
system. Overt disease might then follow from impaired
suppressor T cell function and the deposition of immune
complexes in the liver and lung.
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Being bullish about medical research

The need to accept concentration

Deep gloom has been the prevailing mood among medical
researchers for a long time. In some at least it is lifting. The
government's policies of selection, concentration, and ex-
ploitation have created some winners as well as some losers.
The winners are those who have taken up the tremendous
opportunities offered by the new biology, reorganised them-
selves into larger-often interdisciplinary-units, done well
in the selection exercises, accepted life on short term contracts
confident that they will be good enough to win more, and
recognised the importance of seeking funds not only from
governmental sources but also from charities and industry.
The losers are those left in shrinking, old fashioned depart-
ments, overwhelmed by teaching and service commitments,
and finding it impossible to do innovative research: the
new elitism has left them behind. Today's report from the
Academic Medicine Group (p 573) contains the voices of both
winners and losers, making it somewhat bland and con-
tradictory. We believe the painful consequences of concentra-
tion must be accepted.
The good news about medical research has not received as

much attention as it should -perhaps because the losers have
understandably been shouting louder than the winners. But
there is good news. The arguments over the new National
Centre for Clinical Research have finally been settled, and the
government has in the past month agreed to pay £2m for site
development at Hammersmith. More money is almost certain
to follow, and it is crucial to the future of clinical research in
Britain that the centre be made to work. But the centre is
accepting that it cannot go it alone and must cooperate fully
with other organisations, including the British Postgraduate
Medical Federation and the undergraduate medical schools in
London. The federation is now working hard to link together
London's unique collection of research institutions and
specialist postgraduate hospitals, and the University of
London is looking at further linking its constituent parts.
Meanwhile, great intellectual excitement is being generated
by the Medical Research Council's directed research pro-
gramme on AIDS, and basic and clinical scientists from
different disciplines are being brought together in a way that
may serve as a model for attacking other medical problems.

Also in the past month extra government money has been
given to fund interdisciplinary research centres (p 550): the

Medical Research Council is now funding four- in cell
biology, toxicology, protein engineering, and molecular
science- and three more are planned- in neurodegeneration,
the brain and behaviour, and molecular genetics. There is
strong theoretical and empirical evidence to support the
thinking behind these interdisciplinary research centres,12
and they will probably proliferate.
There is also good news on the horizon for training.

Although the funding of intercalated BSc degrees is being
squeezed, the first British MB-PhD programme is likely to
begin next October-at Cambridge University, and others are
likely to follow. In these programmes undergraduates train in
basic science and medicine simultaneously, thus preparing
them to be the people that link the two disciplines. Such
programmes started in 1964 in the United States and have
expanded rapidly till there are now around 1000 students
taking the courses. It may be that money is better invested in
these programmes than in the shorter intercalated BSc
degrees, although fewer medical schools will be able to offer
the more intensive degrees. Certainly, MB-PhD degrees will
probably bring richer returns than MD degrees, which are
often undertaken unwillingly by doctors with little interest in
research. ManyMD degrees result in either no publications or
none that are worthwhile; often they are not completed.3
There has been too much "Mickey Mouse" research under-
taken in British medical schools.
The bad news for British medical research is less about

money' and more about manpower. Although the data are
sketchy, most senior researchers believe that fewer bright
young graduates are entering careers in research than in the
past, being deterred by the inadequate facilities, the salaries,
and the poor career prospects. Medical graduates in particular
recognise that an NHS career combined with private practice
offers much richer rewards and more stability than a career in
academic medicine. The Academic Medicine Group is thus
right to support the call for 250 new career posts in academic
medicine, but the posts need to be concentrated. The
manpower proposals of Achieving a Balance also threaten to
make it more difficult for young doctors to combine research
and service work, which may not be bad if it separates those
who are serious about research from those who are doing it
simply to decorate their curriculum vitaes.5 The government

544 BMJ VOLUME 298 4 MARCH 1989

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.298.6673.544 on 4 M
arch 1989. D

ow
nloaded from

 

http://www.bmj.com/


seems to have paid little attention to research when framing
the manpower proposals, and similarly the NHS review
devotes only a non-committal paragraph to research.6 Yet the
opting out of teaching hospitals, the high costs of providing
treatment in research oriented hospitals, and the possibility of
paying doctors at local rates may all undermine clinical
research. It is also unfortunate that the government has not
replied to the important report from the House of Lords on
medical research despite its publication a year ago.,

