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Physicians in February 1997. A core
textbook has been published (7), and we
hope to explore the use of more imaginative teaching materials (such as video
scenarios) in future workshops.
The responses to questionnaires issued before the UCL workshop showed
that, for many delegates, implementation of evidence-based medicine at their
home institutions was limited as much
by lack of time, information technology
skills, "political acceptance," and confidence as by lack of knowledge (8). Postworkshop responses showed that despite
these barriers, 40% of the 88 delegates
intended to introduce new teaching
programmes in clinical schools, health
authorities, or National Health Service
trusts, and of these delegates, all but one
planned to use small-group, problembased learning in substantial portions of
the curriculum.
An important challenge for medical
educators in the United Kingdom is to
recognise that the competent student
(and clinician) is one who knows how
to cope with an immense and rapidly
changing body of knowledge and not
one who excels in recalling the traditional or memorising the ephemeral.
T h e deans of medical and nursing
schools must develop an infrastructure
that allows problem-based, self-directed

learning methods to develop within the
didactic, lecture-based curricula, which
have seen no fundamental changes for
2 centuries or more. As one delegate
asked me without a trace of irony, "Is
there any way of having small-group
seminars when you haven't got any
seminar rooms?"
The UCL workshop achieved undeniable short-term gains in terms of the
number of complex scientific articles
read and understood (estimated at
around 15 per delegate), new skills acquired (35% of the delegates before the
workshop and 85% after were confident
in using MEDLINE), altered attitudes
(particularly to multidisciplinary learning), and exposure to new educational
techniques. Despite these gains, the
long-term influence of this type of
workshop on the educational strategies
used in traditional British medical
schools and the behaviour of busy health
professionals in the National Health
Service has still to be determined.
At our 6-month reunion workshop
this October, our first question to delegates will be this: Has the evidencebased medicine you learned in this
workshop been incorporated into your
daily practice and has its key message
been passed on to others in a way that
they can understand? Or have your

notes, worksheets, and good intentions
been placed back on the shelf next to
the "Night Before File"?
For further information about the
4th U.K. Workshop on Teaching Evidence-Based Practice, contact us by
e-mail at ebp@ucl.ac.uk.
Trisha Gremhalgh, MD
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use, allergy to aminopenicillin, immunosuppression, or pregnancy.
Intervention
314 patients were randomised, and
288 were followed up. Of these patients, 142 had been allocated to placebo and 146 to co-amoxiclav
(amoxicillin and clavulanate), 375 ing
3 times/d for 5 days. Nasopharyngeal
secretions were aspirated from the
posterior nasopharynx by suction
catheter to detemine infection status.

Objective
To determine the efficacy of coamoxiciav for adults with common
cold symptoms and a low probability
of sinusitis.
Design
5-day randomised, double-blind, placebo-controlled trial.
Setting
An outpatient infectious disease clinic
of a Swiss hospital.
Patients
314 adults (mean age 31 y, 52% men)
who had sought treatment for common cold symptoms (history of acute
nasal congestion or rhinorrhoea and
clinical evidence of upper respiratory
tract infection with nasal congestion,
rhinorrhoea, or pharyngitis) during
the autumn and winter were studied.
Exclusion criteria were clinically confirmed sinusitis, infections that required antibiotics, recent antibiotic

Main outcome measures
Physician assessment of cure or persistent or worsening symptoms and
patient-reported symptoms.

-3.6% to 9.5%}*) (P = 0.39 for the
distribution). For the subgroup of patients who had positive cultures, more
patients who received co-amoxiclav
reported being cured (27% vs 4%,
P = 0.001). {This 23% absolute risk
improvement means that 4 patients
who had positive cultures would need
to be treated with co-amoxiclav (compared with placebo) for 5 days to have
1 additional patient report being
cured (CI 2 to 19); the relative risk
improvement was 646%, CI 3 5%*to
4374%.}* However, the absolute risk
improvement in cure for all patients
in the trial was zero.
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Conclusions
Patients who had common cold sympMain results
toms and positive cultures for H.
58 patients (20%) had positive culinfluenzae, M. catarrhalis, or 5. pneutures for Haemopkilus influenzae,
moniae reported higher cure rates afMoraxella catarrhalis, and Streptococcus
ter co-amoxiclav. Patients who had
pneumoniae, and 230 (80%) had nega- negative cultures did not report any
tive cultures. For patients who had
benefits from co-amoxiclav.
negative cultures, the groups did not
Source of funding: SmithKline Beecham,
differ for rates of cure (35% for coSwitzerland.
amoxiclav vs 41% for placebo, {95%
For article reprint: Dr. L. Kaiser, Division of
CI for the 6% difference, -6.7% to
Infectious Diseases, University Hospital of
Geneva, rue Michell-du-Crest 24, 1211
18%}*), persistent symptoms (61% vs
Geneva, Switzerland. PAX 41-22-70252%, {CIforme -9% difference, -21 %
5402.
to 4.2%}*), and worsening symptoms
(4% vs 7%, {CI for the 3% difference,
'Numbers calculated from data in article.
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Kaiser and colleagues have shown that a
subset of patients with symptoms of upper respiratory tract infection and positive bacterial cultures can achieve faster
symptom relief if given co-amoxtclav.
These results might be important for the
subset of patients who will probably return 5 days after initial assessment feeling worse or unimproved.
Nevertheless, I do not believe that a
blanket policy of treating symptoms of
upper respiratory tract infection with antibiotics in primary care is justified from
these results. No overall benefit was found
for the entire trial group, and primary care
practices may have & lower prevalence of
bacterial infections than the 20% prevalence seen in this infectious disease clinic,
in addition, nasopharyngeal aspiration

and culture are not practical in primary
care settings.
Because of these limitations, future
studies should focus on finding a method
for the rapid and inexpensive identification of patients with combined cold symptoms and bacterial infection. If this group
could be identified, then treating 4 patients with positive cultures would achieve
a cure at the 5-day point for 1 additional
patient. This benefit, however, would be
offset by side effects in 1 out of every 5
patients treated. (A 20% rate of side, effects was found in the group of patients
treated with co-amoxiclav.)
Could similar benefits be achieved with
a different antibiotic? Co-amoxiclav is
substantially more expensive than amoxicillin. Could amoxicillin achieve the same
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benefits at less cost? Also to be resolved
is whether a cold with a positive bacterial
culture is a new clinical entity or merely
a predictor of which patients will develop
sinusitis.
This study opens up a line of investigation that may provide practical guidance
for busy practitioners who see patients
who are worried that their cold will not
go away Particularly if a rapid and inexpensive method for identifying the subgroup with bacterial infections can be
developed, this group of patients may be
offered some help in the future.
Alec Chessman, MD
Medical University of South Carolina
Charleston, South Carolina, USA
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Antibiotics were ineffective for the common cold unless bacteria
were present in nasopharyngeal secretions
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