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Great writing about
general practice...

‘In these wintry
times I do not think
so often that
general practice is a
privilege, but there
is no other word to
describe what I
have experienced
this day ... ’
David Tovey, page  251

Viewpoint

The Future of General Practice in Primary Care Groups

In 1988, Julian Tudor Hart wrote of the doctor’s role that: ‘By responding to demands but
not seeking needs, it has led to the failure to apply the effective medical science we already
have to a large part of the sick population, to say nothing of those who are well’.1

He also wrote, prophetically, that: ‘Somehow, we have to find rational, historically credible
foundations for renewed optimism, convincingly supported by evidence, with positive
programmes for something better, which do not depend on defensive faiths in obsolete
solutions’

Primary care groups (PCGs) will challenge GPs to constantly refine their acuity and expand
their flexibility, in order to deliver Tudor-Hart’s vision of effective medical science for
improving health. One historically credible foundation was that of Balint, who made the
clear link between morale and a challenging future vocation when he wrote, in 1957: ‘I have
mentioned that, in utopia, the specialist will not be the superior mentor, but the general
practitioner’s expert assistant. Conversely, this means that the general practitioner will no
longer be able to disappear behind the strong and impenetrable façade of a bored,
overworked, but not very responsible dispenser of drugs and writer of innumerable letters,
certificates, and requests for examinations; instead he will have to shoulder the privilege of
undivided responsibility for people’s health and well being and, partly, for their future
happiness’.2

Primary care groups will give GPs in England the lead responsibility for improving the
health of their local population. As we prepare for this challenging future, can we learn from
the past and put the division and paralysis of more recent years behind us? 

The story of NHS general practice can be divided into three phases: those of dependence,
independence, and interdependence.3 In the early years of the NHS, GPs were highly
dependent on government. Government, with centralized control of funding, promoted
practice development through Family Practitioner Committees. With growth and increased
resources, the profession developed more independence. Fundholding can be seen as a
culmination of this independent phase. Rewards could be high, but disappointment and even
failure could be bitter medicine for practices. Meanwhile, in the background, government
embraced a so-called ‘internal market’, publicly promoted to improve quality and choice but,
less publicly, designed to control ever-rising health service costs.

Moreover, fundholding was also an evolutionary stage for just over half of our profession.
The internal market and the process of GP fundholding clearly eroded public confidence in
general practice as a reliable source of patient advocacy. The widening inequalities in health
and the lack of a credible mechanism for establishing equity led to a major drive for change.

The National Association of Commissioning GPs (NACGP) then emerged and developed a
set of positive principles,4 whose clear aim was to bridge the divisions of the 1990 reforms.
The development of GP commissioning groups paved the way for the present NHS reforms,
and demonstrated the value of collaborative working in meeting the health needs of local
populations. 

GPs now stand at the gateway of professional maturity, forging interdependent relationships
with all the stakeholders of health improvement. GPs in PCGs can shape the strategies that
will deliver Tudor Hart’s vision. General practice can — and must — regenerate its vocation
and once more make health its shared incentive.

Keith Edgar
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profession as being most appropriate to
take forward. The evidence produced in the
relevant SIGN guidelines will most likely
provide the backbone necessary to develop
the necessary criteria and standards.

Unlike England and Wales, the College in
Scotland has no history of being involved
in Joint Hospital Visiting. However, this is
now changed. As from 1 February 1999, a
Scottish Hospital Recognition Committee
(General Practice) has been convened
under the administration of the RCGP in
Scotland.  A Director of Joint Hospital
Visiting is to be appointed to take forward
the work in this area — not least in working
closely with other Colleges interested in
Vocational Training in Scotland. However,
Joint Hospital Visiting in Scotland for
general practice will not be run at a faculty
level; the programme is being co-ordinated
purely at a Scottish level. Visitors will be
part of a national recruitment process and
will work throughout Scotland as part of
the national team. Initially, 15 Visitors are
being sought.

The time has obviously come, too, for
Scotland to convene its own Scottish Patient
Liaison Group (SPLG). With increasing
activity and increasing divergence in
structure and policy between England,
Wales, Northern Ireland, and Scotland, the
College needs to take cognisance of patient
views in relation to Scottish initiatives and
issues. The model will follow that of the
very successful UK College model and it is
hoped that there will be issues on which the
two PLGs will be able to confer and benefit
from the presence of each other.

This is obviously an exciting time for the
College in Scotland with marked changes
required in the way we operate and
respond.  One of the major ways we will
need to change in the coming months is to
be far more proactive in ‘blowing our own
trumpet’. As modest Scots, we are not
good at this. But our membership deserve
that we do — so that they too can feel part
of the increasing activity and initiatives
that are being asked of the College in
Scotland.

George Dyker

Quality and Clinical Effectiveness

in brief...

Julian Tudor Hart has been awarded an honorary degree from the University of Glasgow,
the first general practitioner to be so honoured.

Ross Taylor, senior lecturer at Aberdeen and a much respected member of the Journal
Editorial Board, has been appointed to the Committee on Safety of Medicines.

Discuss genes in convivial virtual surroundings ... a new genetics discussion forum has
been opened on the College web site. Either go to the Home page
(http://www.rcgp.org.uk/index2.htm) and use the drop-down list to select the genetics
forum, or go direct to http://www.rcgp. org.uk/forums/genetics/wwwboard.htm.
Your opinions and proposals will be awaited with baited breath.