But the issue that neither the House of Lords nor the
Academic Medicine Group has considered adequately is the
problem of concentration of medical research in Britain. The
group has accepted the principles ofconcentration, selectivity,
priority setting, and better management of the resources
needed for research but has not perhaps accepted the
consequences. Thus the group says: "Internationally com-
petitive academic clinical departments will need a broad range
of skills including top class clinical investigation combined
with advanced basic science. There is little sign that many
departments can meet these demands." It says too: "The size
of most British academic departments now is often inade-
quate to meet the demands of modern clinical education
and research." Yet the group rejects the three tier system of
universities put forward by the Advisory Board for the
Research Councils (type R universities doing internationally
competitive research across the board, type X doing it in
selected subjects, and type T doing only a small amount of
research needed to support teaching)2; and the group's first
recommendation is that "teaching must take place in schools
where high quality research is in progress."

The nettle has not been grasped. It is impossible that all
of Britain's 28 undergraduate medical schools will be able
to conduct internationally competitive research; indeed,
the skimpy evidence available is that it is a fiction that
all schools are producing such research at the moment.8
Preliminary data suggest, for instance, that only four medical
schools in Britain produce more professors and readers than
they consume (J Anderson, personal communication). We
may be close to an R, T, X system already, and it may be
dogma that medical students have to be taught in an
environment where high quality research is in progress. Many
probably are not, certainly in most subjects. The advisory
board argued- from anecdotal evidence in the United States-
that students may be better taught in institutions in which
teaching rather than research is the priority.2 The British
medical research and education community has not yet faced
this difficult question head on-but it needs to.

RICHARD SMITH
Assistant editor, BMJ
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Screening: the inadequacy of population registers

Screening will fail if population registers are not improved

The current enthusiasm for screening may be stymied by the
inadequacies ofpopulation registers. The registers being used
by district health authorities to screen for cervical cancer are
the name and address lists of general practitioners' patients
held by family practitioner committees. These will also be
used for the national breast screening programme and are
sometimes used by health authorities for screening the
elderly. The information available from these lists may not,
however, be of sufficient quality to deliver these services.
A recent survey of the health of all people aged 85 and over

living in City and Hackney Health Authority found that the
family practitioner committee's list was less accurate than
expected.' According to estimates from the Office of Popula-
tion Censuses and Surveys and the London Research Centre
the number of people aged 85 and over living at home in City
and Hackney in 1986 was between 1400 and 1700. Yet the
family practitioner committee's list contained the names and
addresses of 3018 people within this category. Validity
checks-with the electoral roll, postal screening question-
naires, and household checks by interviewers-found that
this sample was inflated with the names of people who had
died or moved. Two thirds of the 3018 addresses from
the family practitioner committee's list were inaccurate.
Preliminary checks made in 1988 on the accuracy of the
addresses of younger people held by the family practitioner
committee showed that halfof those for people aged 65-74 and
two fifths for people aged 75-84 were inaccurate.

The inaccuracy rate of family practitioner committees' lists
increases with the age of the population, partly due to
increased mortality. These findings are particularly relevant
for screening programmes for the elderly and for attempts to
screen older women for breast and cervical cancer. Inaccuracy
rates for younger people are also unacceptably high. Invita-
tions for cervical cytology screening are generally sent to
women aged 35-65 (in some districts the minimum age is
lower). Research has shown that between an eighth and a
third of non-responders to postal invitations had moved from
the address listed on family practitioner committees' registers
(or in a few cases had died) and therefore did not receive their
invitations.2-6
Women in the lower socioeconomic classes, who are at the

highest risk of cervical cancer, are likely to be overrepresented
among those who do not receive an invitation for recall
because of moving house.3 One study in a deprived inner city
area showed that over half of non-attendances for cervical
screening were caused by administrative errors in the family
practitioner committee's call-recall system; prominent among
the reasons for these were incorrect addresses.7 This problem
is worse in inner city areas because of their high population
turnovers.8
About three million people each year change their general

practitioners in England and Wales. Although three quarters
will have registered with a new general practitioner within
three months,7 problems arise with patients who change their
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