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but also tangible evidence to clients of the
health effects of alcohol, shown from
previous research to be well received by
Aboriginal people.3,4 They were not a
requirement for participation.

Further, that we should have got around
the potentially off-putting business of
seeking informed consent by bypassing this
step almost defies comment. While trials of
some therapeutic interventions can be
undertaken blind with patient consent by
using placebos, this does not mean that
where blinding is not possible patient
consent should be done away with in order
to avoid a Hawthorne effect!

However, we do agree with Jamrozik on
one point — nothing about this study or our
report could reasonably “compound any
negative perceptions about Aboriginal
Medical Services and Aboriginal patients”.1
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TO THE EDITOR: I am responding to a
recent editorial by Jamrozik1 commenting
on a study proposed by Sibthorpe and
colleagues to assess a brief intervention for
hazardous use of alcohol by Indigenous
people in an urban setting.2

After two unsuccessful attempts to
recruit participants, the study was discon-
tinued and funds returned to the National
Health and Medical Research Council
(NHMRC) in 1998. Sibthorpe et al
identified their difficulties as primarily the
result of having overestimated the number
of suitable participants, for a number of
complex reasons.

Jamrozik’s criticisms rest disproportion-
ately with the NHMRC and are based on
procedures and processes in effect in 1996
and 1997, yet they are informed by
contemporary knowledge and wisdom.
This seems somewhat anomalous.

In 2000, the NHMRC revised its system
for assessing research applications. This
involved several developments which would
have had a direct impact on the assessment
of this application had they been instituted
in 1996. Some of these include:
■ the introduction of panels comprising 11
experts in the domain of the application;

■ the introduction of the Indigenous
Health Research Panel (IHRP), which
provides advice on cultural appropriateness,
community consultation and methods in
applications with an Indigenous component
(most members are Indigenous people);
and
■ the opportunity for IHRP to make
stipulations upon which funding is contin-
gent.

Also of significance was the establish-
ment of the Research Agenda Working
Group (RAWG), which oversaw the formu-
lation of intervention-based criteria. Collo-
quially known as the “Darwin criteria”,
these principles ensure that all Indigenous
research design has:
■ sufficient Indigenous community con-
sultation and participation;
■ transferability (of the methods to other
settings); and
■ sustainability (of resulting changes).

The NHMRC was disappointed that the
study by Sibthorpe et al did not proceed
and did not result in usable data to inform a
significant problem. However, it is also
important to recognise that unanticipated
outcomes, which can often lead to other,
very positive results, are an integral part of
the learning process.

The NHMRC has supported Australian
health and medical research since 1936. It
has a strong commitment to ensuring the
continuing evolution of its procedures and
practices. The new systems implemented in
2000 were designed to ensure the continu-
ing tradition of funding high quality,
relevant and applicable research.
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TO THE EDITOR: The recent article by
Sibthorpe et al1 and the accompanying
editorial2 on the issue of the failure of an
alcohol intervention trial in an Aboriginal
Health Service deal with problems facing all
primary care practitioners in the field of
“alcohol misuse” and should not be seen as
a peculiarly Aboriginal problem.

Firstly, despite what the academics may
tell us, administering an Alcohol Use
Disorders Identification Test (AUDIT)
questionnaire in general practice as a
screening measure meets with huge resist-
ance, no matter where you practice. Denial
of the disease-inducing potential of alcohol
is certainly not peculiar to Aboriginal
society.

Secondly, I find that the bulk of the
medical profession reinforces this commu-
nity denial by diagnosing conditions such as
diabetes, hypertension, obesity, anxiety,
depression and schizophrenia instead of
seeing these problems as being a manifesta-
tion of alcoholism or other “alcohol
misuse” until proven otherwise. Indeed, the
denial is so extreme that they tend to avoid
the term “alcoholism” altogether. Special-
ists are in even greater denial and are more
often a hindrance than a help to general
practitioners in this regard. As a conse-
quence, community leaders and affected
families are unable to develop effective
strategies for dealing with their problems.
What they get instead is increasing health-
care costs, hospital bed shortages, increas-
ing domestic violence, more “drug
problems” and more prisons.

