
Letters

Future of general practice
postgraduate education
Sir,
I read with interest the editorial by Drs
Wall and Houghton (August Journal,
p.311). The effect of the new contract' on
postgraduate education will have far
reaching consequences which are com-
prehensively discussed in their paper.
The concern the authors express with

respect to pharmaceutical industry sup-
port of postgraduate education is
understandable but I would like to stress
that much industry support is not product
related. They question the likelihood of
a meeting on counselling being sponsored
by the pharmaceutical industry, but in
January this year a successful meeting was
held by Duphar Medical Relations entitl-
ed 'Breaking bad news. The meeting was
attended by 86 general practitioners and
their response was very encouraging. Sec-
tion 63 approval was obtained for the
meeting but, disappointingly, subsequent
meetings have not been approved, owing
to technical reasons.

I am sure that symposia of this type will
continue to provide a useful contribution
to postgraduate education in general prac-
tice and in other branches of medicine.

A.M. WHITEHEAD

Medical Department
Duphar Laboratories Limited
Gaters Hill
West End
Southampton S03 3JD
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Trainer and trainee workloads
Sir,
The study by Drs Pearson and Goss
(August Journal, p.320) into the
workloads of a trainer and trainee is of
great interest. They suggest that directing
new patients to the trainee requires the
cooperation of receptionists and the
patient who has to give some indication
of the complaint at the time of booking.
As a trainee in a Scottish new town

practice with seven principals, I analysed
1000 of my consecutive weekday surgery
consultations. There was a full
appointment system and personal lists
were encouraged. Over two thirds
(71.4%) of these consultations concerned
new episodes of illness, and 38.4% were
for problems perceived as urgent in that
the patient wished to be seen within that

particular half-day. Sixty three per cent
of the consultations were for acute
conditions of less than one month's
duration. Just over one quarter (27.4%)
of patients consulting the trainee would
probably have seen their own principal if
he or she had been available at the
patient's preferred time. Few of these
patients returned to the trainee, when
appropriate, despite specific requests to
do so, and I would endorse the suggestion
that receptionists should encourage
patients who have already seen the trainee
to make further appointments with that
doctor.'
From these results, I conclude that the

receptionist was the most important
member of the health centre staff for
determining the clinical workload and
experience of this vocational trainee.

IAIN R. WAKEFIELD

20 Clarendon Crescent
Edinburgh EH4 IPU

Reference
1. Adam J, Oswald N. What does a trainee see?

J R Coll Gen Pract 1985; 35: 230-234.

Effect of small group education
on the outcome of chronic
asthma
Sir,
Sheldon and Monk have drawn attention
(Letters, October Journal, p.431) to the
issues both of multiple tests of signifi-
cance and of multivariate analysis. We are
disappointed that in their enthusiasm they
misunderstood the purpose of the presen-
tation of our results.
We agree that there was a high pro-

bability of correlation between the obser-
vations in one period with those in the
next. We tested that correlation, found it
to be present and analysed it further in
the form of the Stuart-Maxwell test
reported in the paper. However, we did not
conduct the more powerful multivariate
analysis for two reasons. First, the analysis
of variance which we conducted confirm-
ed the null hypothesis so uniformly that
it seemed superfluous to present a more
complex analysis which would be harder
for the reader to relate to the raw data.
Secondly, we did not feel that the clinical
implications of the raw data justified
more complex statistical analysis. One has
to interpret the importance of results such
as ours from a clinical point of view even
if highly significant differences are observ-
ed. Our failure to demonstrate significant
differences between observations in the
same patients over time would make an
argument supporting a significant dif-
ference as a result of multivariate analysis

implausible.
We feel that Sheldon and Monk have

ignored the principle that the statistics
should serve the objective of the trial and
not the investigators' personal need to
produce a significant result. Significant
differences are not in themselves enough
to reject the null hypothesis.
One could simply take any one of the

analysis of variance results as the outcome
of our trial, but we chose to present all
of those derived from the clinically impor-
tant variables throughout the study
because we were testing an educational in-
tervention the impact of which may have
decayed with time. The reader will
naturally expect such an outcome and we
are satisfied that this is most simply
presented by the temporal array of
analysis of variance results in our paper.

PATRICK T. WHITE
Kings College School of Medicine and

Dentistry
London SE5 8AX

CATHERINA A. PHAROAH
Policy Studies Institute
London NW1 3SR

H. Ross ANDERSON
PAUL FREELING

St Georges Hospital Medical School
London SW17 ORE

Patient satisfaction
Sir,
Keeble and Keeble (July Journal, p.269)
quite rightly draw attention to the
numerous problems of defining and
measuring satisfaction with the National
Health Service and specifically with
general practice. Their conclusions - that
it might be more appropriate to allow for
greater public representation on the deci-
sion making bodies - is one for which
I have a lot of sympathy. However, they
are burying their heads in the sand if they
think that, because the results can be
challenged on methodological grounds,
the results of satisfaction surveys will not
become an important way both of
evaluating general practice and deciding
policy. It would therefore be more sensi-
ble to suggest ways in which satisfaction
surveys might be improved so as to pro-
duce more useful results, rather than be
so dimissive.

