
feasible, it could be judged irresponsible not to do
so owing to the risk to health of not getting regular
exercise. Given proper provision for it, for the
great majority of the population cycling as part of
the routine of daily travel has the potential for
improving fitness in a way that cannot be matched
by any other comparable exercise regime-for
instance, the report shows that there is only one
public swimming bath for every 45 000 people in
Britain.

MAYER HILLMAN
Policy Studies Institute,
London NWI 3SR

1 Godlee F. On your bikes. BMJ 1992;304:588-9. (7 March.)
2 BMA. Cycling towards health and safety. Oxford: Oxford Univer-

sity Press, 1992.

Unrestricted visiting hours
SIR,-D N W Griffith suggests that extended
visiting hours should be the norm in all hospital
wards. ' The premise that extended visiting hours
are beneficial is unproved, and the question must
be asked, "Beneficial to whom?" Any change in
practice must be for the patient's good, but none of
the studies quoted by Griffith paid great attention
to patients' opinions.
Garton stated that patients benefit from open

visiting but did not offer any data to support this
view.2 Irvine and Smith conducted a questionnaire
survey in geriatric wards and reported that
extended visiting was "undoubtedly welcomed by
patients" but added that "geriatric patients are not
good at completing questionnaires." They did not
offer any analysis of patients' responses.3

Flexible visiting should not be confused with
unrestricted visiting, and this point was recognised
by a committee of the Central Health Services
Council.4 We are concerned that in encouraging
open visiting we may be promoting uncontrolled
visiting and that the wishes and best interests of the
most important person, the patient, are being
neglected. We believe that the case for unrestricted
visiting hours remains unproved and that, though
unrestricted hours may be more convenient for
visitors, there is no good evidence of benefit to
patients.

R A COOPER
M J O'DONNELL

Manor Hospital,
Walsall WS2 9PS

1 Griffith DNW. Geriatric visiting hours: lessons for the general
wards? BMJ 1992;304:292. (1 February.)

2 Garton EJ. In praiseofopen visiting. Nursing Times 1979;75:1747.
3 Irvine RE, Smith Bj. Patterns of visiting. Some experiences of

free visiting in a general hospital geriatric unit. Lancet
1963;i:597-600.

4 Department of Health and Social Security and Welsh Office. The
organisation of the in-patient's day. Report of a committee of
the Central Health Services Council. London: HMSO, 1976.

Completed consultant episodes
increase but hospital discharges
decrease
SIR,-We are writing to corroborate the Radical
Statistics Health Group's analysis of recent trends
in hospital activity.' We purchase health care for
our residents from several inner London teaching
hospitals. At one of the hospitals there was a
projected increase in activity for 1991-2 sub-
stantially above the planned contract "tem-
plate" activity for 1990. The teaching hospital was
asking for an increase in funding for 1992-3
because of the projected increase (roughly £2000
per episode for an extra 500 episodes, or £1Im).
By examining the change in the number of

completed consultant episodes per discharge of an
inpatient from hospital for all acute specialties we

showed that the overall number of inpatients
treated had actually fallen. Completed consultant
episodes had risen by 9 0% but hospital discharges
had fallen by 2-2% in the same period (table).

Change in number of completed consultant episodes per
dischargefrom 1990-1 to 1991-2

Inpatient Discharges Episodes
episodes of inpatients per discharge

1990-1 4520 4179 1-08
1991-2* 4928 4088 1 21

* Projected figures.

Examination of particular specialties suggested
that most medical specialties are more accurately
recording transfers, particularly endocrinology,
nephrology, and rheumatology as well as general
medicine itself (completed consultant episodes per
discharge rising from 1-0 to 1-6, 1-0 to 1-8, 1-0 to
2-0, and 1-0 to 1 4 respectively). The figures show
that a small increase in the accuracy of recording of
completed consultant episodes per discharge can
result in a substantial increase in apparent activity.
Other purchasing authorities might like to be
aware of this. The mechanism of recording, of
course, also offers a perverse incentive for encour-
aging the transfer of patients from one consultant
to another and possibly from ward to ward.
Though a change in ratio might be acceptable

this year as data gathering improves, a further
increase in the number of completed consultant
episodes per discharge in 1992-3 should be viewed
with suspicion.

