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risky contraceptive beyoncs this age with
presumably little intention of adding to
their family.

In the light of the Manchester Report,
future use of the oral contraceptive may
be more appropriate and the change to
surgical or other contraception more
timely.

A. F. WRIGHT
Glenwood Health Centre
Glenrothes
Fife KY6 1HL.
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HYPERTENSION IN GENERAL
PRACTICE

Sir,
As many of your readers will know, the
Medical Research Council (1977) has
completed the pilot phase of a random-
ized controlled trial for the treatment of
mild hypertension which has shown the
feasibility and ethical justification for a
full-scale study. The main trial has now
been authorized and will require the
rapid recruitment for a five-year study
of an estimated 18,000 patients, aged 35
to 64 years, with diastolic (v) pressures
within the 90-109 mm range. It will be
predominantly based on general prac-
tice.
A total of 200 group practices, of

average total list size of about 10,000,
will be needed and we would be glad
to hear from any such practices which
are interested in learning more about the
trial. It has been our policy to ensure
that practices collaborating in the study
do so without incurring undue ad-
ditional workload or financial burden.
Mobile, fully staffed screening caravans
are available where needed to relieve the
practices of the screening load. The cost
of extra nursing and medical assistance
is provided. Costs of compiling age-sex
registers, and use of ECGs are covered.
The workload, once screening is com-
plete, is relatively light and can be
largely covered by a competent part-
time nurse, provided she has ready
access to medical advice. After the first
year, the workload for a practice with a
total list size of 10,000 requires about
seven hours of the nurse's time and one
or two hours of the doctor's time each
week.

Further details, and the names and
addresses of practices already in the
study who would be willing to be
visited, are available from: The Co-
ordinating Centre, MRC Treatment
Trial for Mild Hypertension, MRC/
DHSS Epidemiology and Medical Care

Unit, Northwick Park Hospital, Wat-
ford Road, Harrow HAl 3UJ.

W. S. PEART
Chairman

W. E. MIALL
Secretrary

MRC Working Party on Mild to
Moderate Hypertension

MRC/DHSS Epidemiology and
Medical Care Unit
Northwick Park Hospital
Watford Road
Harrow HAI 3UJ.
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COELIAC ARTERY
COMPRESSION SYNDROME

Sir,
The very existence of coeliac artery
compression syndrome is controversial,
as Dr McSherry (November Journal,
p. 684) points out. Expecting to find
two convincing case reports, I was
surprised to find that the first had many
features of coeliac disease: the patient
had diarrhoea, had lost weight, and
x-rays showed a "pattern of mal-
absorption". The coeliac decom-
pression had no effect on the diarrhoea,
but the patient "put herself on a gluten-
free diet, with rapid resolution of the
problem".

It is difficult to accept this as a
genuine case of coeliac artery com-
pression syndrome in the face of the
coexistence of another major small
bowel disease.

ROGER PEPPIATT
10 Kennerley Avenue
Exeter
Devon EX4 8BW.

INDEPENDENT CONTRACTOR
STATUS

Sir,
Dr Pereira Gray's article (December
Journal, p. 746) on the independent
contractor status is important. The
Royal College of General Practitioners,
devoted to the pursuit of truth and
excellence to the exclusion of the ma-
terial realities of money and medical
politics, nevertheless affirmed to the
Royal Commission on the NHS its
opinion on the central importance of
general-practitioner autonomy to any
future for progressive general practice.
No specific mandate was sought from

the membership on this point, but it was
certainly affirmed by most if not all the
faculties, and I have no doubt that it
coincides with the views of a large
majority of members. If a political
opinion is held by a sufficient majority
in any group, it may within that group
be removed from the questionable area
of politics and change to the safer
ground of religious rhetoric and con-
stancy.

Still, the state of this established
religion is like many others: all need
more than habit to justify them. Dr
Pereira Gray correctly observes that
neither our College nor the BMA has
published any theoretical justification
for it. Has he really done so himself?
Though he refers to "the remarkable
and often unsung benefits of the inde-
pendent contractor status", all he actu-
ally provides us with is a songsheet, a
selective chat about his theme to others
he assumes agree with him, reviewing
those aspects of the subject that appear
to conform with his hypothesis. Though
he later refers to his "analysis of the
independent contractor status, using the
behavioural sciences", I could find no
such analysis. His use of the behav-
ioural sciences is limited to three socio-
logical terms (bureaucracy, spiralists,
and burgesses), and four non-specific
references to sociological authors. De-
spite a wealth of empirical data avail-
able to support or question his as-
sertions, none are either presented or
referred to. It is not an analysis, but an
apologia, a declaration of faith.

Let me pose a few of the difficult
questions this paper should have faced.
Is independent contractor status necess-
arily the antithesis of the sort of
impersonal bureaucracy he asserts to be
the inevitable consequence of any sal-
aried service? We have massive evidence
that the organizational autonomy of
general practitioners is often used-
consciously, not accidentally-to con-
trol access and limit relationships be-
tween patients and doctors. The auton-
omous general practitioner is a despot.
The College exists to help him to be a
benevolent despot. There is a large body
of evidence, much of it from Ann
Cartwright, on the shifting proportions
of despotic altruism on the one hand,
and egotism on the other, encountered
by patients and relatives when they
actually test the terms of the indepen-
dent contract. Review of this evidence
certainly does not justify any com-
placency; even if Cartwright did find
that about 80 per cent of patients were
satisfied with their general prac-
titioners, are we satisfied? Satisfaction
depends in part on expectation, and the
expectation of most British patients,
particularly working-class patients, is
low by international standards in the
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industrialized world. The central prob-
lem is not the benevolence or egotism of
our despotism, but the despotism itself.
Pereira Gray cites Byrne and Long's
(1976) study as an authority-laden ex-
treme of behaviour. In fact there is
every reason to think that these volun-
teer doctors from the Manchester area
were quite representative of us all. The
main thing to our credit is not the
fraternal style of our work, which has
hardly developed as yet for the general
run of patients, but our wish to escape
from our despotic position.
What evidence is there of our quality

