
Editorials

management. There was an improvement in patient satisfaction
in surgeries booked at 10 minute intervals."1
The number of elderly people in the community is increasing.

They consult more frequently than younger people and their
consultations take longer. It has been suggested'2 that doctors
should visit the elderly more frequently, and be willing to fit
them into surgeries, perhaps without an appointment. If
implemented, these suggestions would increase the amount of
time that doctors spend in caring for elderly patients. Elderly
patients who in the past would have been admitted to geriatric
wards are now moving into residential homes and thus remain
under the care of general practitioners. The care of these disabled
and chronically ill elderly patients is demanding and time
consuming, and in some areas of the country this work
comprises a large percentage of the general practitioner's total
workload.

There are particular parts of the country where an increase
in the number of general practitioners is particularly necessary.
Preventive health care has been found to be less frequently
implemented among patients in social classes 4 and 5.6
Preventive care for these patients is difficult and requires longer
consultations, and possibly extra consultations specifically for
preventive care.

Patients from ethnic minorities may have cultural difficulties
in obtaining primary care For instance, Muslim women may not
wish to consult the doctor without their husbands, who may
be at work all day. In addition, there may be language difficulties
and difficulties in understanding because of different cultural
norms. All of these problems increase the amount of time that
doctors need to spend with these patients.
The above are just some of the factors which will increase

the workload of general practitioners. It is difficult to quantify
the effect of these factors but the cumulative impact makes it
essential to reduce the average list. In order to ensure that such
a reduction is matched by increased activity in areas such as

prevention it will be necessary for general practitioners to provide
information on their performance. Information from general
practice is patchy at present and this makes it difficult to create
a rational policy for the appropriate medical manpower in each
health district.

EDWIN MARTIN
General Practitioner, Bedford
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Health service costs and the general practitioner's
role in relation to prescribing

THEN the National Health Service was introduced in 1947
it was based on the principle that the health services should

be available to everyone regardless of financial means, age, sex,
employment or place of residence. I Need for health care would
be the only criterion for its use. It is this concept which still at-
tracts the admiration of many countries in the world, and is,
I believe, the reason why so many doctors, health care workers
and patients would defend it against any attack, and all political
parties pay at least lip service to the support of the principle.

Sadly, even now, the NHS fails to deliver as good health care
to the poor as to the affluent. 'The availability of good medical
care tends to vary inversely with the need of the population serv-
ed. This inverse care law operates most completely where medical
care is most exposed to market force, and less so where such
exposure is reduced' wrote Julian Tudor Hart in 1971.2 This
hypothesis was backed up by Don Forster in 1978,3 who analys-
ed nine available health indicators for the 10 standard economic
regions in 1972-73. The tendency towards inverse care in the ser-
vice has been exacerbated today.4
The problem is made more difficult by the increasing cost of

health care in real terms and as a proportion of gross national
expenditure, and this applies particularly in the area of prescrip-
tion medicine. In 1974-75 prescriptions cost £297 million or
8.61o of overall health expenditure; in 1983-84 they cost £1430

million or 11.1% of expenditure and the trend continued in
1985-86 to an overall cost of £1700 million which was 11.3%
of total NHS costs.

Various methods of improving prescribing and reducing costs
have been proposed in the Hinchcliffe report,5 and more recent-
ly in the Greenfield report, which recommended that pharmacists
should substitute generic drugs for proprietary products on
prescriptions.6 This was opposed by the profession, but,
undeterred, the government imposed a list of limitations on
prescribing in certain therapeutic categories in April 1985.
Another method of offsetting some of the cost of prescriptions
is by the prescription charge, which has risen from 20p in 1979
to £2.40 today. Although 70% of people receiving prescriptions
are exempt from charges, there is a small group who fall into
the poverty trap just outside the exemption level. There is no
doubt that fear of being given a prescription they cannot af-
ford prevents some of these patients from visiting the doctor
or if they do consult they do not cash all the items on their
prescription, and often choose the wrong ones - perhaps a
cough linctus and not the antibiotic for a chest infection.

