University of Mexico,
Mexico
rgcs@servidor.unam.mx
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Move is understandable but sad end to a
decade

Editor—The BMJ is worth its weight
in gold. It is sad to see the end of
freely exchanged knowledge via the
internet and to see that some will have
privileged access over others.1 I hope that
this is not a return to the days when medical
journals were closed to all but the few.
Even in the 21st century some editors
would prefer to keep their journals closed
to those outside their discipline. One way
of achieving this is to make it subscription
only on proof of membership, which
excludes the sort of debate opened up by
the BMJ.

Worryingly, the editors at the BMJ seem
unaware that poverty in the United
Kingdom, as well as specified “lower and
middle income countries,”1 means that
many people cannot access the paper BMJ.
It is only kept in large city libraries. Such
people certainly do not have access to com-
puters and only some libraries give free
access to the internet as yet. Lay readers
need the information provided by the BMJ.
They are not waiting at the portals in any
prurient way but use the journal for
research and information that is not
accessible through other means. There are
thousands who have no access to further
education or specialist journals.

So the ideal of free access to knowledge
and information on an equal basis through
the internet falls by the wayside. Although
understandable, this move is a sad way to
end a decade.
Susanne Stevens human rights activist
Cardiff CF24 3PF
soostevens@hotmail.com
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Nothing is for free

Editor—I am delighted that over the
past six years (when the internet became
accessible in my town) I have had the
pleasure of reading the BMJ online. The
printed version is extremely expensive for
me (my monthly salary is around 200
euros). But fortunately I can still enjoy the
BMJ for free even after 2005 as I live in Rus-
sia.1

But I can see that it is an expensive gift.
Even I could pay something—for example,
5-10 euros a year. Anyway, thank you for an
exellent information source and educational
tool.
Anna Belozerova
Republican Tuberculosis Hospital, L Tolstogo 40,
Petrozavodsk, 185035 Russia
belozerova@onego.ru
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Move is a sensible surprise

Editor—Ironically, I saw Delamothe and
Smith’s announcement about paying for
access to bmj.com when double checking
the URL of the BMJ while writing a
sentence in my MA dissertation: “Some
journals, such as the British Medical Journal,
are currently available free online to the
general public.”1

This sentence, however, refers to access
for health professionals in developing coun-
tries. I therefore congratulate and admire
the decision to keep free access for lower
and middle income countries while collect-
ing from those more able to pay.

My only concern is that the BMJ
Publishing Group may not be charging
enough to sustain its services, cover the
administrative costs of collecting subscrip-
tion fees, and still be able to support services
such as INASP-Health (International Net-
work for the Availability of Scientific
Publications).
Christine Porter learning designer
Ithaca, NY 14850, USA
cporter@ecornell.com
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Researchers will submit their articles
elsewhere

Editor—The move to charge for access to
bmj.com is sad.1 While I was not naive
enough to believe that the BMJ would stay
free forever, I had hoped that it would at
least set a trend by keeping its open
access policy and adopting an author pays
model.

As a researcher I would be more than
happy to spend money from my research
grants to pay a fee for having an article
processed by the BMJ. In closing the door
and making the BMJ once again a subscrip-
tion journal, the BMJ loses much of its
appeal as the place for researchers to submit
their high quality papers. At least for
non-Britons, the high (international) visibil-
ity of articles published in the BMJ may have
been the main motivation for submitting
something there.

Researchers are interested in global
impact, not in impact on BMA
members alone. The BMJ—dubbed the
“Better Medical Journal” by Richard
Smith—becomes the “British Medical Jour-
nal” once more.
Gunther Eysenbach associate professor
Department of Health Policy, Management and
Evaluation, University of Toronto, Toronto, Canada
M5G 2K5
geysenba@uhnres.utoronto.ca
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Is this measure scientific literature’s half
open sesame?

