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Working against patients?
Sir,
We are a partnership of seven general
practitioners, all members of the Royal
College of General Practitioners, caring
for 11 500 patients on Portsea Island. In
1987 we had 61 985 patient contacts. We
hold a wide range of clinics, including
ante and postnatal, child surveillance, im-
munization, cytology, coil, well man and
diabetic clinics. Births totalled 215 in 1987.
With extensive effort by the whole
primary health care team we have achieved
an uptake rate in January 1988 of 87.3%
for diptheria, tetanus and polio, 72.0"! for
pertussis and 80.0% for measles im-
munizations, for children born in 1985.
We are screening our female patients at
five year intervals for cervical cancer, and
in 1987 took 583 smears. We referred 14.5
patients per 100 seen to secondary care
services, which is lower than the national
average, despite a high consultation rate
with low social class patients, and a high
geriatric and psychiatric loading. In 1987
we had one patient murdered, and one
five year old patient raped, reflecting the
problems of our inner city practice. We are
proud to be a training practice, teaching
undergraduates and postgraduates.

It should be remembered that primary
health care manages 90% of all episodes
of ill health for less than 8% of NHS
spending, with 70% of consultations tak-
ing place within a day of the patient seek-
ing help.' The NHS has been chronical-
ly underfunded for years, a situation
which led to the royal colleges issuing an

unprecedented warning to the govern-
ment, which in turn led in 1987 to the
government's review of the NHS. Much
has been made of the increased resources

put into the NHS by the Conservative
government,2 but we still see long waiting
lists and unmet need in our inner city
practice. Hidden behind the published
waiting lists for outpatient appointments
lie the waiting lists for operations. When
subjected to close scrutiny the increased
funds allocated to the NHS are deceptive,
and do little to redress the legacy of
chronic underfunding, and unmet need.3

The demand on the NHS is set to rise
over the next 10 years owing to the increas-
ing proportion of elderly in our popula-
tion. In addition the number of school-
leavers is falling, with the threat of recruit-
ment problems for the NHS workforce.
The health service needs additional
resources to meet these increasing
demands, either from increased taxation
or from health insurance.45
The publication of the white paper has

been eagerly awaited by us, to see how the
government would assess and help solve
these serious problems, but the result2'6
has been a bitter disappointment. In
general practice we are now faced with ex-
tensive reorganization, based on untried
theories, and no new resources.7-9 What
are the implications of the proposals?
* A budget will for the first time cost-
limit the services we can provide for our
patients. Doctors for the first time will be
given an incentive not to treat. We will be
supposed to compete for patients when we
are already overworked, and with limited
financial resources to offer them. Patients
with chronic disease will become a finan-
cial millstone around the doctor's neck.
Patients' trust in their doctor will be
undermined. Who will be keen to take on
the elderly, mentally ill, low social class,
illiterate, and other high resource-using
patients? General practitioners will face
the added stress of increased practice
administration. 10

* Increased capitation fees will lead to
the poor style of care seen before the 1966
general practice charter. Huge lists will
provide a large financial reward in itself,
with no incentive for further preventive
care. This is in complete contradiction to
the Royal College of General Practi-
tioner's recommendation on list sizes.
* The proposed changes in the payment
of the basic practice allowance are unfair,
and in our opinion will do much to
damage the career prospects of women in
general practice.
* The basic practice allowance depriva-
tion supplement will be based on an
untested theory of Professor Jarman."