So “GP reluctance or inability to follow
through...”2 is not surprising. Indeed,
denial of alcohol is so strong in the medical
profession that it is harder, in my experi-
ence, to get doctors and even medical
students (let along healthcare workers) to
attend open meetings of Alcholics Anony-
mous and Al-Anon than it is to persuade
affected people to do so.

Thirdly, general practice throughout
Australia has been organised for episodic,
fast-throughput care. People have become
so accustomed to this that they see any
attempt at a comprehensive preventive
approach to illness as odd, out of place,
time-consuming and even intrusive, espe-
cially so where alcohol and family histories
are concerned. That Aboriginal people are
no different from the rest of us in this regard
should cause no surprise.
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TO THE EDITOR: I read with interest the
recent correspondence in the Journal from
Del Mar and Glasziou.1 Their appeal to one
of their critics was to “abandon throwing
bricks from the sidelines and join us in
trying to help clinicians assess research
evidence in [a] timely fashion”. More
recently, their defence in relying on general-
ists, rather than experts, to assess the
evidence was, somewhat curiously, that “a
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cat may look at a king”.2 In response to
these comments, I believe that one of their
recent presentations relating to natural
remedies for osteoporosis in postmenopau-
sal women3 falls short of current evidence-
based medicine requirements. I suspect that
this may be because they have no expert in
the area they are reviewing to assist them in
assessing the data.

An expert would have been able to tell
them that their statement “Although no
trials specifically compared ‘just walking’
with ‘exercise in the gym’, there was
reasonable evidence supporting the benefi-
cial role of walking in this patient group”3

was incorrect.4 Furthermore, an expert
would have known that the fundamental
biological basis of the effect of exercise on
the skeleton relates to the induction of
significant strains within the skeleton.5

Because these effects are site-specific and
load-dependent, the physiological mecha-
nisms differ from those involved in cardio-
vascular health. Secondly, an expert in the
area may have pointed out that the principal
constituent of codliver oil that affects the
skeleton is vitamin D. To claim that there
were no benefits on bone mineral density or
fracture from vitamin D would not be
supported by current data.6

Keeping up-to-date in medical practice
has become more difficult as the informa-
tion base expands. Performing an Internet
search may be adequate for answering some
patient-based specific questions, but, in
general, reading an up-to-date review is
probably better. Presenting the results of a
rapidly performed, deficient analysis in an
internationally renowned journal is another
thing entirely.
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IN REPLY: We agree with Prince that
expertise is needed. The only question is,
expertise in what? If we rely on experts in
the content area, we are subject to error
from ignoring studies that do not fit the

expert’s view or from an overemphasis on
studies familiar to the expert.1 On the other
hand, if we rely on experts in systematic
reviews, we are likely make other errors,
especially errors of omission, because we do
not know the content area so well.

Perhaps what we need is a marrying of
the two. First, experts should learn the
business of evidence-based medicine
(EBM). It should be part of the training of
specialists and general practitioners, as well
as medical students. In addition, the
Australasian Cochrane Centre runs Aus-
tralia-wide courses in preparing and inter-
preting systematic reviews.2 Second, we
should find a content expert to assist any
review being undertaken (and, indeed, we
try to do this when writing systematic
Cochrane reviews).

But when we need to respond rapidly to
clinicians’ and our own questions, there is
not time to consult experts for each one.
(The doctor in question3 asked five rather
separate questions, of which Prince
addresses only two.) Instead, we try to do
exactly what Prince has suggested: we first
look for an up-to-date review (a systematic
review, to avoid bias),1 and, in the absence
of one of those, proceed with weaker levels
of evidence progressively down a cascade.
And that is exactly what we did in this case.3

The purpose of our rapid search service is
to provide, as quickly as possible, the best
available evidence to assist a doctor help a
patient — “EBM in action”. The five meta-
analyses we identified3 did not include your
references. We do not, and do not claim to,
offer the last word in a very complicated
area of clinical practice.
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