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And-therapeutic community
mental health law

can benefit from them as part of a comprehensive
package of care.

Chief medical officer defends the Mental
Health Bill

Department of Health,
London SWIA 2NS

EDrroR,-Nigel Eastman's editorial seems deliberately to present the Mental Health (Patients in
the Community) Bill in the most negative possible
light.' I would like to redress the balance. Eastman
says that the bill "attempts to substitute legal rules
for resources." The increased resources devoted to
the care of mentally ill people are a matter of
record, and I will not repeat it here. But the
assertion simply does not stand up. The purpose of
aftercare under supervision is defined as being to
ensure that the patient "receives the after-care
services provided for him." You cannot have the
supervision without the services-surely just the
reciprocal principle that Eastman says the bill
eschews.
Eastman misrepresents the importance of the
power to convey a patient to a place "for medical
treatment, occupation, education or training."
The therapeutic relationship, which he rightly
underlines, must remain crucial, but the power to
convey a patient provides an important backstop
when the patient temporarily withholds cooperation and may be placing himself or herself at
risk. We do not believe that doctors and other
professionals will want to abuse such a power, and
its limited nature will itself tend to ensure that.
The exclusion of compulsory medication in the
community reflects the view of the Royal College of
Psychiatrists and others consulted by an internal
review in 19932 and also the government's legal
advice on the effect of the European Convention on
Human Rights. This has confirmed that the bill's
provisions are fully consistent with the convention.
If a patient does not cooperate with the care plan
the bill ensures that consideration will be given to
his or her readmission to hospital under the
existing act.
The voluntary principle remains the basis of care
for the overwhelming majority of mentally ill
people. Supervised discharge was put forward in
the 10 point plan as one element in a comprehensive
strategy.3 This also includes professional education, which Eastman favours, and Department of
Health officials are working closely with the royal
college on training in these areas.
Eastman says that radical revision of the Mental
Health Act is needed. How long will that take, and
what should be done meanwhile about those
patients who risk being lost to care? Rather than
ignore the bill, as Eastman urges, I think that most
psychiatrists will prefer to keep an open mind and
use the new powers for patients who they believe
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National Schizophrenia Fellowship is
highly critical of government's proposals
EDITOR,-Nigel Eastman cites the National
Schizophrenia Fellowship, representing carers,
as the only relevant body not heavily critical of
the government's Mental Health (Patients in
the Community) Bill.' It is unfortunate that the
fellowship is widely seen to support the bill when
in fact it is highly critical of the proposals-in
particular, that the bill targets one group of
patients at the expense of others who are also
severely mentally ill and need adequate aftercare
and that no further money is to be provided except
to pay for the extra mental health review tribunals,
which will be the only means of appeal open to
patients subject to "after-care under supervision."2
My brother has been treated for schizohrenia for
the past 25 years, and I am in touch with many
other patients and their families. I cannot see
how the proposed legislation could help any
professionals or their patients. As- for relatives
(commonly referred to as carers), under the 1983
Mental Health Act the "nearest relative" has
legal powers to apply for, or prevent, a patient's
admission to hospital as well as a legal power to
discharge the patient from hospital. The proposed
additions to the act deny the relative any legal
power so that, in the community, a patient subject
to aftercare under supervision would be totally
under the control of the statutory authorities.
While agreeing with Eastman's opinion of the
bill, I do not agree with him that the 1983 Mental
Health Act is out of date and needs radical revision.
It seems to me that the present act is being
scapegoated to justify its widespread misuse. What
is needed is respect for, and use of, the law as it
stands.
ROSEMARY MOORE