60
Days To Go!

— a postcard 

from Scotland

The College in Scotland has been
responding recently to a requirement to
become increasingly involved in a wide
range of new initiatives — most notably a
major new project funded by the Scottish
Office on quality; the setting up of a Patient
Liaison Group for Scotland, and undertaking
Joint Hospital Visiting in Scotland on behalf
of the JCPTGP. Much of this activity is
specific to the College in Scotland, as health
structures and initiatives evolve in response
to a number of recent government papers
within the devolving Scottish Health
Service.

This amazing level of increased activity has
resulted in a letter from the Chairman of
Scottish Council to the whole of the Scottish
membership (27 January 1999), inviting
them to consider applying for a number of
sessional posts, which are needed to meet
the demand to take forward this work. ‘For
once it is nice to be able to write with the
potential of payment, rather than our normal
necessity of asking members to give up their
spare time.’ suggests the Chairman. ‘It is
important [to us] that the whole Scottish
membership has an opportunity to put
themselves forward.’ To date, there has been
a fair bit of interest in the posts being made
available for application.

In particular, funding from CRAG
(Clinical Resource and Audit Group)
within the Scottish Office has created nine
of these posts. Interestingly, six of the
posts are to be located within the Scottish
faculty areas, inside the specific
geographical areas, with members and
practices in these areas facilitating their
approach to quality initiatives and quality
standards. This will include working on
QPA, FBA, MAP, and some form of
practice accreditation. It will also include
assisting practices in being part of a
programme for data capture against
specifically identified criteria. These
criteria, and the standards that will be
crystallized from them will, most
importantly, be set for the profession by
the profession, and will most clearly be
benchmarks that are easy to measure and
compare. In the first year of the three-year
project, which begins in April 1999, seven
disease areas have been identified by the
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Rural GP? 
Interested in  Europe?

WONCA First European Network
Conference, Palma, Mallorca, Spain 
May 19-22, 1999.

There will a rural GP workshop at this
conference, organised by EURIPA
(European Rural and Isolated Practitioners
Association).

Success and challenge in 
European rural practice ...
European rural general practice has in the
past been isolated, and both achievements
and problems have had little exposure.

EURIPA (European Rural and Isolated
Practitioners Association) is affiliated to the
European Society of General Practice. It has
representatives in fifteen countries across
Europe, and aims to help address the health
needs of rural communities and the
professional needs of those serving them. 

EURIPA works to disseminate good
practice and initiate research. This GP
workshop gives rural GPs from different
parts of Europe the opportunity to describe
their practices and outline features that they
feel are innovative, that represent quality
initiatives, or that present problems or
difficulties. The presentations will be
followed by a panel discussion on issues
raised by the speakers.

Chair: Dr John Wynn Jones, 
President, EURIPA

Success and Challenge in my Practice. 
Berta Nunes, Portugal; Helge Lund,
Norway; Carmen Cristos, Spain; Professor
Christos Lionis, Crete, Greece; speaker
from Slovakia to be confirmed 
Panel: above plus UK delegates.

This workshop offers an opportunity to find
out about rural practice in other parts of
Europe, share ideas and suggest solutions
for problems identified. A convivial rural
dinner is also planned, and there will also be
a session on rural research, with details of a
European initiative.

The conference secretariat is at : 

SemFYC Congresos
Portaferrissa
808002 Barcelona. 
SPAIN

Tel: 34-93 317 71 29 
Fax: 34-93 318 69 02 
E-mail: congresos@semfyc.es. 

Details are also on the WONCA website. If
anyone wants more details of the rural
workshop, contact me at Selkirk Health
Centre, Selkirk TD7 4LQ, Scotland.
j.gillies@rural-health.ac.uk.

John Gillies
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Six Doctors in Literature
Number Three - Allan Woodcourt from Bleak House, by Charles Dickens

Bleak House (1853) is possibly Dickens’s most effective work of social criticism. It is gratifying to note
that the arch villains of this work are the lawyers, while medicine provides one of its most saintly heroes! 

Central to the novel is the infamous Jarndyce vs Jarndyce lawsuit that has dragged its way through the
London courts. It is a metaphor for a society bound up in its own insignificant squabbles while
ignoring the real problems all around. The law’s corruption, and the capitalist greed that it supports,
has a pernicious effect upon everything it touches. 

In contrast, the character of Allan Woodcourt is used both to observe these effects and to provide a
liberal alternative to miserly self-absorption. He is described by Esther, the heroine of the work:

‘…a young practitioner, with very little influence in London; and although he was night and day, at
the service of numbers of poor people, and did wonders of gentleness and skill for them, he gained
very little by it in money.’

Woodcourt has to leave England to take work as a ship’s surgeon because of his lack of ‘fortune or
private means’. That such wealth was needed to establish a medical practice in Victorian England
could have lead to scathing criticism from Dickens. Although: 

‘He [Woodcourt] was distinguished in his art amongst those who knew it best, and some of the greatest
men belonging to it had a high opinion of him.’

medicine is not castigated for allowing such a talented practitioner to be forced to leave the country.
The ‘greatest men’ of medicine are not presented as capitalist monsters because they fail to organize
systematic care for the poor. Dickens’s view of what the poor deserve remains firmly bedded to
individual goodness and generosity, as exemplified by Woodcourt.

Woodcourt is used to show the horrors of ‘Tom-all-Alone’s’, a terrible slum full of the horrors of
overcrowding and disease. Its shocking state of neglect is due to its ownership being contested in the
Jarndyce case. Woodcourt is described taking a night-time walk around this neighbourhood:

‘Attracted by curiosity he often pauses and looks about him, up and down the miserable by-ways. Nor
is he merely curious, for in his bright dark eye there is compassionate interest; and as he looks here
and there, he seems to understand such wretchedness, and to have studied it before.’