Editor—Over the past decade the BMJ has
shown its commitment to widening access
by providing universally free online content
and reduced subscriptions for people in
resource limited settings. Given its support
for open access, it is regrettable that, in the
face of falling paper sales, the journal
should opt to squeeze subscriptions for
the few years it has left instead of fully
adopting the more progressive open access
model.1 2

Under the open access model, each arti-
cle is paid for only once, subsequently
becoming freely available to everyone (with
internet access). This point is not being lost
on funders. In the United States, the Public
Access to Scientific Information Act seeks to
place all scientific research substantially
funded by government in the public
domain.3 Currently, the US government
spends $45bn annually on scientific
research, the results of which are largely
unavailable to taxpayers. The privatisation of
scientific information by publishers under-
mines the accountability of funders and the
scientific community to the intended benefi-
ciaries of such research—the public.

The BMJ as a leading medical journal
can do much more to open the door to sci-
entific information: by influencing competi-
tors, funders, institutions, and individuals,
and by working with independent research-
ers and those in under-resourced settings
towards a more equitable form of publi-
cation. For the moment, this door remains
ajar.
Clarence C Tam clinical scientist
clarence.tam@lshtm.ac.uk

Ben A Lopman clinical scientist
Health Protection Agency Communicable Disease
Surveillance Centre, London NW9 5EQ

Dina Handan research student
Public and Environmental Health Research Unit,
Department of Public Health Policy, London
School of Hygiene and Tropical Medicine, London
WC1E 7HT
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Let the journal be innovative in
maintaining information flows and
linkages

Editor—Responses to the move of paying
for bmj.com have focused on cost and
value.1 2 I, however, regret this move for its
effect on the usability of the medical web.

The closer we get to a seamless flow of
information, and the connections and
transitions between items of information,
the better. But much of the medical web is
isolated in little bubbles with an access
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barrier to be negotiated, and much is not
indexed by the search engines.

The journals hosted on the Highwire
servers are already in a bubble for search
engines for realistic reasons, but it is a pity
that the BMJ’s content is about to retreat
deeper into the foam we all struggle
through.

Authentication and the need for collect-
ing money impair the function characteristic
of the web—linkage between items of
information—thereby reducing the usability
and usage of the system as a whole.
However, the move proposed seems to be
the emerging consensus in newspaper
publishing.

If we have to have a charging system to
maintain profits, so be it. But can the journal
that was innovative in open medical web
publishing ensure that it is innovative in
maintaining the flow and connections
despite its payments, please?
Adrian Midgley general practitioner
Exeter EX1 2QS
amidgley2@defoam.net
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Summary of responses

Editor—By 21 November 77 readers had
responded to Delamothe and Smith’s edito-
rial.1 2

Most of them were sanguine about the
decision to charge a reasonable fee (£10-20
($17-34; €14-28)) for access to bmj.com,
although the question was raised whether
subscribers to the paper journal actually
subsidised web users worldwide. Some
expressed their thanks for having had free
access for so many years and wondered why
other journals had not followed suit. The
idea that charging was a way to keep the
BMJ independent and maintain the breadth
and width of subject matter was welcomed.

Several readers from outside the United
Kingdom used the website in preference to
the paper journal for reasons of cost,
although telephone charges across the
world vary, as well as the difficulties with
telecom infrastructure in some countries.

Nearly all correspondents recom-
mended that different categories of fee
should be introduced for different users, not
only countries. Correspondents who had
reached retirement age were especially
anxious that this should be taken into
consideration.

The idea that web readers should
provide access credentials was viewed with
criticism, implying dishonesty on the part of
web readers. Several expressed the hope that
the access fee might result in a reduced
amount of pharmaceutical advertising in the
journal. In practical terms, the consensus
seemed to be that six months’ blocked access
after publication, rather than a year, was
long enough.

One reader thought that rapid
responses and access to Medline should
remain free. Others thought that specialists
might be made to pay, whereas the public
should have free access—a question of influ-
ence, whose potential loss worried several
correspondents. Worringly, £20 might not
be enough to maintain the quality. Sponsor-
ship was one possible alternative.

Among the negative reactions were
warnings that subscription budgets might
not stretch to including this additional new
fee and thus lose the BMJ readers. Also
brought into the equation was the fact that
the BMJ is a general journal that is of great
interest to specialists, who might not read it
if they had to pay.

