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The Review Body concludes that "a
measure of adjustment if justified at this time
to avoid a situation in which a further under-
payment might result ". It recommends that
" the provision for average practice expenses
for 1975-76 should be £3,575. This represents

an increased provision of £200 which should
be reimbursed through the basic practice
allowance and capitation fees, so as to main-
tain the current relationship in average gross
remuneration between these items."

CORRESPONDENCE

OUT-OF-HOURS WORK
Sir,
The problem of out-of-hours work has again
received attention in the Journal (January) and I
write to offer some personal observations about
deputising services:

I worked for the Tees-side service for 18 months
whilst a vocational trainee in that area from
1971-74, making over 2,000 home visits. At first
I attempted to classify these into 'reasonable'
and ' unreasonable' calls; but so subjective was
this that I abandoned the attempt. There were
exceedingly few unreasonable calls, considering
all the factors, including the patient's personality;
and most of these few were made by relatives with-
out the consent of the patient.

I wish that I had been able to go with Dr Roger
Gabriel and explain to him the reasons why the
132 cases judged not medically necessary by him
had called the doctor. They did not of course
require the services of a physician from the Royal
Infirmary, but a doctor trained in primary care.

Herein lies the crux of the problem. A doctor
working for a deputising service needs some
experience of, and greater awareness of, general
practice. I do not believe that previous knowledge
of the patient is necessary, and in very few cases
did I find lack of it a handicap. I found the
experience of deputising exceedingly useful, not
least in the M.R.C.G.P. examination, where
multiple choice questions so often relate to a
'new' patient. Some months my cheque from
the deputising service was greater than that as a
trainee, and I do not believe that any deputising
doctor is exploited.

Let us distinguish any shortcomings of an
alternative service itself from personal short-
comings of its employees. The commercial nature
of these services means that they must become
efficient, and to this end radio telephones, well
equipped cars with experienced local drivers, and
switchboard staff who are state registered nurses
are used. Were their doctors always suitably
experienced and trained (ideally practising local
general practitioners and trainees) their standard
of care could not be less than the extended-cover
system in which I now participate.
As I try to find addresses in the dark, without

driver or radio to obtain directions or further
calls, and seeing patients of other local practices,
of whom I have no personal knowledge, access to
records, or continuity of care, I often reflect on

these points, as does my wife, tied to the house
and telephone not only at night, but throughout a
fine Saturday or Sunday.

If we only treated patients requiring urgent
medical aid most of us would be redundant. We
must see patients who feel they need a consultation
with a doctor; few will abuse us; all accept that
their personal doctor cannot always be available.
It is up to us to organise out-of-hours work, and
a commercial service often seems better able to do
this than individual and individualistic practices
and practitioners.

J. C. B. THOMPSON
Bodfor, St. David's Road,
Caernarvon, Gwynedd, LL55 IBH.
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Sir,
I was most interested in your January Journal in
which you discuss various methods of providing
for night calls. The real problem seems to me to
be the difficulty experienced by general prac-
titioners when the same doctor is forced to work,
not only during the night, but all day on either
side of the night and often consecutive days and
nights at weekends.
Even one telephone call, not requiring an actual

visit, strategically placed at 0100 hours can com-
pletely ruin a whole night's sleep. This must
present a danger to patients, since a tired, irritable
doctor, is not a good doctor. Can you imagine
the public outcry if other public servants like bus
and train drivers, who hold other lives in their
hands, were permitted to work continuously for
96 hours.
The solution, if we are to avoid Government

direction and salaried service with set shift hours,
must be worked out between ourselves. I have
not heard these suggestions made elsewhere and
they may be of interest to others.

In any urban population of approximately
140,000 to 150,000 people, there will be 50 or so
established and experienced general practitioners.
It can be shown that the average night call rate
that such a population will generate is of the order
of seven to ten calls per night. If all 50 or so
general practitioners agreed to a rota, it would be
possible for each general practitioner to be on for
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one week of night duty per year. He would easily
cope with seven to ten visits per night and would
sleep in the day in the same way as other night
workers do. The disadvantages are those of any
rota system in which the patient would not neces-
sarily get their own personal general practitioner,
but at least the control ofwho does the emergencies
remains in our own hands as it does not with
emergency call services. The general practitioner
on night duty would have a radio 'phone in the
car and be "cruising" between the telephone
message station and various calls.
An additional problem for those general