Amazingly, he is not mugged! Woodcourt meets a woman who has been beaten by her husband,
leaving a bruise on her forehead. He addresses her: 

‘A habit in him of speaking to the poor, and of avoiding patronage or condescension, or childishness
... (puts) him on good terms with the woman easily ... He cleanses the injured place and dries it; and
having carefully examined it, and gently pressed it with the palm of his hand, takes a small case from
his pocket, dresses it and binds it up ... laughing at his establishing a surgery in the street.’

Woodcourt then finds Jo, the crossing sweeper, wandering through the slum. Jo’s true parentage has
great significance in the plot of the book. He is an innocent bystander brought to the point of death by
the actions of the law and the greedy machinations it has fostered. Woodcourt arranges safe and

comfortable lodgings for Jo. The doctor attends him on his deathbed, along with some of the
author’s most impassioned writing:

‘"Jo my poor fellow!"
"I hear you, sir, in the dark, but I’m a-gropin - a-gropin - let me catch hold of your hand."
"Jo, can you say what I say?"
"I'll say anythink as you say, sir, for I knows it’s good."
"OUR FATHER."
"Our Father! - yes, that's wery (sic) good, sir."
"WHICH ART IN HEAVEN."
"Art in heaven - is the light a-comin , sir"
"It is close at hand. HALLOWED BE THY NAME!"
"Hallowed be - thy - "
The light is come upon the dark benighted way. Dead! Dead, your majesty. Dead my
lords and gentlemen. Dead. Right Reverends and Wrong Reverends of every order. Dead
men and women, born with Heavenly compassion in your hearts. And dying thus around

us every day.’

Woodcourt is a sympathetic portrayal. An ideal man, in Dickens’s eyes. He is even deemed
worthy enough to marry Esther, the hopelessly virtuous heroine of the tale. Woodcourt has

interest in the welfare of the poor, and the skill to help them. He is a paragon of Christian virtue
demonstrated by good works, not interdenominational debate. He soothes the wounds of the

unfortunate. He attends their tragic deaths. 

However, Woodcourt is no revolutionary. He does not seek to tear down ‘Tom-all-Alone’s’ but
alleviate the suffering it contains. The deference shown to him by the ‘deserving poor’ encountered
shows how little he disturbs the conventional social order. 

A sympathetically drawn doctor may make us feel good about our role. When we tend the vulnerable,
as Woodcourt does, it is easy to feel that we are ‘doing something’. But how often are we just dressing
the wounds of society, leaving its deeper malaise undisturbed?

Wayne Lewis
Norman Page (ed). Bleak House, Charles Dickens [Originally published 1853], Penguin 1971.si
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An occupational peregrination into my future
When do you think you will retire then? A not uncommon question to be offered in lieu of
more sensational gossip, humorous chit-chat, or just plain lurid conversation at coffee time.
But I am only thirty. I suspect an ordinary sort of answer was expected … ‘I think fifty-five,
if I can afford it’, or ‘Me? … I’ll work ‘till I drop.’ Not that the latter would have been
believed for even an instant.

Instead, I suffered one of my frequent attacks of verbal diarrhoea and poured forth an
informal exegesis based on Charles Handy’s ideas, set out in his Empty Raincoat. ‘You see,’
I began, ‘the concept of retirement is an inappropriate paradigm within which to discuss my
future.’ This one sentence sent a receptionist scurrying to the front desk and facilitated our
dispensers dozing off in the corner. I won’t just be working full-time one minute … and then
be doing nothing the next. I’ll maybe wind down slowly, change direction a bit … I don’t
know exactly … go on more expeditions … do a bit here and there to top up my pension. I’m
not really worried. I’ll come up with something. That’s the easy bit.

Now’s the easy bit too. I’ve got this great job. I’m a Higher Professional Training Fellow in
General Practice. (Why is it that every time I type the word professional, my fingers execute
an unsolicited juxtaposition of the letters which produces the word professioanal ? Some sort
of Latin teacher who talks out of his bottom? Is there a subconscious link?) I am a guinea pig
for an embryonic experiment by the Scottish Council for Postgraduate Medical and Dental
Education. And since, unlike those university departments which deal with the biochemical
and physiological sciences, SCPMDE actually pay their guinea pigs, that’s fine by me. Their
great plan was to select and groom future leaders for general practice. I keep quiet about this
among my immediate colleagues, or at least quickly gloss over it in an impersonal fashion
that somehow dissociates me from a future leader. Sometimes we just snigger about it; that’s
an easy way to deal with it. Disarm the concept by laughing at it.

Nevertheless, I have almost finished my Master’s degree in Primary Care. My grooming has
taken me from the theories of management, creativity, and change into large boardrooms with
inadequate lunches and grey haired men. I have been schooled in innovation and problem-
solving and then sent forth to wrestle money out of the Scottish Office, and Enterprise
Companies. Yesterday, we had our local non-principals group meeting. There was only two
of us and, for the first time ever in the Cairngorms, I saw my companion kicking up plumes
of powder from the backs of his skis, outlined against a clear blue sky. The West Wall was
virgin powder and we agreed that local locum rates would need to take a hike to keep up with
the increase in the Cairngorm ski pass. Now that is progress.

In The Fifth Discipline, Peter Senge suggests that if you scratch the surface of most cynics
you will find a frustrated idealist — someone who has made the mistake of converting his
ideals into expectations. Sound’s like me.

