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Colchicine in overdose
We read with interest the letter from 
Lloyd warning of the danger of colchicine 
overdose1 and agree that this can have 
devastating consequences. However, the 
majority of overdoses involve analgesics, 
antidepressants, hypnotics, anxiolytics, 
and antipsychotic medications whereas 
colchicine overdose appears to be an 
uncommon occurrence.2–4 Colchicine is an 
effective and useful treatment for both acute 
attacks of gout and prophylaxis against 
acute attacks when commencing urate-
lowering therapies such as allopurinol, 
particularly in the many patients who are 
intolerant of or have contraindications to 
non-steroidal anti-inflammatory drugs.5,6 
Although we concur with Lloyd that 
assessment of mood and risk of overdose 
should be considered when prescribing 
any medication, we urge prescribers not 
to abandon an effective treatment for this 
excruciatingly painful and frequently poorly 
managed condition.
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Barriers to lifestyle 
changes in people with 
diabetes
The study on the impediments to good 
diabetes control by Elliott et al1 corresponds 
with our findings from an interview study 
of patients with diabetes from a deprived 
background in the northeast of England. 
We undertook semi-structured interviews 
with eight patients with established type 
2 diabetes from one general practice and 
explored their perceived barriers to making 
lifestyle changes. The incidence of diabetes 
in the northeast of England is relatively high 
and is known to be inversely related to a low 
socioeconomic status,2–4 but there is little 
research exploring the reasons for the link 
with deprivation. Our results highlighted 
four common themes: dietary education, 
motivation to change, family support, and 
comorbidities.

Patient education was the most 
commonly reported barrier, related to 
poor dietary education and misperceptions 
gained during childhood on healthy foods. 
Participants struggled to find the motivation 
to change their lifestyles. This fluctuated in 
some participants, who reported returning 
to bad habits during prolonged periods 
of no medical contact. Interestingly, the 
level of perceived support a patient felt 
they had seemed to correlate with their 
overall motivation. Participants who were 
in a relationship commented on how their 
partner acted as a source of continual 
encouragement to help them continue with 
the lifestyle regimen they had been given. 
However, following a healthy lifestyle was 
challenging for family members of our 

patients, especially those who were part 
of a big family with children. Surprisingly, 
financial barriers were felt to be less of 
an issue than might have been expected: 
most participants suggested that the cost 
of leading a healthier lifestyle was balanced 
by the cost of unhealthy habits such as 
‘takeaways’. Finally, the participants’ 
overall health and the consequential impact 
of their comorbidities were highlighted as 
an important barrier to following a healthy 
lifestyle.
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The recipe for general 
practice
The production process for fresh GPs from 
our specialty training is like the process for 
making sausages: a pleasing end product, 
but we distract ourselves from thinking 
about the content too much.1,2

The difficulties of the right mix of hospital 
training placements is that, for general 
practice, every hospital-based speciality 
is both relevant, and yet irrelevant. But 
why hospital-based training at all? No GP 
programme director has yet been troubled 



by the paediatricians demanding that their 
trainees receive placements in primary care 
— where the majority of paediatric practice 
occurs in the UK — and the ambition to 
integrate 4 months of general practice 
into every foundation placement remains 
unrealised. Why do we, as a college, and as 
a specialty, seem satisfied with filling our 
training programmes with the leftovers and 
castoffs from other specialties’ training? 
Why be satisfied with what we are given?

The very best place for general practice 
specialty training is within general practice, 
and for too long we have pretended that 
hospital-based placements are essential 
to develop good GPs, when the reality is 
that our trainees are required to keep the 
hospital service going. We need an end to 
the calls that paediatrics, psychiatry, and 
the rest are essential, and it is time to 
shout that GPs should be wholly trained 
within general practice for at least 3 years. 
Shout loudly for the proper resourcing of 
our skilled trainers to deliver the generalist, 
broad-based training that hospital practice 
will never give us.
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Our ailing profession
After 25 years of working with clinicians 
and managers of many kinds, including 
leading the RCGP leadership programme 
for 5 years, I have come to the view that, 
all too often, GPs disempower themselves 
by responding to even the most valuable 
and practical of thoughts, ideas, and 
opportunities with one or more of the 
following three responses: first, the 

problem with that is; second, we’re doing 
that already; and third (we shouldn’t have 
to because) it’s their fault.

Much of the value in many leadership 
programmes is in helping people develop 
alternative responses.

David Zigmond demonstrates all three 
in his description of how he undermined 
his colleagues as they tried to develop 
constructive ways of improving the 
working lives and experiences of those in 
primary care, and encouraging younger 
practitioners to remain and to flourish in 
their chosen career.

What a pity that he chose to send you his 
description, and that you chose to publish 
it. As a sympathetic observer I strongly 
suggest that challenging this attitude of 
impotent victimhood would do more to 
alleviate the recruitment problems in 
primary care than anything else.
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Our ailing profession: 
author’s response
Valerie Iles’s response to my article ‘Our 
ailing profession: we need more than 
resilience and replenishment’1 shows that 
my major points are unclear, to at least 
one reader.

I certainly do not wish to attribute blame 
or victimhood, or encourage aggrieved 
despondency. My article, though, takes a 
very wide and long view and concludes that 
our professional healthcare problems now 
have the kind of nature and roots as to be 
cultural. Culture means that no one is to 
blame, yet we are all responsible.

Neither do I wish to carelessly stymie 
colleagues’ ‘ways of improving [their] 
working lives’ and relationships. However, 
it is important to be vigilant to the bigger 
picture. My article described a conference 
where dispirited and enervated young 

doctors were offered palliative suggestions 
of mindfulness, stress management, and 
enhanced breathing techniques. Yes, 
I accept that such devices may help us 
‘get by’, but in no way address cardinally 
important bigger questions: how do we 
understand our rapidly increasing stress, 
distress, demoralisation, and burnout? If 
we can understand, what can we do about 
it?

The danger of merely propagating 
coping strategies is that they can serve to 
parry and obscure such questions about 
pathogenesis.

In the last two decades I have seen how 
the 4Cs — competition, commodification, 
commissioning, and computerisation — 
have incrementally depersonalised and 
demoralised our NHS. The Health and 
Social Care Act 2012 has exacerbated 
this. Dismissing such complex analysis as 
meretricious ‘blame’ will help none of our 
longer-term interests. Nor will Valerie Iles’s 
recommendation that my writing should 
not be published. What kind of culture does 
that lead to?

Yes, I have many positive suggestions. 
Some are summarised in ‘Plummeting 
morale of junior doctors: one branch of our 
blighted tree of welfare’, accessible via my 
home page.2
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