
The British Journal of
General Practice

The Back Pages...

Haemolytic disease of the newborn — time to prevent unnecesssary deaths
It is estimated that 50 babies continue to die every year in the UK owing to Rh
incompatibility following feto-maternal bleeding (FMB) in the latter part of pregnancy.1
There are two important and avoidable reasons for these deaths as well as the problems
caused by less severe sensitisations.
First, despite the success of giving anti-D at birth since 1969 to women who are Rh negative,
some still become sensitised because a small number of women have spontaneous
unrecognised FMB in late pregnancy, prior to the onset of labour. When anti-D
immunoglobulin is given in the last trimester, Rh antenatal prophylaxis (RAP) has
successfully reduced the incidence of sensitisation significantly in some trusts in the UK and
also in many other countries, such as Canada, USA, and France.1

Three years ago, in April 1997, the Royal College of Obstetrics and Gynaecology (RCOG)
and the Royal College of Physicians in Scotland organised a joint Consensus Conference in
Edinburgh with national and international experts to evaluate the evidence about RAP. The
panel had representatives from all appropriate clinical hospital disciplines, including a senior
midwife and a general practitioner. The Edinburgh conference concluded that the cost to the
NHS of treating sensitised primiparous women who are Rh negative would be reduced by
RAP if given at 28 and 34 weeks.2

Subsequently there were numerous delays and concern about the adequacy of supplies of
anti-D. The Department of Health decided that there might be a theoretical risk of
transmitting CJD from British immunoglobulin, despite the excellent safety record of British
human blood donor supplies. Future supplies will come from paid donors abroad that are free
from risk. Sadly, the loyal British donor panels were disbanded.
The Consensus recommendations were not reported until 1998.2 A few  months earlier the
United Kingdom Central Council (UKCC), representing nurses, midwives, and health
visitors, had written to all their registrants stating that there is as yet no scientific evidence
base for introducing antenatal prophylaxis .3 Unfortunately this circular immediately
alienated many against RAP and created tensions and difficulties for those working in
hospitals that had introduced the recommendations. The UKCC Professional Officer stated
recently that midwives are worried about the ethics of giving a blood product and that they
needed training to counsel patients on RAP (personal communication). However, in
September 1999 the RCOG agreed with the Consensus recommendations in their (Greentop)
Guidelines4 which also states that it is no longer necessary to give anti-D to uncomplicated
miscarriages under 12 weeks.
Secondly, the Edinburgh conference heard evidence that the previous 1991 recommendations
to give anti-D for traumatic and invasive investigations, which can cause sensitisations (allo-
immunisations), was often neglected2 and is responsible for approximately half of the deaths.
Compliance needs to be improved.
Concerns about the new recommendations were expressed in four letters to the BMJ on 11
April 1999. But, sadly, there are no plans to actually discuss the implementation of the
Greentop Guide with GPs, nurses, midwives, or health visitors, which will prejudice its
implementation. At present the only way of getting any initial agreement on RAP has been to
refer the matter to National Institute for Clinical Excellence (NICE) but no decision will be
made until 2001.
Whatever the NICE decision, and it is difficult to see how they could go against a successful
public health measure performed in many other countries, there needs to be a multi-
disciplinary meeting as soon as possible. Is it the responsibility of the Colleges or the Chief
Medical Officer to call a meeting of all the interested parties as it will be impossible to
implement the new anti-D recommendations successfully without enthusiastic support from
all practitioners in primary and secondary care.

Chris Everett
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Effective Consulting Symposium

The Glasgow University Department of
General Practice recently held a symposium
attended by over 100 GPs, academics, students,
registrars, and members of the public. 

The meeting explored ways of maximising
the effectiveness of general practice
consultations using insights from the UK
and the USA. Topics covered included: The
therapeutic consultation ; Encounters with
patients  what we can learn and what we
can teach ; and Assessing and teaching
consultation skills . Contributors included
Graham Watt (Professor of General Practice,
Glasgow University), Professor John Balint
(Director of the Centre for Medical Ethics,
Albany Medical College, New York), and
Dr David Reilly (Consultant in Charge,
Glasgow Homeopathic Hospital). Working
groups addressed the issues of research in
consultation effectiveness, the effect of
deprivation on consulting, and the role of
empathy and attitudes in therapeutic
consultations. 

The Glasgow department intends that ideas
generated at the meeting will lead to further
research and teaching on the consultation.
Full proceedings of the conference will
appear at www.gla.ac.uk/Acad/General
Practice

Graham Watt

Call for nominations for Editor of
WONCA News

Dr David Game, Editor of WONCA News,
has indicated that he wishes to retire from
that position at the meeting of World
Council in South Africa in May 2001.

