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Users’ Guides to the
Medical Literature:
A Manual for
Evidence-Based
Clinical Practice
Eds Gordon Guyatt, Drummond Rennie
AMA Press, $62.95, pp 706, with CD Rom
ISBN 1 57947 174 9

Users’ Guides to the
Medical Literature:
Essentials of
Evidence-Based
Clinical Practice
Eds Gordon Guyatt, Drummond Rennie
AMA Press, $35.95, pp 442, with CD Rom
ISBN 1 57947 191 9

www.ama-assn.org/ama/pub/category/7350.html

Rating: ★★★★; ★★★★

The evidence based medicine philoso-
phy has become so embedded in the
activities and motives of the health-

care enterprise that it is hard to believe that it
has been only 20 years since the term
evidence based medicine (EBM) was first
coined. Credited with changing the way clini-
cians practise medicine, EBM has spawned a
plethora of related activities such as evidence
based guidelines, writing, nursing, dentistry,
and social services.

The broad goal of EBM is to improve
patient care by moving from an experience
based form of clinical practice to one
informed by the systematic application of
medical knowledge. Initial horror at conven-
tional clinical wisdom and authority being
challenged has given way to the wide
acceptance of scientific evaluation and
application in patient care.

A more specific goal of EBM is to help
doctors deal systematically with their infor-
mation needs. But the EBM movement itself
now risks overwhelming people with too
many products. So how useful are these two
books, which are based on the popular Jour-
nal of the American Medical Association (JAMA)
series of “Users’ Guides to the Medical
Literature”?

The JAMA series—25 articles published
since 1993—has been enormously successful
and influential, and has created an almost
religious sense of fervour around the EBM
movement. Gordon Guyatt and Drummond

Rennie are the acknowledged masters of
their craft, and their writing and clinical
examples are clear and cogent.

They start with the assertion that the
medical literature is the single most power-
ful resource in medicine, moving on to
clearly explain the principles of EBM and
guidelines for accessing and evaluating
scientific articles. The first part of the
manual, “The Basics,” includes an introduc-
tion to critical appraisal: evaluating a
study’s validity, understanding its results,
and applying it to the clinical care of
patients. Clear explanations and clinical
questions guide the reader. Part 2, “Beyond
the Basics,” explains the teaching of EBM
and expands upon corresponding sections
in part 1.

Importantly, the authors discuss the more
contemporary tendency in EBM to acknowl-
edge the significance of patient values in the
construction of medical knowledge and
practice, as well as the various threats to the
quality and integrity of the medical literature,
such as commercial interests.

The manual offers not just a summary of
the articles in JAMA, but modified and
expanded material. Its companion volume
containing the “essentials” may be better
value for anyone wanting a quick and easy
reference to keep beside the computer. The
fuller version will appeal to textbook lovers.

Jocalyn Clark editorial registrar, BMJ
jclark@bmj.com

As part of their preparation to become
consultants, specialist registrars
should explore what that role will

demand beyond clinical practice. This can

be one of the objectives of regular
supervision. I recently discussed the
appraisal process with my current supervi-
sor. This was informative but also left me
with several questions. A quick glance in the
library to expand my knowledge proved
unsuccessful until I found this book.

As the authors state, appraisal and
revalidation are here to stay. The aim of this
book, therefore, is not to explore the
political arguments for and against appraisal
or revalidation, but to gain a greater under-
standing of the processes in order to be able
to approach appraisal in a positive and con-
structive way. Does it succeed? My answer is
definitely yes. And one of the reasons is that
the authors share not only a medical
background but also an educationist one.

This book will enthuse everybody, what-
ever his or her learning style is. It will satisfy
those who look for information, those who
look for a model to copy, and those who
look for ideas. It will also satisfy those who

enjoy thinking about uncertainties, because
there are many regarding appraisal, and the
authors are sincere enough not to dismiss
them.

The authors guide the reader from
preparation for appraisal (itself an apprais-
able process) to results of appraisal. They
present a “learning cycle” for appraisal and
then run the cycle for the seven main
headings set out in the General Medical
Council guidance Good Medical Practice. The
final chapter focuses on revalidation, aiming
to design a logical plan for it through success-
ful appraisals.

Recognising that many people see
appraisal as a dry subject, the authors have
sought to inject some humour by creating
fictional characters to illustrate their exam-
ples. My favourite of these is Dr Hippie, a
saxophone playing general practitioner.

