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Table 1. Ranges of immunization rates for general practitioner and health authority ser-
vices in South West Durham Health Authority for the 1982 cohort of children.

Immunization rates (%)

Diphtheria
tetanus and polio Pertussis Measles

General practitioner services 76.2-100.0 42.9-90.9 33.3-90.9
Health authority child health

clinics 82.4-100.0 52.2-85.7 50.0-88.6

Limited list of drugs
Sir,
The introduction of the limited list of
drugs seems to have caused few problems,
either to patients or to ourselves. I think
the hysteria was mainly created by the
drug companies, and I think represen-
tatives of the medical profession should
now sit down with the Government and
extend the limited list to other categories
of drugs. I think this can only be to the
advantage of the patient, with a reduction
in side-effects from the many tablets
available, and an advantage to the
National Health Service by reducing costs.

R.G. MARRIOTT
The Medical Centre
Bewdley
Worcestershire DY12 2EF

Sir,
While in my fourth year general practi-
tioner attachment as a medical student,
I looked at all prescriptions for those
drugs affected by the amended limited list.
My aim was to assess the proportion of
black-listed drugs which cannot ade-
quately be replaced and to calculate the
financial savings under the new
legislation.

Doctors at a London inner-city practice
serving 10380 patients took carbon copies
of all prescriptions for drugs affected by
the amended limited list over a two-week
period. Where a feasible alternative to the
black-listed drug was available on the
white-list, the name of the drug was
noted. Of the 220 relevant items pre-
scribed over this period, 14 (six per cent)
were considered not to have a suitable
alternative.
The drugs for which no single replace-

ment was found included Equagesic
(Wyeth); in three cases out of four this
could be replaced by a combination of
two drugs together. It was difficult to find
an exact equivalent for Orovite (Bencard)
and Metatone (Parke-Davis) and the two
cough mixtures Tixylix (May and Baker)
and Linctifed Expectorant (Wellcome).

Fifty-three per cent of the drugs
prescribed under the relevant categories
required replacement with listed drugs.
Where an equivalent was available, the
amount saved by changing to a listed drug
was calculated. This was done by use of
the basic drug prices in the Monthly Index
ofMedical Specialities and basic generic
prices from the Drug Thriff and Prescrip-
tion Pricing Authority figures. However,
these prices do not include pharmacists'
costs and profits, making the actual
values, depending on the chemist, almost

twice the cost of the drug bill for these
categories.

In the practice studied the current drug
bill for these categories was found to be
£9150 per annum, from which a saving of
£1260 (14 per cent) would be made as a
result of the new legislation (assuming the
two weeks to be representative of the rest
of the year). This saving is mainly due to
generic substitution.

CLARE BAILEY
Royal Free Hospital Medical School
London

Collaboration or
fragmentation?
Sir,
One major objective of the independence
of family practitioner committees as ex-
pressed in the Report of the joint work-
ing group on collaboration between fami-
ly practitioner committees and district
health authorities' is 'to bring the district
health authorities and family practitioner
committees into a close working partner-
ship to serve the interests of the communi-
ty . . ' An article in the British Medical
Journal has considered the implications
of independence.2 The observation was
made that the definition of the word 'col-
laboration' implies the act of assisting or
cooperating with the enemy.
Many health objectives are common to

general practice and the health authorities,
especially in the areas of child develop-
ment, immunization and vaccination,
cervical screening and family planning.
The latter topic was recently raised in the
Journal,3 where the authors made ex-
plicit the widely held view that 'there
appears to be acrimony or even open
hostility between the professionals who
provide the two services [in general prac-
tice and in the family planning clinics],
with a noticeable lack of cooperation and
communication between them'. The same
can be said for the other services
identified.
What is presently seen as a parasitic

relationship of community services
feeding off primary care must somehow

be converted into a symbiotic relationship
with the common theme being to provide
comprehensive services for the whole
community. Insular and traditional atti-
tudes must be abandoned if rational
health services are to be provided.
An example of a dual service is the vac-

cination and immunization programme in
South West Durham Health District. The
total population of 156 000 includes 9700
children aged between one and four years,
and there are 2000 births a year. Eighty-
one general practitioners serve the district
from 40 locations. There are also 22 child
health clinics scattered throughout the
district.

Analysis of the immunization records
of the 1982 cohort of children shows that
the primary course of immunizations was
performed by general practitioners in 37
per cent of children and the remainder by
the child health clinics.

Overall immunization rates achieved
were 94 per cent for diphtheria, tetanus
and polio, 76 per cent for measles and 68
per cent for pertussis; no statistical
significance was evident between the
general practitioner and the child health
clinic rates.

Gross percentages, however, disguise the
range of values between different centres
indicating different levels of performance.
Table 1 illustrates the ranges of immuniza-
tion status achieved in those centres im-
munizing more than 20 children per year.
The variation for both general practi-
tioners and child health clinics indicates
the potential for improvement.

In an ideal world, general practitioners
who are adequately trained, motivated
and equipped, with the time to devote to
this role, would organize their practices
and perform all immunizations, cervical
smears, and carry out paediatric
surveillance. Skills in the monitoring of
services and standardization of results
would allow meaningful comparisons and
evaluation of the services to be made.
However, will practising general practi-
tioners have the time or expertise to
undertake this planning role?