This is a call for nominations for the position
of Editor as from May 2001. WONCA News
is issued six times per year and is published
by Oxford University Press as an integral
part of their journal Family Practice, and
also as a freestanding version that is
distributed under the direction of the
WONCA Secretariat. The Editor would:

be responsible to Council for the editorial
preparation of all material for WONCA 
News;
not be reponsible for the financial 
management, subscription lists or 
distributiuon of the publication;
operate under the guidelines of the 
editorial policy approved by Council; and
is supported by the Editorial Board which
is elected by Council.

Please send your nominations, with CV, by
31 December 2000 to the Chief Executive
Officer, Professor Wes Fabb, at: WONCA
Secretariat, Locked Bag 11, Collins Street
East Post Office, Melbourne, Victoria 8003,
Australia. 

Tel: +61 3 9650 0235; fax: +61 3 9650 0236;
e-mail: wonca@onaustralia.co.au

Remote and Rural Areas Resource
Initiative — RARARI

The National Health Service in Scotland has
announced £6 million of funding over three
years to address the problems of remote and
rural healthcare.

The Remote and Rural Areas Resource
Initiative (RARARI) is seeking bids from
primary and secondary care sectors to
address the problems of geography, equity,
and access to health care in the island and
rural areas of Scotland.

The initiative hopes to address some of the
difficult issues of health care in these areas
with new models of service delivery and
educational programmes that address pro-
fessional isolation, recruitment, and reten-
tion of all NHS staff working in these areas.

The initiative will be working in partnership
with other NHSiS funding initiatives,
including Scottish Telemedicine Action
Forum and Learning Together.

The RARARI Project Director is Dr J D M
Douglas, Tweeddale Buildings, High Street,
Fort William, PH33 6EU; tel: 01397
704217; fax: 01397 700139. Further
information and bidding documentation is
available at www.rarari.org.uk . The
closing date for the first round of outline
bids is 5 June 2000.

Jim Douglas

Annual Collection for the
Manchester–St Petersburg
Partnerships
The Partnership organisation,
which is currently awaiting
charity status, is asking GPs to
donate books and journals that
are less than five years old, for
shipping to academic and
research libraries in St
Petersburg.

This is their seventh annual
collection and distribution drive
which is entirely run by
volunteers. Many of the other
Royal Colleges are also taking
part in the scheme.

If any members would like to
donate then please contact
Beverley Berry at Princes Gate
(bberry@rcgp.org.uk) for
details of where to send their
material. Collection this year is
from 1 September onwards.
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Donald Crombie — An Appreciation

Donald Crombie died aged 77 years on 26 January 2000. His death was sudden; only two
days before he contributed to a film about the early days of the College. 

Donald entered Glasgow University on a foundation mathematics course at only 15 years of
age. A family move in 1940 prompted a career move to medicine at Birmingham where he
qualified in 1945. He was greatly stimulated by Lancelot Hogben (Professor of Medical
Statistics at Birmingham), and in 1955 gained an MD on the basis of work in general
practice. 

In 1957, he established the Research Unit (later the Birmingham Research Unit). At the time,
Robin Pinsent was Chairman of the College Research Committee and Donald was the local

activist and
intellectual driving
force. Together
they established a
platform on which
much of primary
care research
activity has been
built. He served on
the College
Council for 27
y e a r s
(1953 1980), and
had an impressive
list of publications
in major medical
journals. In 1964,
he was appointed
to the Fraser
Working Party on
General Practice,
whose recom-
mendations led to
the new contract
that revitalised
general practice. In
1968, he was
awarded the OBE
in public recog-
nition of his
services to med-
icine.

Donald was com-
mitted to all inst-
itutions to which
he belonged; fore-
most for me was
his commitment to
the Research Unit.
He retired as
Director in 1990
but remained as

consultant advisor. This was no nominal role; his intellectual input and practical comments
were always valuable. Throughout his professional life he worked in a large group practice
in Harborne and was personally instrumental in acquiring the very fine premises. The
Research Unit is housed here and his name lives on in our accommodation, now named  the
Donald Crombie Suite. He served as the chairman of governers to Hallfield School for 10
years and was a member of the Harborne Society.