as employers and organizers of our own
little bureaucracies? Are we really sure
that our secretaries and receptionists do
not want national pay scales and agreed
terms of service? What about the
massive flight to deputizing services?
What about the rules of behaviour so
often imposed by general practitioners,
trying (usually vainly) to match patient
demand to the service they wish or are
able to provide?
Our turning point from talk to action

on any substantial scale was the 1966
package deal. This was a big step away
from the independent contractor status.
We had 65 years in which to prove that
we would or could finance the build-
ings, staff, and equipment necessary to
good general practice, out of our
personal incomes. By 1966, the Govern-
ment had stepped in at our invitation to
rescue us from our own squalor, and
together we knocked out the material
foundations from our traditional auton-
omy. Since then we have helped to form
teams (bureaucracies) of our own, all
the other members of which are sal-
aried. They quite reasonably wonder
why we should not be also.

Pereira Gray's assumptions about the
alleged impersonal and lacklustre qual-
ities of salaried medical staff are so
astonishing that I am surprised to see
such a thoughtful and responsible man
commit them to print. Most local
hospital consultants are well known to
local people. They are just as likely to be
recognized in the street as a general
practitioner. Most of them give personal
attention to patients, and if there is
sometimes no choice of consultant, this
more often than not reflects impersonal
referral by the general practitioner. The
assertion that relationships with
patients become more remote at the
more junior levels of hospital staffing
contradicts all the evidence I know of.
Salaried local authority medical staff in
maternity and child welfare services
have provided standards of continuity,
accessibility, informality, and a readi-
ness to listen and be concerned with
minor problems that have on the whole
compared favourably with what general
practitioners offer, and the same applies

to family planning services. The most
questionable aspect of the Court report
(1976) is its endorsement of accelerated
dismantling of the salaried community
child health services at a time when
there are not enough general-prac-
titioner paediatricians with both time
and a primarily preventive, anticipa-
tory, and educational outlook to replace
the old service. We all hope the College
will remedy this, but at the moment we
are in no position to boast of our
achievements either in immunization or
in anticipatory surveillance.
Dr Gray's article opens for discussion

the whole question of how (not how
much) we are paid, and thereby how our
relations with the State and our pa-
tients, our conceptions of disease and
the appropriate role of the doctor are
formed. All of us have a responsibility
to conduct that discussion for what it is,
a part of medical science inseparable
from its other more traditional com-
ponents. We should recognize that no
system ofpayment can in and of itself
create motivation to meet the health
needs of the people. But each system
determines the conditions within which
this motivation is punished, rewarded,
or ignored. Whatever system we sup-
port, we each have a duty to look at all
aspects, not only those favourable to
our case. Whatever we propose must be
matched against the evidence we already
have of the effects of different payment
systems on the perceptions and behav-
iour of doctors and patients (Abel-
Smith, 1976).

These conditions apply just as much
to proposals for salaried service,
whether universal (Medical Prac-
titioners' Union, 1977), or limited to
particular areas with special problems
of medical recruitment, such as the large
city centres and the South Wales valleys.
Granted that the doctor no longer
carries his tools in one pocket and his
decisions in one head, and that he
depends both on a primary team and the
support of secondary and tertiary hos-
pital referral systems, he is already in a
hierarchy and a bureaucracy. He is also
in close and continued contact with a
listed population at risk, unlike every
other level of the service. The key to a
structured, salaried, and rationally
planned service, without alienating
bureaucracy or stifled initiative, lies in
the development of organized links
between primary teams and the patients
they serve.

There are two dangers at the moment.
If the medical establishment continues
to be so obsessed with defence of
untenable positions in private or auton-
omous practice it will remain incapable
of negotiating a reasonable and respon-
sible contract for the majority of
doctors, both general practitioners and

consultants, who have neither the desire
nor the opportunity to work as shop-
keepers. Secondly, it may fail to de-
velop, or perhaps continue to resist,
organized links with the local public.
Without these links we shall be account-
able upwards and delegated down-
wards, precisely the reverse of our
preferred and effective position. "We
must be accountable to someone",
wrote Alastair Wilson (1977); "why not
to the people we know, our patients? "
The forms of this accountability

remain to be discovered and tested by all
of us in the field. The aim must be to
create first new custom, then new law. I
see no easy answers, but it is a
worthwhile beginning even to start
asking the questions. Our College is not,
after all, the Establishment. That is why
it has been and still is so alive and
interesting.

JULIAN TUDOR HART
Glyncorrwg Health Centre
Nr Port Talbot
Glamorgan SA13 3BL.
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JOB DESCRIPTION OF
COURSE ORGANIZERS

Sir,
At a recent meeting of course organizers
in the Trent Region there was some
discussion on a paper defining the job
description of a vocational training
scheme course organizer. It was gener-
ally felt that the time had come for a
proper job description to be written so
that future course organizers will have a
clear idea of what the job involves.
Another important aspect is that the

present system of payment for course
organizers by the DHSS has developed
over the years without a rational basis
and the job itself has never been
properly priced by the Review Body.
The Trent Region course organizers feel
that it is time that this was done but that
it is necessary to collect evidence in
order to make a proper evaluation.

I have been asked by the course
organizers in our region to invite the
views of other course organizers and
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