Ignasi Agell specialist registrar in liaison
psychiatry, Leeds Mental Health Teaching NHS Trust
iggy@agell.freeserve.co.uk

Appraisal for the
Apprehensive:
A Guide for Doctors
Ruth Chambers, Gill Wakley, Steve Field,
Simon Ellis

Radcliffe Medical Press,
£24.95, pp 209
ISBN 185775 982 6

Rating: ★★★★
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Current international tensions, the
destruction of the World Trade
Center, and the anthrax attacks on

the United States postal system in 2001 make
the spectre of biological warfare waged on
civilian populations increasingly haunting.
This book is an antidote to fatalism and pro-
vides up to date clinical, microbiological, and
public health guidance on responding to
possible bioterrorist attacks.

Almost half the book describes the 2001
anthrax attacks on the US postal system and

the lessons learnt managing this event. Alert
clinicians in many specialties, including
emergency medicine, general medicine,
primary care, infectious diseases, and paedi-
atrics, provided the first phase of response by
diagnosing anthrax and initiating micro-
biological investigation. Together they cre-
ated a remarkably effective detection system
for identifying and reporting cases with the
support of quality local and reference micro-
biology. The healthcare system was also
responsible for ongoing surveillance, patient
and community support, and delivery of
much chemoprophylaxis.

This experience indicates that effective
biodefence preparedness must be built into
the routine operation of health and micro-
biology services and that there must be
harmonious working with public health
agencies. The tendency for professional
demarcations and specialisation will be
particularly damaging for bioterrorism
preparedness and must be strongly resisted.

The second half of the book contains
detailed reviews of anthrax, smallpox,
plague, botulinum toxin, tularaemia, and
viral haemorrhagic fevers, which first
appeared as separate articles in the Journal
of the American Medical Association between
1998 and 2002 and which have been
updated. Clear descriptions of characteristic
presentations of these agents and good

quality clinical photographs are supported
by clear tables and excellent references. The
final chapter addresses the dangers of large-
scale quarantine, which, it is argued, would
be damaging and ineffective.

Contributors to this book are impres-
sive and include Dr D A Henderson, the
former director of the global smallpox
eradication programme at the World
Health Organization.

Ghastly though its subject is, this book
teaches us that inaction is not an option
because timely chemoprophylaxis or vacci-
nation of appropriate populations could
successfully limit catastrophic casualties and
socioeconomic collapse, even from efficient
bioterrorist attacks. Indeed the capacity for
effective response might even decrease the
likelihood of such attacks.

The book will be of wide interest to all
clinicians, the public, and politicians. It
should strengthen clinical competence, pub-
lic debate, clarity of policy, and support for
clinicians, microbiologists, public health
professionals, and emergency planners
working to secure civilian biodefence.

Mark Reacher consultant epidemiologist, Public
Health Laboratory Service, Communicable Disease
Surveillance Centre, London
m.reacher@phls.org.uk

This Little Life
BBC 2, 19 February at 9 pm

Rating: ★★★

The media has an insatiable appetite
for tiny babies attached to tubing,
wires, and monitors but it has never

quite captured the emotional tensions
between parents and between parents and
staff.

Rosemary Kay’s television screenplay
highlights the intense attachment that
develops between a mother, Sadie (played by
Kate Ashfield), and her 23 weeks’ gestation
baby, Luke. Visual images of him at play and
at the piano as a healthy child become the
focus of her life as she watches him struggle
to survive the early weeks. Meanwhile, the
dad, Richie (played by David Morrissey), is
struggling to cope simultaneously with visit-
ing his wife and baby in hospital, going to
work, and preparing a nursery at home.

Just when it looked as though Luke
would pull through he develops meningitis
and the parents blame the staff. Although
Luke gets over the acute stage his brain scan
looks bad with lots of black bits rather than
white bits. The consultant neonatologist
advises the parents that it would be better if
intensive care was withdrawn. Sadie’s
intense attachment and powerful imagery of

Luke as a child paradoxically allows her to
agree. She has already known her son.
Richie, on the other hand, doesn’t want to
let go and resents his wife for her
attachment to Luke, which has excluded
him. In the end Sadie helps him recover his
self-esteem, intensive care is withdrawn, and
poor Luke dies.

Moments in this screenplay capture the
plight of parents and neonatal staff caring for
extremely premature babies. The hurly burly
of everyday life on a neonatal intensive care
unit is well illustrated and punctuated by the
parents’ experience of elation, anxiety, and
depression according to their baby’s
progress. Over time some parents develop a
relationship with the intensive care monitors,
an obsession with technology, and a desire to
control treatment. On one occasion, when
Luke is receiving 50% oxygen, Sadie sud-
denly grasps the oxygen control knob and
turns it down, as she has heard that too much
oxygen can damage the eyes.