He was a bon viveur, a wonderful host, and a skilled conversationalist  from light-hearted
banter to the most serious topics. His knowledge extended beyond medicine with
appreciation of architecture and design and he was particularly well informed on evolution
and historical events

Donalds s professional life has spanned the development of the College from its inception.
He has fathered operational research in general practice. The international standing of the
College today owes much to his foresight and perseverance.

Douglas Fleming
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Change and Complexity — the Rich Picture

complaints, in-house surveys, and so on)
have a powerful influence on our motivation
and behaviour. 

Conversely, the well documented distrust
which health professionals have of distant
information sources and externally produced
guidelines,8,9 and the crucial importance of
social influence strategies in changing
professional behaviour,10 can be explained in
terms of the overriding importance of local
interactions and feedback loops within
complex systems (Box 1).6 The official
vision for an NHS-wide information
strategy11 arguably places more emphasis on
achieving an all-encompassing global
electronic network than on improving
information flow locally.

Organisational behaviour: 
beyond the clockwork universe
Traditional management theory often uses a
mechanistic, cause-and-effect model of how
organisations work, and adopts a somewhat
Pavlovian approach to controlling staff (via
structural and administrative constraints)
and motivating them (via external rewards
and punishments). In this model, analysis of
organisational behaviour tends to be of the
generic format A (within the organisation)
has led to B , and solutions take the form of
If you do P, then Q will result . Such an

approach (which has obvious parallels with
the Newtonian laws of science) served
organisations well in the days when the
external environment was stable and fairly
static. Few would contest that, despite some
commendable small scale examples of
imaginative management practice, the NHS
as a whole is currently saddled with a top-
down and overcentralised structure designed
for the administrative needs of a mid-20th
century organisation.

But the 21st century is a world of accelerated
and unprecedented change driven by rapid
technological innovation, the globalisation
of business, changing consumer
expectations, and the extension of the
Internet and the knowledge economy. In the
context of such an external environment, the
successful organisation must be organic
(growing and interacting) and self-regulating
(adapting and balancing). Like Einstein s
universe, its development will be
characterised by uncertainty and
unpredictability. Motivation, creativity, and
efficiency will emerge  if at all  within
the system itself and not from outside (Box
2). 

Achieving the adaptive organisation
All this is stirring rhetoric  but how does
one set about building an organic, self-
regulating and adaptive organisation that
takes change in its stride? One key step is to
create a culture in which the enthusiasm and
expertise of the movers and shakers can be
harnessed rather than stifled in the
organisation as a whole. As Davies and

What is complexity theory?
Previous articles in this series on change
have presented theoretical approaches to
adult learning,1 psychoanalysis,2 group
relations,3 organisational culture,4 and
organisational strategy.5 These are all
examples of conceptual frameworks that we
might use to analyse individual and group
behaviour in the context of change. This
final article argues that large, complex
systems (of which the UK National Health
Service is a prime example) cannot ever be
fully understood through an analytic
approach  i.e. by breaking the system
down into simpler components and deriving
explicit cause-and-effect rules to predict
what might happen in the future. Rather,
when looking at the system as a whole, we
must abandon the analytic approach
altogether and ride the tide of disorder and
uncertainty.

The philosopher Paul Cilliers draws an
important distinction between a system that
is complicated (such as a sunflower or a
washing machine) and one that is complex
(such as the economic system, language, or
the human brain).6 A complicated system is
freestanding, composed of elements with
simple interactions, and is stable or
decaying over time. Its behaviour can be
described, predicted, and represented in a
simplified model once we know the rules by
which it operates. The principles of the
internal combustion engine, for example,
can be drawn out on the back of an envelope
without altering the sense of what the engine
does. 

A complex system, in contrast, is rich,
dynamic, and evolves over time. It is
characterised not only by the elements
(people and things) that make it up but,
much more critically, by the numerous and
changing relationships between those
elements. Hence, it cannot be fully or easily
represented in a simple model. In other
words, a complex system is more than the
sum of its parts, and the information within
it is fundamentally incompressible (see Box
1).