It is not surprising that in the current economic climate the
use of the market mechanism to reduce the cost of prescribing
is being discussed, and Dr David Green, a political scientist and
sociologist has written a booklet called Medicines in the
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marketplace,7 published by the Institute of Economic Affairs
Health Unit of which he is the director. Dr Green was a Labour
party activist from 1972-81 but has now moved to the radical
right. According to Tudor Hart,2 the political pressure group
of which Dr Green is the director 'depends heavily on a climate
of television and editorial opinion favouring the view that all
but a minority of people are rich enough and willing to pay for
their needs in medical care (but not through taxation)' As the
present government's policy is to reduce public expenditure and
taxes, this view is likely to receive at least some government
approval.
Dr Green's radical programme proposes that the phar-

maceutical price regulation system be abolished, that the Com-
mittee of Safety of Medicines should have only an advisory role,
that animal testing should be reduced, that medicines should
be marketed much sooner without waiting for bureaucratic
clearance, and that patients should pay the actual cost of their
medicines. In return the doctor must present patients with all
the pros and cons of the drugs available for their condition so
that patients can decide for themselves, presumably on some
sort of cost and benefit analysis, which drug they want. It would
seem to me that in the case of a new drug a doctor would only
be able to pass on the information supplied to him by the drug
company and this would present a problem for doctors and pa-
tients, with increased pressure from drug company represen-
tatives anxious to sell their wares to doctors. Dr Green does pro-
pose some safeguards for the poor and chronically sick, allow-
ing free prescriptions for some and an annual season ticket for
others, but it all sounds like a costly, confusing and possibly
dangerous programme for patients.
Dr Green has great faith that most new drugs are advances

on the previous ones, which is why he supports their reaching
the patient more rapidly. He also does not believe that the Com-
mittee on Safety of Medicines should be able to withdraw drugs
but should merely advise doctors about problems. He feels there
is still a place for Osmosin, Opren and even Thalidomide to re-
main available for some people, and he quotes drugs introduc-
ed for one use and found to have other roles: for example,
'diazepam was introduced for anxiety, and later used to com-
bat tetanus' and 'amphetamine was introduced as a mental
stimulant, and later used to achieve weight reduction'

I like two aspects of Dr Green's book. Firstly, he wants pa-
tients as far as possible to be given all the available information
about drugs they are taking; although I hope this happens
already, I suspect it does not. Secondly, he points out that while
we often discuss the risks of drugs we seldom discuss the risks
of surgery, which in many cases is much greater.

I also approve of some of his suggestions for more rapid
analysis of post-marketing data, as discussed in a recent leader
in this Journal,8 but I am concerned about the increased
danger that patients would face from his fast-track approach
to the introduction of new drugs. I strongly oppose his sugges-
tion that patients should pay for their prescriptions, as this is
the thin end of the wedge that would lead to a gradual erosion
of our health service towards an American system of payment
for everything. Dr Green believes drug company profits would
rise as a result of his proposals and he foresees that this would
create more jobs. He may be right but I believe the cost to pa-
tients in safety and money would be too high.

I believe, however, that doctors have a responsibility to think
carefully before prescribing new drugs, and should use well-tried
generic drugs, for which possible side effects are well-known,
before venturing into new prescriptions. The principal area of
doubt about generic prescribing is where there is a narrow
therapeutic window between efficacy and toxicity, such as oc-
curred with generic digoxin before a standard was set for all

digoxin preparations. Furthermore, when doctors choose to use
a new drug they should know what benefits they are trying to
achieve, or if they are involved in a trial, they should be sure
that they are keeping a record of the results, reporting all side
effects and informing the patient of what they are doing. If this
takes extra time the drug company should remunerate the doc-
tors at a reasonable rate, and no trial should pay less for results
that showed the drug to be unsatisfactory. The results of trials
should also be assessed by doctors with no vested interest in a
'good' result. Computers can play a valuable role in collating
data, but the data should first go to the Committee on Safety
of Medicines, who should monitor any trial the drug company
is undertaking.

I am not convinced by Dr Green's book that the market
mechanism is the way to improve prescribing. Only care, thought
and concern for all patients by their doctors will help us to
prescribe sensibly, and economically.

D.A. GREGORY
Lecturer in Family and Community Medicine,

University of Newcastle upon ljVne
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DIPLOMA IN COMMUNITY
CHILD HEALTH

The Royal College of Physicians of Edinburgh, the Royal College
of General Practitioners and the Faculty of Community
Medicine invite applications to take the next examination for
the Diploma in Community Child Health (DCCH) which is to
be held on 24TH MARCH 1988.

Examination regulations, application and testimonial forms with
instructions to candidates can be obtained from the address
shown below. Past examination papers (costing £3.00) may
be obtained from the same address.

The fees for this examination are £125.00 and the closing date
for applications will be 22ND JANUARY 1988.

The Autumn diet of the examination for the Diploma in
Community Child Health will be held on 29TH SEPTEMBER
1988 and the closing date for applications will be 22ND JULY
1988.

Please contact: The Registrar
Royal College of Physicians
9 Queen Street
Edinburgh EH2 1JQ
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