Sadie’s concern that her baby is crying
more than usual is initially dismissed by the
staff. Then the consultant neonatologist
examines Luke and finds nothing amiss.
Some 48 hours later meningitis is diagnosed.
The staff are blamed and are speechless as
Sadie tears into them while they gather
around the incubator. “How the fuck can a
baby in intensive care get meningitis?” she
asks. I have asked myself the same question
many times.

The consultant neonatologist (played by
Peter Mullan), a likeable and caring man,
bears the brunt of the parents’ mixed
emotions. I noticed a few cuddles with mum
when things were going well—something

that my consultant colleagues in the north
west haven’t quite got into yet. On other
occasions he has it really tough—for
example, when talking to Richie who sits on
a chair leaning forward with his arms tightly
folded in front of him, aggression on his
face, and his knees bobbing up and down
like a tennis player ready to return every
service with venom.

Overall this screenplay will go some way
to increase public understanding of some of
the tensions for parents and staff alike on a
neonatal intensive care unit.

Malcolm Chiswick medical director, Manchester
Royal Infirmary

Bioterrorism: Guidelines
for Medical and Public
Health Management
Eds Donald A Henderson,
Thomas V Inglesby, Tara O’Toole

AMA Press, $29.95, pp 256
ISBN 1 57947 280 X
www.ama-assn.org/ama/pub/
category/7350.html

Rating: ★★★★

Kate Ashfield as Sadie in This Little Life
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PERSONAL VIEWS

The body tells a story

There were two that morning. The
first, a young Algerian man, a
refugee from Kuwait. It was the eyes I

first noticed: the eyes of the traumatised—
dead, empty, yet somehow haunted, as if liv-
ing a perpetual horror.
Headache. Pitiless, there all
day. His brow furrowed. He
described it like a weight on
his forehead, crushing him.

I asked a question, and
then came the story. The
beatings to the head, savage,
relentless. He was only 18
then. His brothers killed. His body thrown in
a heap, like rubbish, among the corpses. For
a flash moment, I was there—I could hear
the screams, smell the sickening stench, feel
the terror. And then back in the haven of my
chair.

“And have you told anyone your story?”
I asked. “No.” “So . . . why now?” He
shrugged his shoulders. “Parce que vous
êtes là,” he said simply. The revelation did
not arise from speaking his (second)

language; he had been in France for a while
after his escape from Kuwait, and described
it as a brutalising experience.

The second one came in—the same
dead eyes. From Iraq. Backache. Again con-

stant, relentless. When I
examined him he winced at
the slightest touch—all
movement was painful. A
poor fit with the biomedical
model. I asked the same
question: “And why do
you think you have this?”
And the same sickening

story emerged: beatings, torture, loss,
degradation.

They say that painful memories can
become organified, structuralised: neuronal
pathways fixing trauma into recurrent
circuits of pain. My question released the
story, gave meaning to the pain, and
bypassed a number of useless investigations.
And yet by itself, it was not enough.

A number of medical students, during
communication skills sessions, while seeking

out “the hidden agenda,” have complained
in exasperation, “But I asked the question
and nothing happened.” (Is communication
really only a “skill,” or is it something more
intrinsic, a reflection of self?) Perhaps it is
not simply asking the question, the revela-
tory trick, but the timing, the how. Perhaps
that is the art.

The reply was also revelatory. “Because
you are there,” he said. Being there, a simple
state, yet so hard to sustain. The silence of
empathy drowned by all the noise in our
heads, the competing agendas. General
practitioners work constantly at the messy
hinterland of body and mind—we know that
both have to be attended to, validated. Our
gaze is not the one described by the French
philosopher Michel Foucault, the gaze of
Medusa—petrifying, turning the patient into
stone, and suffering into several hard pieces
of biomedical explanation—always incom-
plete. No, our gaze dances between two
worlds, the inner and the outer, the self
and the other, the biomedical and the
existential.

Doctors bear witness time and time
again to people’s suffering. Maybe telling a
story does relieve suffering. I like to believe
that it does. But I also hope that sometimes
we can do more than that—we can help
people start a new story, as Howard Brody,
director of the Center for Ethics and
Humanities in the Life Sciences at Michigan
State University and author of Stories of Sick-
ness, would endorse.