The National Health Service 
as a complex system
The NHS is said to be the largest single
organisation in the world apart from Indian
Railways. Those of us who work in it
certainly enjoy rich and dynamic
interactions both within and beyond its
boundaries. Most of us have some notion of
the overall structure and purpose of the
NHS, but our day-to-day behaviour is driven
largely by local policies, local information,
and local needs. We prefer to interact with
known individuals using familiar, trusted,
and historical channels of communication
 and so do our patients.7 Local feedback

loops (informal conversations with staff
and patients, test results, clinical letters and
discharge summaries, letters of gratitude,
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Nutley point out, Learning is something
achieved by individuals, but learning
organisations  can configure themselves to
maximise, mobilise, and retain this learning
potential .12 Drawing on the work of
Senge,13 they offer five key features of a
learning organisation: 

1. Encouragement to move beyond 
traditional professional or departmental 
boundaries (an approach Senge called 
open systems thinking );

2. Attention to individuals personal 
learning needs (and, Senge himself might
add,13 through harnessing their intuition 
as well as their knowledge);

3. Learning in teams, since it is largely 
through teams that organisations achieve 
their objectives;

4. Changing the way people conceptualise 
issues  hence allowing new, creative 
approaches to old problems;

5. A shared vision with coherent values and
clear strategic direction, so that staff 
willingly pull together towards a 
common goal.

The case study shows how one change agent
began to create a learning organisation from
the initially unpromising material in a newly
formed primary care group.

Conclusion
The perils of imposing inappropriate,
outdated, over-centralised management
practices on complex organisations like the
NHS are familiar to all of us. As a living,
dynamic organisation characterised by
untidiness, unpredictability and rich local
interconnections, the NHS potentially has
precisely the strengths needed to adapt in
our rapidly changing world  if such
strengths are understood and harnessed
effectively. First, as Morgan has
suggested,14 the parts must be valued and the
whole built into them, rather than the other

way round. Second, variety should be
celebrated and diversity of approach
encouraged. Third, the parts of the
organisation must develop a culture of
learning to learn .13 Fourth, senior

managers (and national and regional offices)
should be required to operate on the
principle of minimal specifications  i . e .
they should define no more than is
necessary. And finally, resources should be
in place to promote and support the rich and
constantly evolving network of human
relationships that literally hold the NHS
together.

Trish Greenhalgh

Case study:
Achieving clinical governance in the new NHS
Dr Abi Graham has been elected unopposed as the clinical governance lead for a primary care group in a semi-
rural area in the north of England. He is aware that clinical governance requires attention to a wide-ranging
agenda, including improvement in health and quality of life, equity of access, effective and efficient service
delivery, patient satisfaction, and ‘bottom line’ clinical outcomes such as age-standardised mortality rates.16 Yet
apart from a large, high profile and somewhat isolated flagship practice in an affluent commuter suburb, the
practices in the PCG seem ill-equipped to deliver on this demanding agenda. Abi’s paperwork mountain of
guidelines, charters, and off-the-peg implementation plans (helpfully supplied by the health authority) grows
daily, but meetings on ‘The quality agenda’ and ‘Achieving clinical effectiveness’ which he sets up are sparsely
attended and do not lead to sustained action or commitment.

After what seems like months of thankless work visiting practices, Abi is able to identify key individuals with
enthusiasm for limited aspects of the clinical governance agenda. He notes in particular a practice nurse who is
doing her masters thesis on quality in primary care, a semi-retired Gujerati GP who has spent his professional
life campaigning for more appropriate services for the area’s large south Asian community, and an academically
inclined community pharmacist who seeks to promote evidence-based prescribing by GPs in her
neighbourhood. Abi has also met the lay chair of a patient pressure group who are demanding reinstatement of
a practice-based physiotherapy service, and a specialist asthma nurse with an interest in continuing professional
development for primary care.

Inspired by an article on organisational learning,12 Abi begins to spend less time sending unsolicited mail shots
and calling meetings. He redefines his own role from one of directing a set of top-down, imposed changes to
one of selling a vision and supporting initiatives that improve health care. He makes appointments with practices
to hear their ideas rather than voice his own. He abandons his own draft ‘quality programme’ and puts three or
four small projects (both professional- and patient-led) in touch with one another. In place of the fixed seminar
programme he had originally planned, he provides a responsive and flexible training budget that all PCG
members may access.

Progress is not immediately apparent or measurable. Some of the initiatives appear to be of marginal relevance,
and others are not sustained. But after a year, there are some definite ‘winners’, which Abi is quick to advertise
and reward. The patient pressure group has found a GP who has demonstrated the evidence base for their
claims and successfully persuaded the PCG to fund the physiotherapy service. A nurse mentoring scheme has
been launched and is highly popular. Work has begun on a PCG-wide formulary. Voluntary sector-based
initiatives for promoting ethnic health have been mapped onto a database; some are now partly funded by the
PCG.

As Abi fills in his first annual report as PCG clinical governance lead, there are few ‘hard’ outcomes to celebrate.
But he notes five key areas in which progress has been made: the PCG now has a shared vision in which quality
improvement is seen as a desirable goal; pockets of common interest are beginning to appear and provide
mutual support; traditional boundaries and hierarchies are being seen as less relevant; teaching and training are
increasingly driven by genuine learning needs, and the members are beginning to share information more
openly and extend their informal support networks.

