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the author ? This question has been exercising the editor of the
New England_Journal of Medicine,' who fears that rude comments
such as "waste of time" or "useless work" will offend the authors.
Of course they will and there is no need to pass them on. All
authors, whatever their protestations of indifference, are as
sensitive as mothers at baby shows and just as protective. If an
editor wants to reject a paper he can do so politely and, unless
there is a special reason-for example, that the paper would be
better in another journal-without giving a specific reason. Some
may disagree with this advice on the ground that it lacks courage
or is secretive, but I see no point in rubbing salt into the
wounds of rejection-and another editor may accept the paper.

Should referees be named or anonymous ? In theory referees
should be named: the authors know whom they are dealing with
and everything is open and acknowledged and the referee is
restrained from indulging his whims and prejudices. I believe
this is a facile argument and that referees will usually give better
opinions if their identity is protected. They are spared the
embarrassment, for example, of being seen to recommend rejec-
tion of a paper by a senior man or a personal friend. Of course,
the editor has to choose referees carefully when they are privileged
by confidentiality and reject those with obvious bias, but that is
part of good editing.
How to choose referees ? In most subjects there are many

experts in the country and from them good referees can soon be
selected, but in some highly specialised fields an editor may have
to reach across the world to find the right man.

If an editor rejects a paper he should be ready, if the author
challenges him, to think again and perhaps consult another
referee. A referee must accept that he is not the only adviser an
editor may use and that he is giving an opinion, not making a
decision.

The referee

Some simple rules:
(1) Don't lose the manuscript. A former chief of mine had a

bad few hours before his secretary found a manuscript he had
accidentally thrown away on the town rubbish tip. If you lose
the author's only manuscript I advise immediate emigration.

(2) Be prompt. If you cannot read and comment on the
manuscript (which does not usually take long) within two, or at
most three, weeks return it at once. It doesn't take any longer to
read the paper today than in a fortnight, and it won't, go away
if you put it in the bottom of the "in" tray.

(3) See what exact questions the editor is asking you. The
editor of the BMJ asks specific questions about a paper: is it

original? is it reliable? is it clinically important? and is it
suitable for the BMJ or would it be better in another journal ?

(4) If in doubt add a bias in favour of recommending publica-
tion. A borderline paper published is not a sin, but a reasonable
paper rejected is a shame. The temptation is for the referee to
be superior and advise rejection. It should be resisted. The
purpose of medical journals is to convey information, not to
block it.

(5) Don't nitpick. There is a strong tendency of referees to
find little faults. A referee may prefer one way of expressing
results but if the author prefers another there may be no harm
in that. The referee is not the author. In short, don't be bitchy.
Your opinion may be confidential but write it in such a way that
if it were published you might be embarrassed but not ashamed.

(6) Don't be overawed by the authors: famous men can do bad
work and write bad papers. And papers from famous departments
may be badly prepared and may not (or so one must suppose)
ever have been read by some of their illustrious authors.

(7) Don't ask silly questions of the author. Don't ask him if he
has collected results which it is obvious he has not. If the absence
of those results invalidates the paper advise rejection; if not keep
quiet. Likewise don't suggest doing new work. You are judging
this paper not the next.

(8) Don't get bogged down in details. At the first reading take
the paper at speed to get its general feel and then turn to points
of technique or detail.

(9) If you have comments which you specially do not want the
authors to see make that clear to the editor.

(10) Try to resist the temptation to advise acceptance of a
paper merely because it makes frequent (and favourable)
reference to your own work.

(11) Don't get in touch directly with the author, least of all
by telephone. If referees are meant to be anonymous they should
stay so.

Conclusions

I come back to a few points: referees usually improve a
journal; they should be anonymous, but they should write as if
they were not; the editor should not usually give detailed reasons
for rejecting a paper.

Finally, there are no absolute rules in this matter; variety is of
the essence of progress, which is what medical publishing is for.

Reference
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How editors survive
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Editors survive by accepting good articles. Obviously there's
more to a general journal than the original articles, but I
believe that, however good and important the other sections
are, its quality must depend on the quality of the papers,
originals, and medical practice articles. What is a good article ?
It's one that has a definite structure, makes its point, and then
shuts up. Its English uses nouns and verbs and not adjectives and
adverbs, while the scientific structure is crisp and each individual
section does what it is supposed to and no more.
How do we get good articles ? We believe we can do this only

British Medical journal, London WC1
STEPHEN LOCK, mB, FRcP, editor

by refereeing, or peer review. We ask our referees four main
questions. Is the article original ? Is it scientifically reliable ? Is it
clinically important ? And is it more suitable for a general
journal, or a specialist journal ?

In depending so heavily on refereeing the BMJ of course
differs largely from its distinguished contemporary the Lancet.
Its last editor, Ian Douglas-Wilson,' is on record as saying that it
is opposed to peer review, because it is too slow, because it tends
to be conservative and elitist, and because it may be bigoted.

Given that a prime function of the editor is to monitor and
control his referees, none of these objections seems to me very
serious. With respect, the point about delay is trivial, because,
as a recent article in the New England Journal of Medicine has
shown,2 the average time lapse between having the original
scientific idea and publication of the final article is four years-
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of which only some five months is spent on the editorial process.
I think also, to use a pompous phrase, editors should have a
"social conscience." Doctors have been taught to read anything
they see in a medical journal with a great deal of scepticism:
they recognise that a classical path to a synthesis is by thesis
and antithesis, and regard articles as contributions to a debate.
Not so the general public: journalists are always on the lookout
for stories, and a misguided or even wrong article reported
in the general press can do widespread harm. I believe that this
is more likely if articles are not refereed.