Paying for bmj.com is giving up a vision,
wrote one of the later correspondents, and
another declared that it was an own goal of
greed. Free access helps to make medicine
more democratic and accountable. And if
access to information is the cornerstone of
the health business then perhaps the BMJ
Publishing Group should reconsider its
position.
Birte Twisselmann technical editor
BMJ
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Dietary fat intake and risk of
stroke
Association may differ with subtypes of
ischaemic stroke

Editor—He et al report no association
between dietary fat intake and risk of stroke
in men but did not analyse their data with
reference to the different subtypes of ischae-
mic stroke.1 The association between serum
cholesterol concentrations and the various
subtypes of ischaemic stroke may differ.

Sacco et al reported that the protective
effect of high density lipoprotein cholesterol
is more pronounced in preventing ischae-
mic stroke due to atherosclerosis compared
with lacunar infarction, cryptogenic infarc-
tion, and cardioembolic stroke.2 It may be
interesting to ascertain if any of the different
subtypes of ischaemic stroke are associated
with dietary fat intake.

The proportion of subjects prescribed
cholesterol lowering drugs is not stated by
He et al. The result of the heart protection
study showed a relation between cholesterol
reduction with simvastatin and stroke
prevention.3 Those with a high fat dietary
intake might be more likely to be prescribed
statins, and this may account, in part, for
their reported lack of association between
dietary fat intake and risk of stroke.
Elliot F Epstein specialist registrar in general and
geriatric medicine
Springfield Unit, City General Hospital,
Stoke-on-Trent ST4 6QG
elliotepstein832@hotmail.com
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Allegations about dietary fat are
unfounded

Editor—The finding of He et al that intake
of total fat, cholesterol, or specific types of fat
are not associated with stroke does not
surprise those who have followed the scien-
tific literature about the diet-heart idea from
the very beginning.1 What surprises me is
their statement that there is strong evidence
that type of dietary fat predicts risk of
coronary heart disease.

Except for trans fat there is no such
evidence at all. In a review2 of the relevant
ecological, dynamic population, cross sec-
tional, case-control, and cohort studies
almost all of them were inconclusive or,
most often, contradictive, and in two
meta-analyses of the dietary trials2–4 the
number of deaths in treatment and control
groups were identical.

There is no support either from the
study used as evidence by He et al because
the weak association found between intake
of saturated fat and coronary heart disease
in that study disappeared after adjustment
for other risk factors.5

Uffe Ravnskov independent researcher
Magle Stora Kyrkogata 9, S-22350 Lund, Sweden
ravnskov@tele2.se
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Authors’ reply

Editor—We agree with Epstein that the
association between serum cholesterol con-
centration and the various subtypes of
ischaemic stroke may differ. Unfortunately,
we do not have enough data to allow us fur-
ther to study the subtypes of ischaemic
stroke in this cohort.

Any possible association between dietary
fat and stroke could be attenuated if
participants with high dietary fat intake were
taking cholesterol lowering drugs. However,
error from this source is likely to be modest
because our results were virtually unchanged
after exclusion of 4474 (10.23%) participants
who reported history of hypercholestero-
lemia at baseline (data not shown).

Ravnskov questioned our statement that
the types of fat were more important than
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total fat in predicting risk of coronary heart
disease. Findings from early studies on
dietary fat and coronary heart disease were
inconsistent, in part, because of the inad-
equate dietary assessment, incomplete
adjustment for total energy intake, and
failure to account for other components of
diet. On the basis of metabolic studies, epide-
miological observations, and randomised
trials, the quality of fat rather than the
amount of total fat is clearly important in
determining risk of coronary heart disease.1 2

Hu et al, which we cited, found that after
adjustment for other risk factors, replace-
ment of 5% of energy from saturated fat with
the same amount of polyunsaturated fat was
associated with a 50% lower risk of coronary
heart disease.3 A protective effect of polyun-
saturated fat is also supported by the results
of randomised clinical trials.4
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Non-commercial randomised
clinical trials need money for
meetings and travel expenses
Editor—Chalmers et al highlight from their
survey of non-commercial randomised trials
the challenges faced by researchers seeking
funding for trials addressing issues that are
not of interest to industry.1

For any large multicentre clinical trial to
reach its target accrual, the clinical research
community must be committed to the trial
at the earliest stages of its development. Cur-
rent financing of peer reviewed trials by the
Department of Health and the Medical
Research Council begins only once a full
proposal is approved. However, costs are
incurred in the process of developing a full
proposal, particularly by national meetings
to discuss and develop the detailed protocol
and the administrative support for revisions
of the text.