Box 2: 
Principles of complexity theory as applied to organisational behaviour6,15

1. The most powerful processes happen at the micro level. People are the bottom line.
2. Managers should establish a ‘horizontal’ rather than ‘vertical’ organisational pyramid and promote open and 

plentiful communication and diversity.
3. Teams can be an effective and creative force in an organisation. They work best when they emerge 

spontaneously in a culture of care and connection.
4. The solution to a problem is most likely to be found by the person closest to it.
5. Small changes within the organisation can potentially have large effects.
6. Command and control should be replaced by intrinsic motivation and self-regulation.
7. Interesting and unpredictable properties are likely to emerge from a self-organising system. Hence, long-

term organisational strategy should be set cautiously — and must be continually revisited and modified.
8. The successful adaptation of the organisation depends crucially on the effective use of information 

technology for aligning its structure with the changing environment and creating symbiotic inter-
organisational networks.

Box 1: 
Characteristics of complex systems (adapted from Cilliers6)
1. Complex systems consist of a large number of elements — so many that it becomes impractical to describe 

their behaviour in terms of rules or equations.
2. The elements in the complex system interact in a dynamic way.
3. The interaction is fairly rich — i.e. any element in the system influences, and is influenced by, quite a few 

others.
4. The interactions between elements are non-linear — i.e. the result of a stimulus may not be proportional to 

the stimulus itself. Thus, small causes can have large results, and vice versa.
5. The interactions have a fairly short range — i.e. elements mostly receive information from their immediate 

neighbours.
6. There are loops in the interactions so that the effect of any activity can feed back on itself both positively 

(enhancement) and negatively (inhibition).
7. Complex systems are open — i.e. they interact with their environment.
8. Complex systems operate under conditions far from equilibrium — i.e. there is a constant flow of energy 

needed to maintain the organisation of the system and ensure its survival.
9. Complex systems have a history. They evolve through time and their present and future behaviour is partly 

determined by their past.
10. Each element in the system is ignorant of the behaviour of the system as a whole and responds wholly or 

mainly to information that is available to it locally.

Acknowledgement
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There is a profound sense of unease abroad
in the profession. We comfort ourselves with
familiar excuses  overwork, patient
expectations, too much enforced change 
but in reality the roots of our unease run
deeper. The truth is that for years we have
been giving away our core functions: birth
takes place in hospitals, death in hospices.
Night calls  remember them?  have
been taken over for most of us by co-
operatives and deputising services: the
MacDonalds of the NHS: cheerful, effective
places that do not pretend to nourish.
Systematic care of chronic illness is done
more effectively by nurses and minor illness
is triaged away.

Many of these changes have been for good
reasons: like everyone else we wanted an
easier life, and the old ways were variously
unacceptable to patients, politicians,
partners, or ourselves. Yet the result is a
hollowing out of the GP s professional role.
We have had some splendid new clothes of
course: PCG Chairs, fundholding, hundreds
of academic posts. But underneath we
cannot help but wonder what it is that we are
about. What is our job description? What do
we do that is really worth £50 000+ per
year?

Whistling in the dark, we call up old tunes.
Continuity of care, personal doctoring,
universal accessibility, gatekeeping. But old
laurels fade. Patients typically rate
continuity of care way below
communication, competence, and
accessibility. And the one kind of continuity
that they do want, to be able to see the same
doctor about the same problem, is the last
thing that we offer. 

Such doubts are reinforced by a self-
imposed impotence. For entirely
understandable reasons the profession,
managers and politicians collude to keep
many of the most effective new
interventions from British patients. Contrast
β-interferon, doneazepil, Viagra,
leucotrienes, and Relenza  all promise
symptomatic relief but  in Britain none are
in routine use. By contrast, life-saving
interventions (with, for example, meningitis
C vaccine and statins) are much more likely
to be funded. All are new and expensive, but
in Britain only the life-saving ones have any
chance of funding. You can almost hear the
academic wheels grinding at each new
innovation for symptom relief as we
struggle to find respectable reasons to justify

limited use. And with devolved budgets, our
relief when we they do is as great as our
collusion. In this new conspiracy against the
laity, quality of life and symptom relief
come to be seen as relatively unimportant
and many things that might help us to
comfort often are collusively foresworn. 