Elitism is a charge I can't understand. I've looked elite up
in the Oxford Dictionary, and it means the choice part-the
flower-of society. Surely if what editors want is the best,
and assessment achieves this, then peer review is a good thing ?
Finally, it's up to the editor to monitor his referees-to know
their likes, dislikes, and prejudices. At the BMJ we do this by
using many of our referees first to write drafts of unsigned
leading articles and then we try them on assessing papers. Now
many distinguished people fail to make adequate referees:
sometimes they're too kind or uncritical, but more frequently they
tend to base the criticism on an ideal article which is in their
heads and not on paper. What the editor is doing is to ask them
for the views on an actual article, and if he finds that he cannot
train a potential referee to give him straight answers to straight
questions, the best thing is for them to part, at least so far as
assessing articles is concerned.
Even after articles have been refereed, however, the editor is

left with too many for the space available, and has the unenviable
task of choosing them for the "general" reader. Although
traditionally at the BMJ at least two of the editorial staff have
been concerned with this, I have always been worried lest we
were too far removed from clinical practice. Hence recently we
have started copying the practice of the New England Journal of
Medicine, which has a "hanging committee." At the BMJ now
once a fortnight two editors discuss articles with one or two
outside consultants. All of us have read the articles and the
referees' comments and together we manage to reduce a pile of
about 30 articles potentially suitable for publication to 12 for
definite acceptance. This system helps to pick out a good article
by a new and unknown author, and to find when a distinguished
one has produced a poor paper-often probably because he has
not actually written it, or even read the final result.

Poor English

But using a refereeing system and even good subediting after
the article has been accepted should not be the only way of
achieving good articles. The 4000 or so articles the BMJ sees
every year are mostly dreadfully written, with numerous faults
in English and overall construction. Many of these articles, of
course, are published somewhere largely in their original form,
because if the matter contained in them fulfils the other criteria
the editor has not the time to translate them into decent prose,
and it is the author who signs them. Unfortunately these articles
are not fulfilling their purpose: they are largely being left unread
because of their turgidity.

Writing is now where speaking in medicine was just after the
second world war. At this time, the Medical Research Society
and the Surgical Research Society got together and devised a
set of rules: that nobody should read an article; that the length
of each contribution was limited to ten minutes; and that only a
limited number of slides should be shown. These simple rules
have improved the standard of spoken communication enor-
mously, and I believe that unless something similar is done very
rapidly for the written word people will largely stop reading
medical journals. One way of doing this is to have general
courses on medical writing; even better, is to have small-group
seminars discussing individual papers to illustrate various points;
and a third idea, an experiment recently started by Dr Roger
Williams, at the liver unit at King's College Hospital, is to have
one's own rewrite person to do the final polishing. Even so, I

believe it is important for people to know how to write a good
article, so that they recognise a good article when they read one.

The wrong medium

One common error is that articles are written for the wrong
medium. Editors constantly see articles that have been written
for speaking, but are quite unsuitable for publishing; and they
go to conferences where doctors read articles that are perfectly
suitable for publishing but inappropriate for delivering to an
audience. Clearly in both types of article the author must have
a very clear idea of the aim: otherwise his audience is going to
find it too simple or too high-falutin. But there are great
differences in the structure (table I)-principally because
speaking is a slow and relatively inefficient way of getting infor-
mation across. One of the first rules the BBC teaches its radio
correspondents is that they can get only one idea across every
three minutes. So if the average paper at a conference lasts
15 minutes, and three minutes are spent in introducing himself
and another three in summing up, the speaker has time only to
put over three ideas. In the published paper, of course, there's
no such restriction. But three minutes is an awfully long time
for one idea and this affects the contents of the spoken article
(table II); it means that the speaker must repeat himself and
pad things out a lot. Speakers naturally use jargon and im-

TABLE I-Structure

Speaking Writing

Introduction . .40%O 5-100°O
Main methods and results .. 400 40-60°%
Discussion and conclusions .. 20% 30-45%b

TABLE II-Content

Speaking Writing

Ideas One per 3 minutes Theoretically unlimited
Repetition Considerable Minimal
Padding Considerable None
Style Conversational Formal

Short sentences
Few references and Required number of

acknowledgments references and
acknowledgments

TABLE III-Delivery

Speaking Writing

Adaptability to audience Maximal Limited
Arresting introduction Important Not often possible
Jokes Desirable Usually unnecessary
Visual aids A few relevant slides Minimum of relevant

tables or figures
Length Finish early Short as possible

precise words-those awful terms such as situation, and marked,
and involved-because by gesture and the context the audience
knows what they mean. In the printed word editors frown on such
imprecise solecisms. Finally, in speech there's an opportunity
for gimmicks over the delivery (table III)-jokes, gestures,
slides, and so on. By comparison the austerity of the printed
page is like a mausoleum.

Nevertheless, both types of communication will fail if they
do not have an obvious message, put over clearly, and briefly.
Say what you have to say, and then shut up.
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