Edi Albert



H
I
V

250 The British Journal of General Practice, March 1999

The 1990s 
‘Once a priest, always a priest.’ Does the
same apply to GPs? I begin to think so now,
although a year ago I thought differently. I
left general practice then to work full-time
as an ‘HIV liaison physician’, attached to
both the local Department of General
Practice and the local HIV unit, attempting
to develop appropriate utilization of primary
care for people with HIV and AIDS
(PLWHA).

However, 15 years of general practice must
be indelible from the soul, I think, for the
initial feeling of release from the routine of
coalface health care has been replaced by a
sneaking yearning to return. Drug names
that once tripped of the tongue need a little
more prompting now, and I read the weekly
freebies with an avidity that failed me when
I was in the thick of it, largely through a
paranoia of missing out on current
developments.

So, what of the current state of medical
management of PLWHA, as seen from both
primary and secondary perspectives? Part of
my current job is to see PLWHA who feel
that they need a medical opinion about
something urgently. They telephone the
HIV nurse, and if a doctor’s opinion seems
appropriate then they are given a half-hour
timed appointment for me later that day. The
system is abused by some, but is generally
much appreciated by all. What other
condition, after all, gives you the chance of
such an appointment the same day with your
primary or secondary care physician?

The contrast between general practice and
hospital medicine is more profound than it
often appears. Usually I am presented with
a chart of the patient’s ‘obs’. At first, I found
this wonderfully reassuring, but soon it
began to make me feel as if I weren’t paying
enough attention to some of the relatively
minor or self-limiting problems that were
being presented, as I began to feel rather
like a fish out of water, longing for the
professional isolation and independence of
the GP’s surgery.

After a year posing as a hospital doctor,
then, what would I say about it? I would
have to say that, if I were a patient at such a
clinic, I would value it as an example of the
very best standard of care that could be had
anywhere in the world, and the fact that it’s
also free is beyond belief. I could depend on
knowledgeable and agreeable staff, in a
modern, comfortable, and confidential
environment, with 24-hour telephone access
to a specialist physician and nurse, same-
day timed appointments for any urgent
problem, and referral to the many specialist
members of the HIV unit’s multidisciplinary
team.

What role the GP in HIV then?
I think my first answer to this question
would be ‘normalization’, closely followed
by ‘patient choice’. As some of the social
stigma of HIV diminishes, and it gradually
stabilizes into a more chronic and
manageable condition for many, there
remains little reason why it should remain a
special case preserve of secondary care and
hospital clinics. One day, in the not-too-
distant future, I would anticipate that most
reasonably up-to-date GPs in high
prevalence areas would be able to counsel
patients about HIV testing, give positive
results, know who to refer to, monitor
immune system function and response to
therapy, and prescribe a range of medicines,
including antiretrovirals for uncomplicated
patients. All this would increase the duration
of such consultations, although their
frequency would probably remain relatively
low and practice nurses could take some of
the work. Item-of-service payments, such as
those increasingly seen for drug user
consultations in general practice, would help
to reimburse GPs for their time, and thereby
increase primary care provision for patients
with HIV. 

At present, this all seems a long way off. But
with time, and with increasingly powerful
primary care commissioning of services, I
wouldn’t be surprised if this scenario is
closer than it seems.

The 1980s
In the autumn of 1987 I became an
HIV/AIDS facilitator in what was then one
of the two largest hospitals in north-west
London looking after people with HIV
infection and AIDS. Another facilitator and
myself were funded by a charity — Help
the Hospices — and overseeing the scheme
was an avuncular and pleasant Emeritus
Professor of General Practice. So, what of
it?

My experience was based on an overall
remit of ‘facilitating care of patients with
HIV and AIDS in the community’ — never
an easy task at the best of times. My job in
those days was a heady and privileged
mixture of research (all sorts), education
(slow to start, in view of the novelty of the
condition and the prejudiced perceptions of
the many), and some clinical work within
the unit.

One of my most powerful memories, aside
of the young age of many of the patients and
the virulence of the complications of HIV
infection, was the profound lack of anti-HIV
medication, although Azidothymidine
(AZT) had just become available. I
remember the high doses of AZT given to
the patients and, of course, many returned
with nasty adverse reactions.

Tales of One City, Two HIV DoctorsAndrew Dunford and Surinder
Singh decided to write a joint
piece comparing and contrast-
ing their experiences with HIV
in London — inevitably different
but surprisingly familiar —
almost 15 years after HIV
infection and AIDS first
appeared in the capital. Andrew
Dunford starts with his
reflections one year on ...

David Tovey supplies the coda.
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As far as education was concerned, I felt a
certain vulnerability because, although ‘GP-
trained’, I was never a general practitioner
and so professional credibility was often a
barrier between me as ‘an expert’ on
patients with HIV and my ‘generalist’
colleagues. Thus there were many questions
about how to diagnose people who
presented with mundane conditions such as
‘thrush’, or the countless other conditions
which may, but do not necessarily, indicate
HIV infection.

Presenting ‘clinical cases’ was always a
challenge. I will never forget the look on
faces when I presented a very friendly
patient — a furniture restorer by trade —
with his second episode of Pneumocystis
carinii pneumonia (PCP). He was no
different to many of the other patients GPs
were seeing, except that this man’s
prognosis was much poorer than most.