For some, a salaried service offers salvation:
let GPs get on with what they are good at
(what ever that is) and leave the
management to others with better skills.
Around 20% of job adverts in the BMJ are
currently for salaried positions and for many
more the thought of being salaried is
becoming a comforting fantasy to fall back
on. Yet while the new salaried posts are
exciting and innovative it is difficult to see
how they can be the salvation of general
practice. It is hard to get the economics of a
salaried service to add up  if GPs are no
longer going to manage the service a new
layer of managers will be needed to do all
those things that previously partners did for
free . This will either mean that salaried
partners will be paid less or the service will
cost more. Furthermore, a large number of
salaried posts will make the pool system of
reimbursement for self-employed GPs
increasingly unstable and unrepresentative
of the true costs of providing general
medical services.

So far, so grim, but what is to be done? First,
let s junk the rhetoric. We don t need our
comfort blankets about continuity of care
any more. People want fast, efficient,
courteous service from professionals who
are competent, who will discuss fully what
can be done and be completely transparent
about why sometimes things will not be
done. This is not rocket science, but while
we are perceived to be failing to deliver it we
are dead in the water. 

Secondly, the only scientific reason for
forcing the public to see generalists rather
than go direct to specialists is that the
predictive value of signs and symptoms for
low prevalence populations is different to that
in high prevalence populations. This means
that generalists are much better at diagnosing
normality ( I don t know what s wrong with
you but it isn t serious ) than specialists and
so it is in patients interest to see a generalist
first. This is the real reason why the epi-
phenonmenon of gate-keeping works and it is
a truth that needs shouting from the rooftops
for it is the only enduring reason to have
generalists as the point of first contact.

This article is the sixth in a series
of 12 commissioned and edited by
Paul Hodgkin, co-director, Centre
for Innovation in Primary Care,
Sheffield, and Alec Logan, Deputy
Editor, British Journal of General
Practice, London.
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‘ ... the only scientific reason for forcing the public to see generalist
is that the predictive value of signs and symptoms for low prevale
in high prevalence populations.’
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We also need to be much more open about
our manifest conflicts of interest, especially
perhaps as we mutate into servants of our
primary care trusts. Caring for individual
patients routinely conflicts with our role as
resource manager and it is no accident that
money is our last taboo. We can talk about
sex, death, incest, abuse, complaints, and
any kind of deviancy with our patients 
but we never talk about what things cost.
Like all taboos this one is rooted in shame
 shame in our serving two masters while

pretending to be dedicated solely to patients. 

We need to invent new tools for the future.
A new procurement system for IT, for
example, that ensures stable investment in a
few high quality systems and allows us to
junk our current criminally inadequate
legacy systems. This has little to do with
system specification (as laid out in the
Requirement For Accreditiations
regulations) and everything to do with
setting up a sensible market so that PCTs
can make rational investment decisions and
suppliers have a stable market. 

And we need new ways to think about
capital. For decades, general practice has
had the financial equivalent of anorexia.
GPs looking in the mirror have seen a well-
fed, decently capitalised practice. In reality
primary care has been chronically under-
capitalised, starved of investment and
unable to mature properly. PCTs give some
hope of breaking this cycle: a private
finance initiative to buy all GP premises
across a whole PCT would solve several
problems at a stroke. The release of current
capital back to GPs would create enormous
good will; the PCT would get the flexibility
to plan new buildings; and most important
of all it would create a whole new raft of
people and mechanisms that could bring
financial imagination and planning to
primary care.

All this will help us to do the job better but
does not speak to the void that is growing at
the heart of practice. To fill this we need to
recognise that meaning and the search for
meaning are central to doctoring and to
healing: Patients come to us asking Why
me? Why now? Why this disease? What
next? Am I going to die? Here at the heart of
our medicine there can be no guidelines, no
easy answers. For we do not create the
patient s meaning but merely witness,
reflect, inform, their enduring search. And
nor is the search limited to that arbitrary set

Blown to Bits

There’s small, and then there is really small. As

the limits of current chip-making technology run

up against the laws of physics, the race is on to

find a way to build computers out of different

stuff. There are several contenders, from using light instead of

electrons to bizarre theoretical models that utilise the quantum

mechanics of fluids to propose a kind of analogue computing.