RoY A. CARR-HILL
Centre for Health Economics
University of York
York YOI 5DD

Sir,
The Journal is in danger of falling behind
its own times. It is incredible that in their
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editorial 'Satisfaction with the NHS' Ann
and Brian Keeble (July Journal, p.269)
continue to refer to general practitioners
as 'he'. Thinking people have long since
replaced the use of the generic 'he' (there
are many perfectly satisfactory alter-
natives). What an irony to perpetuate this
outdated form of sexism in an issue which
also so elegantly describes the invaluable
contribution of women as full time
general practitioners.

AILEEN CLARKE
Department of Public Health Medicine
Newham Health Authority
1 Helena Road
Plaistow
London E13 ODZ

The (women) copy editors of the Journal make
every effort to avoid sexist words but this one
must have slipped through. Ed.

MRCGP examination
Sir,
I have to disagree with Steven Ford (Let-
ters, September Journal, p.392) in his
assertion that MRCGP is equivalent to
some of the specialist examinations and
diplomas that he lists. Each of the latter
offers the chance of attaining a certain
standard of academic knowledge in the
relevant specialty. The MRCGP, however,
can best be described as an examination
for trainees and young principals. I
suspect that most consultant obstetricians
would be able to attain the DObstRCOG
fairly easily, and yet the figures suggest
that experienced principals often find it
difficult to pass the MRCGP examination.

Surely the time has come for the Col-
lege to plan an examination for general
practitioners that encompasses their
overall expertise and skills and which
assesses candidates from a practice bas-
ed perspective. Rather than comparing
specialist examinations we could then have
an examination and assessment system
which would truly represent general prac-
tice and which we could rightly be proud
of.

C.I.F. RUSSELL

The Health Centre
Old Street
Clevedon BS21 6DG

Advertising in the Members'
reference book
Sir,
I have just received my copy of The Royal
College of General Practitioners'
Members' reference book 1989. I must
protest at the inclusion in it of an adver-
tisement for 'Spagyrik therapy' (p.365). It
is claimed that 'this process automatical-
ly produces an analysis of the patient's
state of health and the required medica-
tion! This all-encompassing claim is back-
ed by no evidence. One would hope that
the College's motto suggested a concern
for scientific values. The presence of such
advertisements in the handbook leads one
to doubt this.

It seems that the lavishness of the hand-
book has now reached such a degree that
advertisements will be accepted from
anyone, no matter how fraudulent, as long
as they pay. The appearance of such
advertisements in a College publication

lends them an authority they do not
deserve, and brings dishonour to the name
of the College.

JOHN JUSrICE

Campaign Against Health Fraud
Box CAHF
London WC1N 3XX

What do you call a man who
doesn't reply to letters?
Sir,
Readers of the Journal might be interested
to hear of the East Anglian faculty's ex-
periences in asking Mr Kenneth Clarke to
attend its annual faculty symposium. I
wrote a nice letter to the health secretary
on 21 June 1989 inviting him to speak on
the white paper and its implications,
stressing that the faculty was keen to enter
into a constructive dialogue, particularly
on the more positive aspects. We had no
reply. So a further letter was sent on 25
July 1989 asking for an early reply owing
to our planning arrangements. On 8
September 1989 our provost, Dr Ian
Redhead wrote again to Mr Clarke, again
without reply. By the beginning of
October we have still heard absolutely
nothing, not even an acknowledgement to
our letters.
Our experience may be typical of the

way that Mr Clarke is choosing to treat
the profession.

JOHN MITCHELL
The Sheepmarket Surgery
Stamford
Lincs PE9 2SL
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Government and patient
criteria for good health care

A S the date for implementation of the
n ew contract for general practitioners
draws closer, debate within the profession
rages on. The government sees the new
contract as a means of improving stan-
dards of care in general practice by tak-
ing into account the needs of the
consumer.

A study, published in the British
Medical Journal, set out to determine
whether patients' criteria of good health
care in general practice were different
from those of the government. Ten criteria
derived from the government's white
paper Promoting better health were ran-
domly paired with 10 criteria obtained
from a preliminary interview study with
patients. A group of patients in a semi-
rurl practice were then asked to give their
preference in each pair. The number of

times each criterion was preferred was
scored and its comparative importance
ranked. The patients gave their most im-
portant criteria for good health care as a
doctor who listens, a doctor who sorts out
problems and usually seeing the same doc-
tor. These were somewhat at odds with the
government's proposals, and only three
criteria originating from the government's
white paper were in the patients' top 10.
Older people gave priority to seeing the
same doctor and having friendly ancillary
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