Although much of the communication
between clinicians can be done by email,
meetings of clinicians face to face are
needed to debate the research question and
practicalities for a clinical trial. In a trial sup-
ported by industry these meeting expenses
are usually reimbursed. This is not the case
for non-commercial trials, in which study
leave budgets for cancer professionals are

often inadequate and discourage wide
participation.

A more level playing field is needed. A
way forward may be the creation of NHS
research and development and Medical
Research Council budgets (perhaps £1000-
£2000) for meeting and travel expenses
for shortlisted proposals to facilitate the
development of full proposals. This might
encourage and accelerate the conduct
of non-commercial trials of interest to
clinicians and patients.
Ian H Kunkler consultant
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Illiteracy is not just a historical
phenomenon
Editor—West suggests that doctors’ reluc-
tance to copy letters to patients is an anach-
ronism stemming from the fact that patients
were often illiterate in the 18th and 19th
centuries.1

Glasgow Royal Infirmary is a large
teaching hospital, whose local catchment
population is one of the most deprived in
the United Kingdom. One of us with
colleagues surveyed 127 consecutive, un-
selected patients with rheumatoid arthritis
attending a rheumatology clinic and found
that 3% could not read and 15% (1 in 6)
were functionally illiterate.2 We have no rea-
son to believe that these patients were in any
way unrepresentative. Copying letters to
these patients is not an effective way of
empowering them.

Email and internet sites, although popu-
lar with a minority,3 will not serve the needs
of patients with low levels of literacy. In our
cohort illiteracy was associated with signifi-
cantly more hospital visits, but overall
function was similar, with implications for
resources and funding.

We wholeheartedly believe in fully shar-
ing information with our patients, but
whereas audiotapes and videotapes may be
useful, they assume access to appropriate
equipment and again have implications for
funding.

For some, the best option is likely to be
adequate time with an appropriate health-
care professional—a resource unfortunately
in short supply.

Perhaps Glasgow is different from York,
but we suspect illiteracy is more widespread
than many doctors appreciate, even in the
21st century.
Mark S MacGregor specialist registrar
Renal Unit, Walton Building, Glasgow Royal
Infirmary, Glasgow G4 0SF
Mark.MacGregor2@northglasgow.scot.nhs.uk
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Patients need comfort and
control in beds and chairs
Editor—Bliss’s plea for elderly people to be
freed from the tyranny of having to sit in
chairs is laudable.1 She also highlights the
dangers of forced sitting in chairs, which is
based on a widespread misconception that if
we as health professionals get patients out of
bed into a chair we are making progress.

Transferring from bed to chair is benefi-
cial only if it enables patients to stand up and
walk. Unfortunately most designs of chairs
in hospitals and care homes have horizontal
seats, which allow patients to slip forwards
into a slumped position. Also the arms do
not protrude forwards sufficiently to enable
the person sitting to bring the centre of
gravity forwards over the feet and rise
unaided.

Most hospital beds are equally unsatis-
factory. All beds should have a head down
slope to encourage venous drainage in the
legs and prevent the patient from slipping
forwards when sitting in bed.

So far as the patient is concerned, most
hospital beds have not changed since
Florence Nightingale. The patient still has
no control. In one respect we have regressed
because self help bed poles and handles
have been discarded. Why? Presumably
because they are not aesthetic.

All hospital beds should incorporate
patient operated electrical control of back
rests and bed height. Patient autonomy is
being increasingly accepted, so why are
health professionals depriving their patients
of control of their freedom and comfort in
bed?

Of course we will be told that ideal
chairs and beds for all would be too expen-
sive. But how would that cost compare with
the savings in nursing time and injured
nurses’ backs?
Alan W Fowler retired
Bridgend CF31 1QJ
alan@awfowler.fsnet.co.uk
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