Recently, molecular computation has taken a step forward with

the construction of single molecules that can act as logic

switches. A further step was taken in 1997 when researchers

built a ‘wire’ consisting of benzene rings linked into a single

long molecule and then succeeded in passing electricity along

it. There is a long way to go to making anything that actually

works out of such stuff not least because any computer would,

just like a molecule of haemoglobin or a mitochondria, have to

be able to construct itself rather than being fabricated by larger

machines. Success, however, would mean computational

devices one million times smaller than current chips. Moore’s

law — the doubling of computer power every 18 months — is

clearly going to be driving technology for a long time yet. As

this inexorable process goes on we begin to perceive, way out

on the horizon, the coming technological singularity of the age

— machines that are simply smarter than we are. When, or if,

we go beyond this point all bets are off. The future beyond this

event horizon is profoundly different to anything that has gone

before. Altogether too much like science fiction you might think.

Or too far away to be worth contemplating. But the first waves

of this tsunami are already here — we and our patients already

have to cope with a world drenched with information, powered

by more change than we seem to be able to deal with and daily

reducing itself to a blizzard of bits.
hodgkin@innovate.org.uk s rather than go direct to specialists

ence populations is different to that

of others known as patients . The enduring
search is ours too. The mantle of doctor,
taken so easily, cloaks our own search for
meanings, the dilemmas and wounds of our
own unfolding lives and lifelong fascination
with disease and death. 

To speak of these things, to place this as
central to what we do, seems to invite
ridicule from the inner cynic. Yet silence
does a disservice too. Thirty years ago in A
Fortunate Man John Berger described John
Sassall, a GP: Sassall is nevertheless a man
doing what he wants ... Sometimes the
pursuit involves strain and disappointment,
but in itself it is his unique source of
satisfaction. Like anybody who believes that
his work justifies his life, Sassall  by our

societies miserable standards  is a
fortunate man.

Today we have come to believe that our
work merely has to justify our pay cheque
and, in consequence, we rattle with hollow
dissatisfaction at ourselves. Technique,
organisation, science  all are necessary
but none sufficient to move beyond this
sense of emptiness. The search for meaning
in the face of death lies at the heart of
medicine and at the core of vocation  and
sometimes if we are fortunate, doctoring
goes beyond the mundane and we find
ourselves participating in a small instance of
the sacred.

Paul Hodgkin

‘What it is that we are about? What is our job description?
What do we do that is really worth £50 000+ per year?’
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General Practice, Management Culture and Market Ideology — Bedfellows or

the third principle; that of a capitation fee
with registered listsof patients. 

There is considerable evidence that these
principles are important for the efficient
provision of health services. International
comparisons of the extent to which health
care systems are orientated towards primary
care indicate that those countries with more
generalist family doctors acting as
gatekeepers with registered lists of patients
are more likely to have better health
outcomes for morbidity and mortality as
well as lower costs and greater satisfaction.3
The UK spends less on health care as a
proportion of its GDP than most other
western countries, and about 90% of clinical
contacts with the medical profession are
through GPs who provide a cost-effective
service. From the creation of the National
Health Service in 1948 up to 1990, when the
new contract for GPs was introduced,
expenditure on GP services had risen two-
and-a-half times in real terms compared
with hospital services, which had increased
by over four times during the same period.4

However, there have been increasing
pressures for change. All governments have
become concerned about ever-rising health
care costs and the resulting tax
implications, as each new medical advance
opens up fresh horizons of need. In the UK,
the previous government, with an
overriding belief in the virtues of the free
market and committed to competition,
provided the impetus for change.
Accountability was determined by the
purchaser/provider split and devolved to
budget holders and hospital trusts. More
recently, there has been an emphasis on
quality. In A First Class Service it states:
the Government will ensure there is

accountability for both efficiency and
quality throughout the NHS. 5 It is intended
that clinical probity (governance) will be
monitored in the same way that financial
probity is currently monitored. The word
governance reflects the accepted

processes of corporate governance with its
emphasis on openness and accountability.  

The culture of management 
In the past 10 years, a managerial revolution
has taken place in the public sector.
Financial management initiatives have been
introduced which devolve financial
management, but at the same time increase
control by defining objectives and requiring
accountability, if possible, by pre-
determined outcomes. A model of apparent
freedom has in fact increased control using
the methods of accountancy and applying
them across the public sector.6 It has been
argued that both accounting and law have
now infiltrated the social system in a process
which has been described as juridification
of the public sector .7 This term implies
over-regulation with bureaucratic structures
regulated by accounting principles. These
processes have become part of a
management culture.