And so, what were the most important
lessons for me during those fairly
influential eighteen months in and around
the HIV/AIDS unit? I think this is hard to
answer even after much reflection and
thought. Probably my most enduring
memory is how the full range of attitudes —
an important precursor of many of our
behaviours — was on show in the unit.  It is
perhaps not so much the negative (often
venomously so) attitudes of society towards
the client-groups, but the less-than-
professional attitudes towards people with
HIV infection of some health workers,
which astonishes me even to this day. It was
also people’s perceptions of some of the
services which used to surprise me; for
example, the abiding belief that
confidentiality was almost sacrosanct
within hospitals, and yet somehow
mysteriously lacking in general practice.
Where does this come from? And yet it is so
widely held, even today. Only recently I
heard that a central London teaching
hospital still used a system of specially
coloured notes for patients with HIV
infection and AIDS. A confidential service?
Somehow, I think not — merely an attempt
to identify, and perhaps ‘judge’, those
patients with this particular type of chronic
infection.

All in all, it was one of the best jobs I had
undertaken. Even now it influences, subtly
but definitively, how I view certain patients.
Perhaps all doctors should be given a role to
‘facilitate care’ of patients in the community
— that way surgeons, endocrinologists, and
other sundry specialists will know
intimately how primary and secondary care
services ought to inter-relate.

Surinder Singh
Andrew Dunford

Paul’s funeral
GPs I know rarely go to patients’ funerals. You just don’t. When invited, you
mutter about being too busy, and to friends you assert the importance of
‘professional boundaries’. You might disagree, but for myself this is a fig leaf to
conceal my discomfiture.

I am at a funeral. I am alone in a small crowd. And tears are streaming down my
face. As Blake Morrison has written in his book about the Bulger case, tears are
deceptive. You can cry at the end of ‘Schindler’s List’, but you can cry all
through ‘E.T.’ Tragedy or sentiment: your tear receptors haven’t a clue.

But this is tragedy and sentiment in buckets. Someone I scarcely knew is dead.
Someone younger than me. I am here only because in the minute choreography
that planned this funeral it said: ‘and Dr Tovey will attend’. And the funeral was
booked to suit Dr Tovey’s diary, and why that is I do not understand.

A man in a leather jacket arrives, walking behind a horse-drawn hearse. He is
holding a large photograph of his partner, the dead man. There is something
South American about this, as if he has ‘disappeared’. There is also an element
of the biblical — even though religion’s only mention today is to be discounted.
The thought arises that this is a defiant extraordinary challenge to wannabe
homophobes everywhere. An unvoiced challenge: ‘I have lost something more
intense than you will ever understand.’

The congregation gathers. Women and non-gay men fiddle and twitch, avoiding
each other’s glances. The gay men greet one another with confident embraces:
they have been here before. There is no-one present old enough to have a 37-
year-old son, and this is no mistake.

Awareness of this stops me short. I am a parent of young children. Somewhere
out there, unknowing, uninvited, their son long since dead in their eyes … the
sentence is too painful to complete. Deep waters.

Mistakes do not happen here. Even the detail has been organized to perfection.
The opening music is solemn, perfect. The partner begins with a greeting
statement. ‘This is the place we have tried so hard to avoid …’ and as he sits
down the music strikes up: ‘Somewhere in Time’, by John Barry. Tears flow. 

There are poems, and music; friends struggling to bring readings to life. There
is a written statement by the deceased, read by his life partner. It speaks of a love
so strong that if AIDS were a mountain we would scarce need to be there.

I have been at family funerals lasting less than an average appointment. This
takes 45 minutes and every minute is gruelling in its own way, until all the tears
are spent. As ‘Some Day My Prince Will Come’ is replaced by Ms Hepburn
crooning ‘Moon River’, it is over and we file out, changed and stilled.

In these wintry times I do not think so often that general practice is a privilege,
but there is no other word to describe what I have experienced this day.

David Tovey



This book compliments the authors’
Research Methods in Primary Care which
has established itself as the new classic text.
The title, Research Opportunities in Primary
Care, is wonderfully positive for general
practice in its current negative mind-set.
However, no self-respecting GP groupie
with a flip chart to hand can resist the
automatic reply: ‘So what are the threats
from GP research?’

The editors can be commended on the wide
range of contributions, from established
academic names to nurses, doctors, and
pharmacists working at practice level,
struggling to balance academic endeavour
with patient demand.

There are good descriptions for those who
need to know about the organization of
primary care R&D, with research networks,
research practices, academic departments,
and the RCGP Scientific Foundation all
covered. All the chapters are well written
but are essentially about the necessary
boring bits. What brings this book to life
and makes it readable for anybody with a
flickering academic fire in their belly are
the personal accounts of research and
academic degrees. Anybody who has
published research or undertaken a higher
degree will relate to their honest self-
reflection.

Research for the clinician becomes a
hungry dragon which needs to be fed, but
controls the life of yourself and your
family. You wrestle with the dragon for
years as a working GP and finally have to
develop the courage to publish and slay
the dragon. Once slain, the GP can spend
the rest of their life recounting the story in
the pub, or develop a taste for dragon’s
blood and lead expeditions to find new
monsters with the courage of conviction.
Norman Beales’ account of the monster

unleashed by the Bacon factory in his
Calne practice is a classic story that shines
with the conviction of the reflective
practitioner.

Joe Kai’s description of the art of
procrastination in writing-up flows with the
prose of a qualitative methodologist. The
book contains valuable contributions from
nursing and pharmacy researchers in
primary care, which sheds light on the dark
corners outside the doctor’s professional
bunker. 

I have no hesitation in recommending this
book widely to any member of the primary
care team who is interested in research and,
perhaps more importantly for those who
work with them, to see what makes the
research enthusiasts tick!