The headache and the backache are now
better (not entirely gone of course), but
referrals to Arabic speaking counsellors and
other therapeutic endeavours have taken
place, so I would not presume to take all the
credit. But something singular did happen
in that encounter—could one quantify it, use
it as a performance indicator?

The last time the Algerian and I met, his
eyes were alive. We laughed together as we
compared notes of our 5 year old sons, and
their predilection for toy gizmos. That
laughter began to tell a new story.

There is a way between voice and presence
where information flows.
In disciplined silence it opens.
With wandering talk it closes.
(From Only Breath, by Rumi (1207-73))

Paquita de Zulueta general practitioner, west
London
p.dezulueta@imperial.ac.uk

I could hear the
screams, smell the
sickening stench,
feel the terror

Doctors and managers Some aspects of medicine are a complete turn-off for
some doctors. One of these is statistics and another is management. Doctors
often mistake management for administrative tasks. But management is far
more than mere administration, just as being a good doctor is far more than
merely being a good clinician. In fact, management is an essential part of what
it means to be a good doctor (www.gmc-uk.org/standards/manage.htm).

In the United Kingdom and other countries with an NHS-like healthcare
system, healthcare management is an established profession. The position is
quite different in countries such as Austria, for example, where most practices
are singlehanded, with the only manager being the doctor who runs it. In
Austrian hospitals there is no uniform approach to management; instead it all
depends on who is in charge.

Doctors and managers, the subject of several papers in this week’s BMJ,
are often dissatisfied with doctor-manager relationships (p 626). The NHS
Confederation (www.nhsconfed.org/), the membership body for all NHS
organisations, is working hard to improve understanding and support for NHS
management.

It appears that we doctors don’t like being managed but unfortunately our
management skills are undeveloped. David Nash (p 652) suggests that one
solution is combined MD/MBA programmes. According to the homepage of
the Association of American Medical Colleges (www.aamc.org/), 39 US medical
schools offer such a programme. One Canadian University also offers such a
programme (www.medicine.mcgill.ca/admissions/mdmba.htm), but I could find
nothing available at any European universities. If there are any, they are well
concealed.

An alternative to such a programme is for medical students to do a one year
BSc in management (p 655). At Kaiser Permanente (www.kaiserpermanente.org/)
doctors receive training in management, at least those on a leadership track
(p 654).

The British Association of Medical Managers (bamm.co.uk/awf/) offers
support and a range of resources for clinicians in management. Online I could
find no national US organisation quite like BAMM, but those interested in
healthcare management US-style might like to check out the homepage of The
National Institute for Health Care Management Research and Educational
Foundation (www.nihcm.org/).

If you are aware of any other organisations that are relevant to doctors who
have to be managers, please send a rapid response to this article.

WEBSITE
OF THE
WEEK

Marcus
Müllner
BMJ
marcus.
muellner@
univie.ac.at

Doctors bear
witness time and
time again to
people’s suffering
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Don’t drink the water . . .

It was about 4 am when the phone rang.
I answered it with the usual worries
about why someone should be calling

me at this time. To my relief it was not a rela-
tive informing me of a family illness, but a
friend letting me know of a possible threat to
my own health. “We’ve been told that the
hospital has been admitting lots of people
with vomiting and the rumour is that terror-
ists have put arsenic in the water supply.”

It was raining outside so I put a bucket
out to collect some of the run off from the
roof, and went back to bed.

I was nonchalant not because I mis-
trusted the story—although I did have
doubts about its credibility—but because of
the effect of living in Kathmandu under the
daily threat of terrorist activity. The Maoist
Insurgency in Nepal had
started in the mid-1990s
and had gradually grown in
intensity and extent. A
deliberate release into a
major water supply would
have been a change in tactic
and would have shown a higher level of
sophistication than previously, but it would
not have been beyond the realms of
possibility.

A phone call at a similar hour about a
month earlier had informed me of the mas-
sacre of most of the Nepali royal family. Days
of uncertainty and rumour followed, fuelled
by an attempted cover up by official news
sources. No one quite believed the initial
government explanation that most of the
king’s immediate family had been killed in a
freak accident. Public pressure led to an offi-
cial inquiry that implicated the crown
prince, but left many questions unanswered.
Conspiracy theories remain rife.

It was not surprising then that people
were suspicious of government assurances
that the capital’s water supply had not been
contaminated. Our landlord, who lived in
the top storey of our flat, assured us that we
would have enough water from his ground
well to survive for months. However, I
suspected that he was exaggerating, espe-
cially when his relatives started turning up
with large buckets.