AILEEN CLARKE
Department of Public Health,
Bloomsbury and Islington Health Authority,
London NW1 2LJ

PETER TINSLEY
Department of Planning and Contracting,
Bloomsbury and Islington Health Authority

1 Radical Statistics Health Group. NHS reforms: the first six
months-proof of progress or a statistical smokescreen? BM3'
1992;304:705-9. (14 March.)

Placing children in adult
psychiatric wards
SIR,-The Children's Society condemned the
recent decision that the admission of a 12 year old
girl to an adult psychiatric ward was not unlawful,'
but where else are such children to go? Provisions
for inpatient care of children (and their families)
are so limited that psychiatrists are often unable to
find an appropriate bed. Alternatives are to prevail
on colleagues who have beds in adult wards or to
come to some arrangement with social services
institutions or, failing these, to think of private
facilities.

After closing one children's inpatient unit a
region looked at the need for adolescent beds, after
a report that another region was successfully
running a service for children and adolescents
without any need for beds. On further inquiry it
was understood that the psychiatrist managed this
financially attractive service by refuting any need
for admission and stating that all such cases were
only "social problems."

Social Services have closed children's homes so
the possibilities for managing a child within those
institutions have gone. It is certainly inappropriate
to place behaviourally disturbed children in a
paediatric ward, where very ill children and their
necessary equipment would be at serious risk from
unreasoned or malignant behaviour.

Inpatient units for children and adolescents
work carefully in a planned way over quite long
periods so it is difficult for them to respond quickly
to "emergency" admissions. To keep beds empty
for the occasional, but certainly inevitable, serious
crisis would be disastrous in these budget conscious

times. A properly staffed unit for seriously dis-
turbed young people always looks excessively
costly to budget holders. I regret that more units
for young people will probably close.

"Difficult to place" children will always be a
minority, but there must be specialist units for
them. Financial arguments must extend beyond
short term and recognise that long term costs arise
in later years ifcare remains inadequate. Alongside
financial arguments there are important humani-
tarian arguments which have their own urgency.

Appropriate inpatient provisions would allow
revisions of the Mental Health Act to be easier to
formulate for both lawyers and psychiatrists. This
would enhance all work "in the best interests of the
child" and lessen the accusations of misuse of the
current powers when the infrequent but "common
practice" of admitting young people to adult
psychiatric units occurs only when there has to be
safety during dangerous circumstances.

MARCUS JOHNS
Child and Family Department,
Tavistock Clinic,
London NW3 5BA

I Dyer C. Placing children in adult psychiatric wards. BMJ
1992;304:462. (22 February.)

Access to records for
epidemiological research
SIR,-Had I not already been a "situation ethi-
cist,"' chairing the interprofessional working
group on confidentiality of health records would
surely have made me one. This is a subject in
which autonomy and beneficience clash head on,
and E G Knox in no way exaggerates the threat to
epidemiology, a science from which so many and
such great benefits have flowed.2
Not once but many times I learnt that absolute

autonomy, as advocated by the self appointed
proxies for patients, is a veritable boomerang,
though it is a perverse one in that it damages not
the proxies but present and future patients. With
wearisome repetition I instanced the practical
difficulties of obtaining explicit consent from the
subjects ofdeath certificates. Our final compromise
proposal, from which some dissented, was that
access to records for epidemiological research
could be ethically legitimised, should the patient's
consent not be obtainable for practical reasons, by
both the agreement of the custodian of the record
and the approval of the research protocol by an
ethics committee-not a Platonic universe of ethics
committees.

DOUGLAS BLACK
Whitchurch on Thames,
Reading RG8 7EN

1 Black D. Iconclastic ethics. J Med Ethics 1984;10:179-82.
2 Knox EG. Confidential medical records and epidemiological

research. BM3' 1992;304:727-8. (21 March.)

Correction
The cholesterol controversy
An error resulted in A I Polanska being given as the
sole author of this letter (14 March, p 712). In fact, the
letter was written by Dr Polanska and Dr B A Malik,
of South Tyneside Health Authority, South Shields
NE33 3BN.
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Priority will be given to letters that are less
than 400 words long and are typed with
double spacing. All authors should sign the letter.
Please enclose a stamped addressed envelope for
acknowledgment.
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