Jim Douglas

Robert McCrum, literary editor of Faber &
Faber, suffered a severe stroke at the age of
42 which resulted in paralysis of his left arm
and leg. This book is his account of what
happened to him and of how he and his wife
Sarah — whom he had married two months
before — coped. During his convalescence,
he searched for an account by someone
similarly afflicted at an early age by this
devastating illness and found none. This
book, he states in his introduction, is his
attempt to fill that gap.

The author tells his story from the viewpoint
of being two years down the recovery line,
but to recreate the feelings and dramas of the
recovery phase he adopts the interesting
device of setting down simultaneous
extracts from both his and Sarah’s diaries.
These, however, have a tendency towards
blandness and I suspect the author has left
the more interesting and revealing passages
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safely on the cutting-room floor. His account
takes us from the night the stroke happened,
through the acute stage, when he dwells on
retrospectives of a ‘potentially dangerous’
visit to East Timor and his life at Faber &
Faber, to the recovery of movement in his
left leg and his return to work and married
life. The books ends with a final chapter
consisting of two sentences: ‘Our baby was
born on Candlemas, Sunday 2 February
1997. We named her Alice.’

The most moving and truthful part of this
account is that of the first few hours. The
author was on his own at home one summer
morning and woke up unable to move from
his bed. It took him until the evening of that
day to fling himself onto the floor and down
the stairs to the phone. He described being
oddly unconcerned about his own predic-
ament, only that he had missed getting to
lunch with his parents on time. This first day
comes back to his thoughts again and again,
and seems to be the most striking memory of
his year.

With the notable exception of this chapter,
the book suffers from being overly self-
conscious. I think his editorial eye distanced
the author from the truth of an experience
which should have had the power to move
his readers, but does not. There is a
predictability about his account which
contrasts unfavourably with some of the
other writers in this genre, notably Jean-
Dominique Bauby (The Diving Bell and the
Butterfly) and John Diamond (the journalist
and broadcaster who has written movingly
of his experience of cancer of the tongue).
His choice of quotes, scattered all too
frequently throughout the text, is revealing:
from Marlowe’s Dr Faustus: ‘Why, this is
Hell, nor am I out of it’. He summarizes his
experience of his year out in the two
keywords ‘family’ and ‘love’. Hmm ...

This book has little in the way of new
insights about the stroke sufferer for his
professional carers. But McCrum says he
wrote the book for other victims and their
families — perhaps it may speak to them.

Jane Macnaughton
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Revalidation
Mike Pringle introduced a paper on
revalidation, following the Council decision
in November 1998 to support the resolution
of the General Medical Council (GMC) that
‘specialists and general practitioners must
be able to demonstrate, on a regular basis,
that they are keeping themselves up-to-date,
and to remain fit to practise in their chosen
field.’ On 10 February 1999 the GMC will
itself consider a further paper that will set
out a range of activities that will underpin
revalidation, including profiling a doctor at
work through, for example, audit and
continuing professional development, and
external peer review.

Revalidation, a concept supported by the
College as part of a range of ways of
identifying, encouraging, and supporting
quality of care in general practice, will
provide confirmation that practitioners
continue to be fit to work unsupervised. The
process, therefore, will demonstrate
acceptable standards of practice and
activities of continued professional
development at defined intervals, probably
five-yearly.

Council supported the concept of
revalidation and agreed that further debate
and discussion will be needed with other
relevant organizations, especially on the
question of appropriate resources.

Consultation Length
Council had a thoughtful debate on a motion
from Council Member Nayan Shah
suggesting that the College should establish
a group to look at the topic of the length of
consultations — particularly relevant in the
light of recent debates on quality of care.
Council was informed that the Scientific
Foundation Board recently approved
funding for work by Professor Pali Hungin
on this issue. Council noted that the length
of consultation has to be seen in a wider
context, including the content of the
consultation and inequality issues. It agreed
that a paper be brought to March Council on
how the proposed group and Professor
Hungin might work together on this
important issue.

Clinical Governance
Council approved a paper from Mike
Pringle setting out a programme for how
those responsible for clinical governance
might introduce a system of governance
over the next few years. This would involve
the introduction of an effective system —
both qualitative and quantitative — of
monitoring the performance of teams and
individuals, the development of everyone in
the primary care team, including non-
principals, and the promotion of lifelong
learning that would ensure high standards of
care for patients. Council noted that the
document would be published and sent to
faculties and Primary Care Groups. A

separate document will take account of the
different situation in Scotland. Council also
approved the publication of the paper
Principles Behind Quality Markers, revised
in the light of the discussion at November
Council.

College Budget and Annual Subscription
Council approved the College budget and
the annual subscription for 1999–2000. A
draft had previously been considered by the
Council Executive Committee and Finance
Committee at their joint meeting on 16
December 1998. Honorary Treasurer Tony
Mathie outlined to Council the funding of
the baseline, short-term projects and the
designated new bids, the agreed potential
deficit of £24,500, and an increase of 3.3%
in the full subscription to £282. Council also
agreed to the funding of five faculty-
initiated projects and to the review of
expenditure on baseline and short-term
projects.

Clinical Records: 
Access and Confidentiality
Council debated a discussion paper from
Mike Pringle and others on clinical records
in primary care and the implications for
clinical care, research and the electronic
patient record. Council recognized the
increasing number of people who had access
to records and that this might lead to a
significant weakening of the principle of
confidentiality. While generally supporting
the principles set out in the document,
Council felt that more work will be required
in some areas, particularly in research and
the public interest. A further paper will be
brought back to Council when there have
been more discussions with interested
parties, including the General Practitioners
Committee and the Information Manage-
ment Group. 