Member, National Schizophrenia Fellowship

Addlestone,
Surrey KT15 QG
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cemed about some points in the paper by Aneez
Esmail and colleagues.'
Firstly, applicants from ethnic minorities have
lower mean A level grades and a longer tail of lower
grades.2 The stratification used by the authors
is therefore ineffective for the group with lower
A level grades since the lower grades of applicants
from ethnic minorities make them more likely
to be rejected on that basis alone. The only
interpretable data are those from the smaller subset
of applicants with high A level scores.
Secondly, the authors calculate an odds ratio and
95% confidence interval for each medical school.
Multiple significance testing with an unadjusted
P<0 05 level ensures (P=0-76), however, that one
or more of the 28 schools will have a confidence
interval excluding unity. Testing for heterogeneity
suggests significant differences between schools
(x2=49 3, 27 df, P<0-01).4 Removal of the school
with the most significant result and retesting until
remaining schools are homogenous (P>0 05)
suggests that only five schools had odds ratios
significantly different from 1, in four cases being
less than unity (that is, applicants from ethnic
minorities were more likely to be accepted). The
authors' suggestion that "some medical schools
could be accused of practising discriminatory
policies" should perhaps acknowledge that positive
discrimination is also illegal under the Race Relations Act 1976.
Thirdly, Esmail and colleagues' conclusions
are based on acceptances, which are difficult to
interpret since applicants apply to several schools
but can be accepted only at one. The odds ratios are
therefore not statistically independent, and their
confidence intervals are too narrow by a factor of
about two (since applicants make about four
applications). Calculations with revised confidence
intervals show no heterogeneity between schools
(x2= 12-31, df=27, NS). Any significant differences would not have been interpretable since
discrimination by schools is confounded with
preference by applicants from ethnic minority
groups for particular schools. We emphasise that
this problem does not apply to our current or
previous studies, which analysed offers rather than
acceptances.'
To summarise, although we ourselves concluded
that applicants from ethnic minorities are disadvantaged in applications to medical schools for
several complex reasons, we are concerned that the
league tables presented by Esmail and colleagues
are open to severe methodological criticism. In the
circumstances it is unjustified that comparisons
were given between identified schools, which
inevitably received substantial publicity in the
popular press.
I C McMANUS
Professor of psychology
P RICHARDS
Dean
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Medical schools and racial
discrimination
Comparison between medical schools is
unjustified
EDITOR,-The issue of 25 February contains two
papers2 (we were coauthors of one2) and an
editorial3 on the disadvantage of medical school
applicants from ethnic minorities. We are con-
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The London Hospital Medical College
denies selecdon bias
EDITOR,-Aneez Esmail and colleagues state that
the selection of applicants for entry to medical
schools in the United Kingdom is subject to ethnic
bias and imply that the medical school of the
London Hospital Medical College is one of the
nation's worst offenders in this regard.' People
from ethnic minority groups made up 29% of this
institution's intake for 1992, and our audit of
admissions, conducted annually, indicates that
almost certainly no selection bias (ethnic or
otherwise) exists here.
In the year in question (1992) 1332 people
applied for 97 places on the medical course.
Among the 1332 applicants, 506 (38%) came from
ethnic minority groups. Tracking of these through
the selection process showed that 28 (29%) of the
97 people who finally entered the medical course
were from these minority groups. Thus the decrement identified through the whole of the admissions
cycle was in the ratio 1 -3: 1.
We therefore question the veracity of the data
used by Esmail and colleagues and, especially, the
ability of their analysis to eliminate potential
confounding factors. Prominent among these and
apparently not addressed by the authors are the
following.
Firstly, choice works two ways and is exerted
both by the admitting institutions and by any
applicant who receives more than one offer.
Substantial drift of particular subgroups may
therefore arise and be driven by the applicants
themselves rather than the institutions.
Secondly, comparisons may be confounded by
differences in the percentage of the total number of
applicants who are applying "second time round"
after resitting A levels. This group is subjected to
more stringent assessment criteria on the grounds
that they are older and have had more time to study
and therefore should perform better. As a result,
their chances of ultimate acceptance are substantially lower. Any subgroup, if overrepresented
within this group, will therefore tend to have a
harder time in gaining acceptance.
Thirdly, most medical schools accept candidates
only after interview, attempting to look beyond
mere A level grades. The authors' views of A level
grades as a benchmark of acceptability is therefore

inappropriate.
Choosing the nation's future doctors is difficult.
We are surprised and disappointed that the paper
addresses itself to this matter in a simplistic and
incomplete fashion.
JOHN CUNNINGHAM
Subdean for admissions
COLIN BERRY

Dean
London Hospital Medical College,
University of London,
London El 2AD
1 Esmail A, Nelson P, Primarolo D, Toma T. Acceptance into
medical school and racial discrimination. BMJ 1995;310:
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Sixth formers gamble over medical school
choices
EDrrOR,-Aneez Esmail and colleagues surveyed
the acceptances of A level students by medical
schools in 1992, comparing white applicants and
those from ethnic minorities.' The same data, if the
two groups are amalgamated, give the overall ratio
of applicants to places for each medical school.
These ratios are, of course, the chances of an
applicant with a given A level score being accepted
by a particular medical school, assuming that the
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applicants to the various schools are comparable.
Let us take an example. A sixth form student
who in 1992 had a high A level score of26-30 points
(A-10, B=8, C=6; maximum score 30) stood a
much greater chance of being accepted at Belfast
(where 56-8% of such applicants (130/229) were
accepted), Cambridge (34 5% (196/568) or Guy's
and St Thomas's Hospitals (31-9% (123/385)
than at Nottingham (9-2% (100/1091), St Mary's
Hospital (10-1% (44/434), or the Royal Free
Hospital (10-5% (31/294)). If these differences
could be shown to persist from year to year it would
be reasonable for applicants to consider such
information when applying to medical school.
The process of choosing a medical school is seen
by many as an ill informed gamble; few medical
schools provide any information about the qualities
they are seeking in applicants, yet clearly their
selection criteria differ widely. The result is that
sixth formers are forced to rely on folklore and
hearsay when choosing their medical school.
An individual's application will be influenced
by various factors, including evidence of discriminatory selection procedures as identified by
Esmail and colleagues. We suggest that applicants
could make a better informed choice of medical
school if they had knowledge of percentage acceptance rates of the kind we have calculated, so that
they could identify a group of universities likely to
be most favourable to someone with their (actual or
predicted) grades and choose from within that
group.
S B FAZEL