By the evening of the same day I had
been reassured that the threat was not cred-
ible. It turned out that only a few patients
had turned up at hospital with vomiting, and
this was probably related to a common food
source. A colleague who tests ground water
in Bangladesh for arsenic (where chronic
exposure is a real threat to health) found no
evidence of contamination in samples from
Kathmandu. I doubted that the Maoist
terrorists could obtain sufficient arsenic to
overcome the considerable dilutional effect
of the large reservoir. It was also hard to see
how they could have dumped this quantity
of material in the reservoir without the

guards being alerted (and I knew the site was
guarded).

The particulate matter in the rain water
that ran off the roof clogged up my water fil-
ter, but otherwise this scare caused no dam-
age. The Maoists continued planting small
bombs in the city and rumours circulated
about what else the terrorists were capable
of doing.

I am now back in the United Kingdom
and training in public health. My involve-
ment in health protection work means that I
may be getting another phone call about a
deliberate release of a biological, chemical,
or radiological substance into the water sup-
ply. Should I be unlucky enough to receive
such a phone call, going back to bed will not
be an option this time.

I am under no illusion
that I would be anything
other than a small cog in a
big machine. Other agen-
cies (the water company
and the police to name the
two most important) will

rightly take a lead in the early stages.
Public health involvement is likely to be

to protect the public from the health conse-
quences of the harmful agent or, perhaps
more likely, the effects of an interrupted
water supply.

Communication with the public will be
key. Water is so essential to life that panic can
quickly ensue if its supply is suddenly
withdrawn. The water companies have
contingency plans in place to cover most
eventualities and the police have consider-
able experience from the terrorist threat
from the IRA. I am reasonably assured that
any new terrorist activity will be well
handled.

What I am less sure of is that we are
doing the right thing in response to
terrorism globally. Many developing nations,
like Nepal, live under constant threat of ter-
rorist activity. Often such activity is born
from grinding poverty. Mostly it is directed
at national governments but occasionally it
spills out and affects the international
community.

Our response to terrorism is inconsist-
ent. When it affects us no expense is spared.
When it affects others in distant countries
we are sometimes less quick to respond.
Relatively little (compared with the costs of
war) is invested in dealing with the root
causes of discontent such as poverty, disease,
and political disaffection.

If we do experience a terrorist threat to
our water supply, remember that we are well
positioned to deal with it. Remember also
that most developing nations will lack this
capacity.

Andrew S Furber specialist registrar in public
health, Eastern Wakefield Primary Care Trust
andrew.furber@ewpct.nhs.uk

Our response to
terrorism is
inconsistent

SOUNDINGS

War and causality
The kids are cross. They marched four
miles and sat in the park on a freezing
cold day listening to speeches they didn’t
understand, but Tony Blair didn’t change
his mind.

I tried to explain that the purpose of
the peace march wasn’t to cause a
change of heart in the prime minister,
but to register a protest and show
comradeship with others who felt the
same. In that case, said the kids,
there was no point marching in the
first place.

Occasionally in medicine we can say
with confidence that a particular agent,
event, or lifestyle choice has caused a
particular condition. More often, the
putative cause turns out, with the clarity
of hindsight, to be the least significant of
half a dozen influences—or merely a
confounding variable. Acid and ulcers.
Lead and underperformance. The pill
and promiscuity. The fashion industry
and anorexia nervosa.

Similarly with treatments. As an
evidence based clinician I’m impressed
with an intervention that has a number
needed to treat of two, but half the
patients so treated will return to demand
their money back. “I came with problem
X, you gave me medicine [or operation]
Y, and I’m not cured.”

One of science’s most pressing
questions is how, having sold the public
a clockwork universe for 600 years, to
convey the fact that complex problems
have multiple causes and no simple or
predictable solutions. There is always
uncertainty; there is always the need for
the calculated guesswork we call
judgment.

Whose acts, and whose omissions,
have caused the high rates of childhood
malnutrition in Iraq?

Where is the chain of events that
caused a particular teenager to choose a
short, vainglorious career in terrorism?

What combination of diplomacy and
threat will cause a dictator to dismantle
the weapons whose components we
sold him?

At what point can lack of
cooperation legitimately be said to have
caused a final call to arms?

Even my children know that these
are non-questions. There are no causes
in war, nor are there testable hypotheses,
confident forecasts, or reliable ways of
resolving paradoxes. Let us brace
ourselves for the sequence of
consequences that none of us will have
predicted.

Trisha Greenhalgh professor of primary health
care, University College London
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