* The new target payments are
unrealistic. It is unfair to impose respon-
sibility without authority. We cannot
achieve the 90"! proposed immunization
level for children, despite our present ex-
tensive effort involving the whole primary
care team, because we cannot compel pa-
tients to be immunized. If the government
really wish to achieve these levels in
deprived inner city practices, then they
should make child benefit, or school en-
try, dependent on immunization status, as
in other countries. No reward will be given
to a practice trying hard to achieve a level
of 89% in a low social class area, but a
reward will be paid to a middle class prac-
tice achieving 90"!. levels with minimal
effort. 12"13
* Is it fair to demand that we should take
on the burden of health promotion and
screening with no major new resources?
* The information systems needed to
allow the white paper proposals to work
are, at present, either inaccurate, or do not
exist."415 Much is said in the white paper
about how these systems will operate in
general, but no detail is given, a common
theme in this poorly evaluated set of pro-
posals. Dogma prevails, with little
pragmatism.
* It is already easy to change doctors.
Most drug addicts are probably delighted
by the review's proposals, as it will be
simpler to obtain prescribed controlled
medication.
* We reject the proposals for out of
hours services. Demand is increasing for
consultations deemed to be an emergen-
cy. How are we to educate patients with
a facilitated complaints procedure against
us, and the need to compete in an at-
mosphere of artificially induced con-
sumerism? Deputizing services are to be
discriminated against, when there is
evidence that they provide a good service
to the patient.'6
* The changes to the family practitioner
committees are worrying because of their
influence on the standard of patient care.
Committees composed of Department of
Health appointees will stifle the partner-
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ship that has grown up between the family
practitioner committees and practices.
On-the-spot advice concerning practical
working problems in primary care, the
necessity to form forward plans, and the
evolution of changes in patient care will
all suffer by the absence of practising doc-
tors. One doctor representative on the
committee is totally inadequate.

There are many other worrying pro-
posals for general practice. 'We have lost
our existing contract, together with the in-
dependent contractor status; our charter
has been torn up; our freedom of referral
has gone; the partnership with family
practitioner committees has been
destroyed; and local medical committees
have been emasculated' has been one
response to the proposals, with which we
agreed (Dr C. Zuckerman speaking at the
GMSC). 17
What is there to be constructive about?

At least for the present'the NHS is to be
'available to all, regardless of income, and
to be financed mainly out of general tax-
ation:2 An increase in information
technology, audit and cost-consciousness
is to be welcomed, as long as it is used for
the benefit of patient care, and not for
cutting costs as the sole objective. Patients
should have the best care available.
What are the aims of these proposals?6

The title of the white paper, Workingfor
patients, is in our view a complete
misnomer. These proposals aim to cost-
limit the NHS, especially general practice.
The services available to the patient will
be reduced. Direct government control
will be imposed, with general practitioners
being left to explain and implement the
government's decision to limit health
spending. The government's proposals are
an attempt to buy time, and be seen to be
active, before the next election, and to
prepare the way for privatization, if the
Conservatives are successful at the next
election. TWo-tier health care will then
have arrived in this country, with treat-
ment becoming a function of ability to
pay, and not of patient need. Why else
would the government put such a poorly
researched, evaluated and negotiated set
of proposals before the country?"8
The white paper states 'The general

practitioners' advice will therefore be
crucial ..' Unless these propo'sals are pro-
perly researched, evaluated and then
negotiated with the doctors, we cannot
support them. If the government does im-
pose the proposals, a major tragedy will
befall the NHS.

EILEEN YOUNG
JOHN COX

GEOFFREY ROBINSON
KEVIN KNIGHT
KEITH WOOD
JAMES HOGAN
D;AVID: PLEF.N TY

The Lake Road Health Centre
Nutfield Place
Portsmouth PO1 4JT
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Oilseed rape and asthma
Sir,
Like other general practitioners and chest
physicians, I have noted the rise and
plateauing out of the incidence of asthma.
In my own area of practice, I have watched
an increasing number of fields changing
from grassy green to yellow owing to the
planting of oilseed rape. The rape oil plant
(Brassica napus) contains glucosinolates
which by enzymatic processes give rise to
volatile isothiocyanates (mustard oils).
These are well recognized bronchial
irritants.

I have obtained figures for the acreage
of oilseed rape grown in the Essex region
of Greater London (Ministry of
Agriculture, Fisheries and Food) and also
figures for asthma admissions at the King
George Hospital, Ilford (Redbridge
Health Authority). Curiously enough
these figures parallel each other (Figure 1).

T.C. MAYER
150 Longwood Gardens
Clayhall
Ilford, Essex IG5 OBE

Why do trainees take the
MRCGP examination?
Sir,
In view of the current discussions about
the role of the MRCGP examination, the
results of an anonymous questionnaire
study of the perceptions of a sample of
general practitioner trainees of the role of
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Figure 1. Acreage of oilseed rape and asthma admissions for the period 1981-86.
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