Senior house officer in psychiatry

Littlemore Hospital,
Oxford OX4 4XN
MW HUGHES

Senior house officer in accident and emergency
St James's University Hospital,
Leeds LS9 7TF
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Cambridge reveals results
EDITOR,-Aneez Esmail and colleagues' article
on acceptance into medical school and racial
discrimination refers to applications in 1992.1 The
authors include among the high scorers at A level
all those with scores of :'26 points (ABB or ACC).
Since, realistically, the minimum A level score
required for a candidate applying to study medicine
at Cambridge is at least 28 points (AAB) the results
obtained from such a coarse stratification of A level
scores can be misleading.
I have analysed the ethnic background and
success rate of candidates for medicine at Cambridge in 1994-5, excluding those with scores of
<28 points. The table gives the results. The
percentages in the last column show the percentage
of all the candidates who achieved at least AAB at
A level who received an offer. The success rates
were 44% for white and 36% for non-white applicants, giving a ratio of 1-2. By contrast, Esmail and
Details of candidates applying to study medicine at
Cambridge by ethnic background

Ethic code

No
No (/o)
No (%) scoring scoring
>28 >28 points
Total
from
No of independent points and given
offer
applicants schools (AAB)

Black Caribbean
Black African
Black other
Indian
Pakistan
Bangladesh
Chinese
Asian other

2
15
1
120
38
5
26
54

Total non-white
Total white

261
568

0
5 (33)
1 (100)
58 (48)
17 (45)
3 (60)
13 (50)
29 (54)
126 (48)
284 (50)

1
3
1
85
18
1
17
36
162
480

0
2 (67)
0
27 (32)
8 (44)
1 (100)
7 (41)
13 (36)

58 (36)
211 (44)

colleagues' figures for applicants to Cambridge
with scores of ¢26 points in 1992 give success rates
of 37% for white and 25% for non-white applicants,
a ratio of 1-5.
Cambridge receives a large number of applications for medicine from candidates from ethnic
minorities (in 1994, 261 (29%) out of 907 "home"
applicants or applicants from elsewhere in the
European Union). This proportion is higher than
that for most medical schools outside London.
In 1994 only 842 (933%) of 9011 candidates at
Cambridge (averaged over all subjects) came from

ethnic minorities.
SUSAN STOBBS

Chairman, Cambridge University Admissions Forum
Newnham College,
Cambridge CB3 9DF
1 Esmail A, Nelson P, Primarolo D, Toma T. Acceptance into
medical school and racial discrimination. BMJ 1995;310:
501-2. (25 February.)

Author's reply
ED1rOR,-I C McManus and P Richards repeat
some of the methodological problems with our
paper that we highlighted. We believe that it is
important to look at both offers of places and
acceptances because both these measures are
difficult to interpret, and we have submitted a
further paper for publication, which looks at these
issues in more detail. We can, however, state that
our analysis of offers confirms the disadvantage
faced by candidates from ethnic minorities, with a
highly significant difference between medical
schools. We therefore agree that it is a complex
area that needs further research.
John Cunningham and Colin Berry take issue
with our figures. The data were provided by the
Universities and Colleges Admission Service, and
if they disagree with these figures they should take
issue with the service. We do not know, for
example, whether the internal audit carried out by
the London Hospital Medical College used the
same definition of ethnic groups as that used by the
service. Our data from the service for 1990-2 show
that the London had 1868 white applicants and
1382 applicants from ethnic minorities. A total of
543 white applicants were given offers, compared
with 159 applicants from ethnic minorities (odds
ratio 3-15 (95% confidence interval 2-59 to 3 84)),
and 208 white applicants were accepted compared
with 50 applicants from ethnic minorities (3-34
(2-41 to4-64)).
We understand that issues surrounding acceptance to medical schools are complex, but what
we sought to show was that routine data on ethnic
group collected by the Universities and Colleges
Admission Service, which have been available for
nearly five years, give an important insight into the
problem of discrimination-that, after all, was the
reason for collecting the data in the first place. We
were the first researchers to obtain permission to
analyse these data, but it should be the medical
schools that ask for these data, review them yearly,
and make them public so that applicants can make
up their own mind about the relative disadvantage
or advantage faced by students applying for university courses. Perhaps Susan Stobbs can repeat
the exercise she has carried out for Cambridge on a
yearly basis and make the results public.
The admission service through its customers
(the medical schools) is in an ideal position to look
at this in more detail because it can control for
many more confounders than was available in our
brief analysis. Until that is done, some medical
schools will continue to be accused of practising
discriminatory policies.
ANEEZ ESMAIL

Senior lecturer in general practice
University Department of General Practice,
Rusholme Health Centre,
Manchester M14 5NP
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