Work Experience in General Practice
Council welcomed a report from Martin
Wilkinson, Chairman of the Birmingham
Sub-Faculty, Midland Faculty, setting out
some issues concerning work experience in
general practice where students and school
pupils carry out a range of tasks or observe a
range of tasks in primary care. Council
accepted that this experience might well be
useful but had to be carefully monitored,
especially in view of the need to maintain
confidentiality and the appropriateness of
some of the tasks carried out or observed.
Council agreed that a paper setting out the
issues should be drafted by the Birmingham
Sub-Faculty and the Services Network,
including the wider policy of what medical
schools should expect of prospective
medical students. This paper will be sent for
discussion to medical schools and the
Academy of Medical Royal Colleges.

Quality Team Development
Council noted the continuing work by the
RCGP Practice Accreditation Working Party

uk council  january 1999

Fellowship by Assessment 
Council approved revisions to
the criteria for Fellowship by
Assessment to form FBA10, to
come into effect on 1 April
1999. Please note that enquiries
about Fellowship by
Assessment should be made to
Janet Baily, Vale of Trent
Faculty, Department of General
Practice, Queen’s Medical
School, Nottingham, Notts
NG23 2UH, tel 0115 9117127.

Ballot for Membership 
of Council
Six members of Council will
retire from Council at the AGM
in November 1999.
Nominations for candidates
must be received by 31 March
1999 and the ballot will be held
in April. A nomination form
and further details can be
obtained from the Clerk to
Council, Central Secretariat,
RCGP, 14 Princes Gate,
London SW7 1PU,tel  0171
581 3232, extension 246.

College Officers
Bill Reith has completed five
years as Honorary Secretary
and stands down later this year.
Mike Pringle will write shortly
to Faculties and Council
Members to inform them of the
arrangements for identifying an
Assistant Honorary Secretary
with a view to election as
Honorary Secretary.
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Neville Goodman

I recently spent a train journey sitting across
the aisle from four urologists who specialize
in female incontinence. Their sub-specialty
is a worthy one. A small baby born with a
dread disease, who is temporarily made
better by some complex procedure, attracts
much media attention and plaudits about top
surgeons. Yet if an operation is devised that
really does cure female incontinence
(estimated to affect upward of one million
UK women at some time in their lives), it is
unlikely to get publicity beyond the pages
of women’s magazines. OBEs are more
likely for cardiac surgeons than for
urologists. 

All the same, I’d rather not have known
they were across the aisle. The other three
people in my section of the carriage
probably felt the same way. Like me, they
had little option but to listen to details of
clam cystoplasties, urostomy tubes, and
unpleasant failings of human design. 

It is one thing when members of the public
overhear medical conversations in
hospitals; it is quite another when such
discourse is inflicted on captive audiences
on public transport. When details of
individual patients started to crop up in the
conversation, I wondered whether to dig the
BMJ out of my briefcase and ostentatiously
start to read it. Or whether to take the more
intrusive step of leaning across with an:
‘Excuse me, I’m also a doctor: don’t you
think ...” But the conversation moved to
more mundane matters, and thankfully there
was no need.

On the return journey, I found myself
surrounded by public health doctors. My
BMJ stayed firmly out of sight, and an
interesting train journey it turned out to be.
They had softer voices than the urologists,
but I listened very hard while pretending to
read a novel. I hope they were not typical of
their specialty. To describe their attitude to
coalface doctors (i.e. doctors who see
patients) as one of barely concealed
contempt would be untrue: their attitude
was one of outright contempt. To them,
coalface doctors wasted public money and
needed whipping into line.

I have always thought that public health
doctors get a raw deal. They have a
significant and important effect on the
health of the community, but are noticed
only when policies fail. Remarks about their
failure to understand our problems and our
failure to understand theirs are inevitable; to
some extent we all have our own agendas.
But if public health doctors want coalface
doctors to carry through their policies, a
starting point of outright hostility is not
helpful. 

I’d rather the raw deal were not deserved.

Nev.W.Goodman@bris.ac.uk

whose members include GPC, RCN, AMGP
and UKCRA. Council was pleased to note
that funding of £140,000 had been received
from the Department of Health to develop
the programme further, with more emphasis
on quality improvement. Practice Accred-
itation, therefore, will now be known as
Quality Team Development (QTD).

Mental Health Services 
Council noted the publication of a consultation
document from the Department of Health,
Modernising Mental Health Services – Safe,
sound and supportive. The document
acknowledges that mental health problems are
common and states that the Government’s
vision for safe, sound, and supportive mental
health services will be delivered through a
major programme of investment, targeted on
the current unacceptable variations in service
delivery. The views of College members on
mental health services are very welcome and
will inform the College’s response to the
document. 

GMC Elections
Council noted the elections in May 1999 for
the whole of the medical membership of the
General Medical Council: 42 places in
England, 3 in Wales, 7 in Scotland and 2 in
Northern Ireland. Council agreed that it was
important to encourage general practitioners
to vote for other general practitioners in the
ballot to ensure the appropriate rep-
resentation of the profession on the GMC.
Information will be sent to College members
nearer the date of the elections.

Awards Committee
The Awards Committee will meet in May
1999 to consider nominations for various
College awards. College members should
give some thought to nominations for the
John Fry Award (for the promotion of the
discipline of general practice through
research and publishing as a younger
Member or Fellow of the College), the
Foundation Council Award (for special
meritorious work in connection with the
College), and the President’s Medal (for a
Fellow who has done most to promote the
aims and objectives of the College and who
has not normally achieved recognition for
that contribution). Nominations welcome.