In the real world, deficiencies in
primary care provision must be filled by
the district health authorities to maintain
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acceptable standards for the community
as a whole.
The 'collaboration' document' devoted

paragraph 24 to the potential role of the
community physician. Like the new breed
of general practitioners, the community
physicians, many of whom were general
practitioners, undergo intensive training
to acquire expertise in epidemiology,
statistics, management, health service
planning and appraisal. It would seem
eminently reasonable for them to act as
the linchpin between family practitioner
committees and district health authorities;
even more radical would be the station-
ing of them at family practitioner com-
mittees allowing these skills to be utiliz-
ed by the whole service. Advice and help
could be offered to individual practices or
practitioners as required.

E.J. PUGH
Wellhouse
East View
Sadberge
Co Durham DL2 1FF
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Medical education: where
is it going?
Sir,
Our present system of medical health care
produces two completely different types
of doctor. On the one hand we have the
highly technical or expert consultant,
based in a hospital and whose knowledge
is considerable within a section of the
medical spectrum; on the other hand we
have the general practitioner who under-
takes the health care of the family unit
and must have a less specialized but
broader knowledge of the disciplines in-
volved in the art of medicine.
There are various factors in today's society
which further polarize the profession. The
relentless onward drive of technology gives
the general public the subliminal impres-
sion that doctors are omnipotent and that
soon all disease will be curable. There is
consequently a major psychological force
playing on the profession to increase its
success both in frequency and scope.
To have doctors trained to cope with or

recognize this new-found expectation of

the public we have to think about the
patient's real motivation for consulting
the doctor. Particularly in general prac-
tice, doctors must be continuously aware
of the possible reasons for consultation.
In hospitals, they must be aware that the
patient asks for more than scientific ex-
cellence in diagnosis and examination of
his body.

Obviously there is not always time or
necessity for protracted explanations but
a high level of awareness of the patient's
fears is essential to any doctor. Practising
medicine inevitably involves making diffi-
cult and life-changing decisions. There is
frequently no correct answer to the pro-
blems facing doctors and the solution is
almost always a balance of opposing
problems.
The area which I feel the profession

recognizes least in its educative structure
is how the personality of the individual
doctor, as well as that of the patient
affects the outcome of the decision.
Do we, as doctors, consider our motives

in our attitude to the patient? Are we
trained to recognize our own emotions
and the way they colour our judgement?
Frankly, I doubt we are aware of these
problems. I am not suggesting that every
doctor with every decision should examine
his psyche first but he should be aware of
the problems he might generate by his own
personality. The earlier this understanding
is imprinted on the young medical mind
the easier it is to accept. We cannot pursue
a purely technical approach to medicine.

For the aspiring general practitioner the
going gets hard. With luck he will have
a good general practitioner trainer whose
example and skill will begin to show the
young doctor the art of medicine.

Unfortunately the most difficult
discipline to teach in the 'art of medicine'
is that of human relationships. Doctors
going into general practice must be made
more aware of their own involvement dur-
ing a consultation. They must understand
that psychological interaction is happen-
ing on both sides. The patient may be
behaving in a certain way because of the
attitude of the doctor.

All general practitioners have difficulty
with some patients which may be because
the patient sees the doctor as a figure of
authority, too paternalistic or maybe in-
sensitive. These feelings may cause the
patient to relate to earlier experiences of
family life as the patient may identify the
doctor with a disliked relative. However
hard the doctor may then try, the relation-
ship becomes difficult because the doctor
unwittingly represents an emotionally
powerful person who stirs up many early
negative feelings. Obviously this cannot
be avoided, but better insight into such a

difficulty will help the doctor to under-
stand the problem and, therefore, cope
with the situation more easily even if the
patient remains unable to gain insight into
the doctor/patient relationship.
Sympathy and kindness are important

as is the ability to empathize with the
patient. Michael Balint has said that the
doctor himself is the most potent of his
medicines, a point that must be
remembered at all times. This can be made
to work in the doctor's favour but it can
also lead the patient and doctor into in-
creasingly difficult situations.
The young doctor must receive warn-

ings and education on the problems of
'burnout', a real syndrome in the caring
individual. As a profession we are ex-
pected to cope with very stressful situa-
tions and we will often be told by our
patients that we are trained to cope with
any stressful situation. Frankly, I am not
trained to cope with the stress that a cot
death may cause in the family of long-
standing patients. I know how to deal with
the situation, but the very effect of pro-
fessionally dealing with such a situation
while remaining in control of one's own
emotions requires great reserves of inner
strength.
More discussion between doctors about

the emotions involved in these situations
is the only way to allow the profession to
feel less isolated. If a general practitioner
is to be any good at the 'art' of medicine
he has to care. The more he cares about
his patients the more vulnerable he will
be when the going gets difficult. The more
he cares and the more difficult the going,
the more pain he will feel. The quantity
of pain he can endure will depend on his
own personality. Some doctors solve the
problem by keeping emotions at arms
length and functioning on a purely
technical basis. Others suffer the pain in
varying degrees and some suffer the con-
sequences of the toll this takes; suicide,
alcoholism and drug dependence are all
too common among members of the
medical profession.
To conclude, I would like to make a

point provoked by a friend who is a finan-
cial company trouble-shooter. When he
joins an ailing company to try to sort it
out, he asks the question 'What business
are we in?' Very often companies fail
because they think they are in one business
when, in fact, they should be functioning
as another. This view changes the em-
phasis from the dull mechanics of a
business to one of human appeal.
The same question must be put to

medicine. What business are we in? We are
not in the business of producing medically
functioning bodies, we should be in the
business of healing and comforting
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