practitioners who are trainers is that they could
have a trainee during a six month period and not
actually be on night duty during that six months.
However, it seems to me that one week of night
duty by the trainee in company with a senior
general practitioner, not necessarily the trainer,
during his six months training would be ideal, as
he would see 70 to 100 a night emergencies during
that one week-far more than he would expect to
get under normal circumstances during his six
months traineeship. There is also the problem of a
locum for the general practitioner on night duty
to carry out his normal day time duties. This
does not present many problems in a large group,
but it does seem to me that again, it would be
exceptionally good training for a young doctor
undergoing vocational training if, in his final
month, he " took over" the day-to-day running
of a practice while still remaining under super-
vision of an experienced general practitioner. This
scheme would require the trust and co-operation of
the 50 or so general practitioners concerned and
I am not sure that we would yet be able to generate
this trust and co-operation!

N. H. BARLEY
2 Church Lane,
Merton Park, SW19 3NY.

Sir,
Back in the 1920s most people were prepared
to accept with approbation a Jingoistic address by
Rudyard Kipling, likening doctors to front-line
soldiers, bravely fighting to protect mankind from
the ravages of disease. Times have changed. We
all know that the concept of the family doctor
who was said to be on call for 24-hours in the day,
and who cared for his patients from the cradle to
the grave was a gross exaggeration.
Most people, including our patients, favour the

easing of our burdens, and even those of us who
look back upon the hardships of our early days
with nostalgic pride, have to admit that it is not
ideal for sick person's treatment to hang on the
decision of a young doctor who has not slept for
36 hours.
One cannot, however, help being appalled that

today the pendulum has swung too far, away from
consideration of the patients' welfare, to the over-
protection of the general practitioner. It is
commonplace now for the family doctor to move
well out of his practice area, clearly demonstrating

his desire to get right away from his patients; and
for the same reason, he keeps his home telephone
number ex-directory. Remote in the deep recesses
of his health centre, he avoids visits and repeat
visits as much as possible, delegates as much work
as he can to the nurse or the health visitor, while
he is shielded from direct access from his patients
by a screen of receptionists. He may well be
unaware how disconcerting this is for the patients.
Two myths have been encouraged to grow in

medical circles recently. The first is that most
patients do not really need a doctor for their
ailments, and with a little more moral fibre, they
could deal with the illnesses themselves. The
second is that anyone who is really ill, does not
mind which doctor he sees. While it is true that
most patients will indeed get better without the
help of a doctor, it is only a small minority of
patients, say five per cent, who are really over-
demanding and tiresome folk. Most who seek our
help are thoughtful people making reasonable
demands on the service. Many doctors are
possibly under the impression that their own
patients can see them more or less on demand,
and this is indeed true if the patient is determined,
or knows how to use the system. For instance,
few doctors would refuse to see any patient who
wrote a letter asking if he could be seen at some
convenient time.

Unfortunately, we cannot always be ill at
convenient times, and whereas notices about in
the waiting room saying clearly, 'ONLY STRICT
EMERGENCIES WILL BE SEEN ON A
SATURDAY MORNING', or 'ALL MES-
SAGES FOR VISITS MUST BE IN BY 10 A.M.',
I have never seen one giving clear advice to say,
'HOW TO CONSULT YOUROWN DOCTOR.'
Ever since our College was founded, it has been

stressed that the doctor-patient relationship was
the lynch-pin of family practice, and without this
bond one is virtually practising at a veterinary
level. While the patient may accept the care of
some other physician in an emergency situation,
he would always much prefer his own doctor, and
in the long term he does not want to be cared for
by someone else. Gross overwork and abuse of
the service should by all means be avoided, but a
grudging impersonal attention gives satisfaction
to neither the patient nor the doctor. If any
branch of clinical medicine becomes strictly con-
fined to office hours, it will lose its soul. No one
in any walk of life does a worthwhile job, if he is
constantly thinking in terms of hours of work or
conditions of service. No man yet succeeded in
business without being willing to work until the
job was done; no teacher worth his salt found
satisfaction in his career, or made a real con-
tribution to teaching, if his eye was constantly on
the clock.

Medicine is no different, and some of the best
work we do in general practice is the unexpected
task we are called on to perform, out of hours and
beyond the call of duty. Today no one expects
the family doctor to be on call 24 hours in the day,