Fellowship
The Committee on Fellowship will meet in
May 1999. Please give some thought to
whom you would like to put forward for
fellowship. Nomination forms are available
from the Clerk to the Committee on
Fellowship, RCGP, 14 Princes Gate, London
SW7 1PU, 0171 581 3232, extension 233.
Enquiries about Fellowship by Assessment
should be made to the Vale of Trent Faculty.

Date, Time and Place of Next Meeting
9.00am on Saturday 27 March 1999 at
Princes Gate.

Bill Reith
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Rain
Rain in chunks and howling wind tore at the trees on the canal bank. Yachts heeled under bare
poles. In the first lock of the morning, the crews eyed each other warily. Who would be
reliable? Who might drop ropes around propellers? Not us, we hoped.

It looked like father and son on the prawn boat next door. They worked silently or exchanged
a word or two, their faces quiet, lit only by glimpses of vivid shared expression. Father moved
with practiced, fluid nimbleness through the fishing boat’s tangle of raw metal and rope; his
son, with adolescent angular awkwardness. They were East coast men but had been fishing
for a couple of months on the West, from Kyle. It had been a poor season for prawns. Father
had worked at times — but had never entirely settled — in the oil industry, off-shore. He was
unsure whether his fishing would be viable, though it was the life he preferred. His boat
looked in need of some investment. Beside his, our craft had the rugged authenticity of a
lipstick advert.

Although returning by canal, they had gone west by the Pentland Firth. I confessed to having
never made that trip, though I had read about it in Neil Gunn’s The Silver Darlings.
Immediately I thought: silly thing to say; conversation stopper; idiot! ‘Aye, grand book,’ said
the captain. ‘I liked Highland River more, though. My boy there won the Neil Gunn prize for
an essay of his at school.’

We exchanged fishing and sailing stories. I liked the otter that cleared their evening deck of
fish remains. Best of all was the giant, ultra-modern ‘fish hoover’, which experienced a
catastrophic failure in the Minch with the loss of all electrical power. She was then obliged
to confess publicly, on VHF radio, that she carried not a single paper chart. HM Coastguard’s
broadcast response exhaustively explored the territory from trenchant to incandescent and
some way beyond: a masterpiece of the genre, it seemed. I have a job for that man when, as
they must, they put me in charge of information technology policy for general practice.

East coast men don’t volunteer much about themselves. But I was curious, and asked. His son
was going to university to study naval architecture. ‘Good at sums too?’ I offered. ‘Aye.’ Just
a flicker of a smile.

The locks were in the final stages of reconstruction by contractors from the south. The rain
was like machine gun fire in the gale, only wetter. Men were manoeuvering enormous coping
stones with slings and a JCB, taking terrible risks with their safety — whether out of bravado,
from dejection in diabolical weather far from home, or what — was hard to tell. I achieved
not a second’s eye contact, far less any chat. Young, beautiful, bejewelled, sad and sullen they
seemed.

A local double glazing van passed. The driver separately acknowledged both me and my mate
with a ‘God, isn’t this hellish?’ sort of wave, as we stood hunched in the deluge. I discovered
that my oilskin had got hitched up on a boot, which was now inconveniently full of cold
water. The lock keeper, a big man, lumbered past, squelching. ‘Aye man, ah think it may be
turnin’ tae rain.’

Edi Albert is currently a Higher
Professional Training Fellow undertaking
an MSc in Primary Care, paying the
mortgage en passant with clinical sessions
on the shores of Loch Ness. He runs fells,
climbs mountains, skis, canoes, and plays
the drums

Jim Douglas, a GP in Fort William,
proved that inhaling salmon scales can
induce asthma

Andrew Dunford was for many 
years a GP in the London Docklands. 
He is now re-born as a lecturer in general
practice and HIV at Barts

George Dyker is Honorary Secretary of
the RCGP in Scotland and, as one would
expect, drives a rather elegant Alfa Romeo

Keith Edgar is Vice-chair of the NHS
Primary Care Group Alliance. He is the
clinical lead of the Rugby Primary Care
Group in Warwickshire, and with his
splendidly aggressive haircut and steel-
rimmed spectacles (Doctor, 11 February,
page 24) he certainly looks the part

Neville Goodman is an anaesthetist in
Bristol, and an inveterate eavesdropper of
conversations on public transport, which
must be more entertaining than listening for
hours as surgeons drone on about golf 

W ayne Lewis from Blaenavon in 
Gwent has won third prize in an essay
competition organized by the Royal
College of Physicians and Surgeons of
Glasgow to mark their quarcentenary

Jane Macnaughton has been known to
do housecalls on a pink tricycle, but not in
her new practice, in the quaint industrial
desert that is Blantyre, South Lanarkshire.
She is a lecturer in the department of
general practice in Glasgow 

Alan Munro has compared 
fin de siècle British general practice with
pre-Reformation Catholicism, and will
expand upon this theme in a forthcoming
issue of the Journal

Surinder Singh is a lecturer in the
Department of Primary Care & Population
Sciences at the Royal Free Hospital School
of Medicine in London. In his more
fashionable moments he describes himself
as a medical anthropologist. He chaired the
RCGP HIV working party, and is a member
of the Journal Editorial Board

David Tovey is a GP in London

Health, wealth, and the RCGP — an apology
A reader points out that the last issue of the Journal failed to include even one
mention of the Acheson Report. He ruminates that the Royal College of General
Practitioners must thus, by definition, be ripe for violent revolution. We
sympathize with our reader’s disquiet, and shall endeavour to rectify this
unfortunate lapse in future issues. In the meantime, do remember that the
Acheson Report remains in print and can be found at any reputable bookseller.