Introduction
General Practice has been reorganised into
Primary Care Groups (PCGs) in England
and Local Health Care Co-operatives in
Scotland.  This has been heralded by the
government as a step away from unfettered
competition towards more co-operation
within the NHS and general practice in
particular. Decisions on the provision of
local services will, in theory at least, be
taken closer to the patients and PCGs will
be responsible for commissioning care on
this basis. It has, however, been suggested
that such commissioning is tipping the
balance against person-centred medicine1

and it may bring to a head a culture clash
between a prevailing management culture
and the long general practice tradition of
individual patient care. Clinical
governance, if implemented as performance
management, is likely to exacerbate these
tensions. Will the process of modernising the
NHS inadvertently result in the loss of a
crucial element of general practice culture?

The culture of general practice
At the end of the 18th century, three groups
provided health care in the UK. These were
the physicians who were members of a
learned profession, the surgeons who were
skilled craftsmen, and the apothecaries who
were tradesmen dispensing medicines. With
the industrial revolution and rapid advances
in science the traditional boundaries became
blurred and GPs owe their origins to all
three groups and were first called surgeon
apothecaries. Indeed, in the mid-19th
century membership of the Royal College of
Surgeons was a standard qualification for
GPs who, even today, continue to practice
from surgeries .  The Apothecaries Act in
1815 and the Medical Registration Act in
1858 brought regulation to qualifications
and registration. 

However, in the growing industrial cities
where GPs relied on patients fees, there was
a growing conflict with the outpatient
clinics of charitable hospitals. The outcome
of this conflict was an agreement that no-
one should be seen in outpatients unless
referred by a GP. This was the origin of the
first of three principles of general practice in
the UK, which is the principle of referral ,
whereby GPs are the gatekeepers for
secondary care.  

The second principle is non-specialisation,
since most scientific advances in medical
care took place in hospitals. This led to
increasing specialisation that was
counterbalanced by the generalist doctors in
the community.

By the beginning of the 20th century there
had been a growth of sick clubs whereby
GPs were paid an insurance fee by patients.
This was the forerunner of the National
Insurance Act of 1911 which covered family
wage earners and was extended to the whole
population with the creation of the National
Health Service in 1948. This is the basis of
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 Culture Clash?

This culture has for some become a market
ideology, which implies a set of ideas that
provide both an explanatory framework and
a guide to action. Ideologies are not
generally amenable to questioning or
experiment and  have two other
characteristics; namely that ends justify
means and that they are mediated by
language. This is true not only for the
ideologies of religious fundamentalism but
also the political ideologies of nationalism,
communism or free market capitalism.
Throughout the western world, and
increasingly the rest of the world through
globalisation, an ideology of the market
place previously associated with private
industry and commerce has swept through
the public sector; the language is the same
whether for private industry, public services
such as health and education, or public
utilities such as electricity, gas and water.
There must be competition, contracts,
customers, quality assurance, value for
money and, in the NHS, a
purchaser/provider split. For the NHS, a
market strategy has meant the inequalities of
fundholding and the inefficiency of
competing trusts. However, as the
unintended consequences of such an
ideology have become apparent, there has
been a cultural shift and the language has
changed from free markets to managed
markets8 and from competition to co-
operation: the language of the Primary Care
Group. 

These ideas were heralded by a number of
civil service reports over the preceding 30
years which have been part of accounting
logic .6 This places finance at the centre of
every organisation with the assumption that
evaluation can be achieved by measuring
financial output and value added. The
advent of computers has made financial
control far more powerful and these
financial management initiatives with cash
limits and devolved responsibility to front
line services are now part of the new public
management . This has two main
characteristics:

the distinction between the public and the
private sector is narrowed, and
professional autonomy and discretion are
reduced, whether by clinical governance 
or national curricula.

In the NHS, proactive management has
replaced stable administration. Family
practitioner committees became family
health service authorities with managers on
fixed term performance-related contracts. A
contract state has been created whereby

professional values have been replaced by
managerial values which demand change
rather than stability .9 Such managerial
activity has extended to other public
services, such as education.

The introduction of a market ideology was a
political response to the problem of
providing public services from limited

resources with rising demands and
expectations. Clearly, such an approach has
brought benefits in terms of both efficiency
and cost-effectiveness, but it has also
brought inadvertent consequences, such as
inappropriate competition. Changes have
been introduced, not on the basis of evidence
but on the basis of ideology. Macara invited
the last government to acknowledge that its
huge national experiment has failed 
greater realism now exists about the
damaging irrelevance of market ideology to
health care with its bureaucracy and
inequalities .10 Evidence-based medicine
needs evidence-based management. 

Bedfellows or culture clash?
When one culture, such as management,
based on financial management initiatives,
attempts to control another culture, such as
general practice, based on personal
relationships and professional autonomy,
then the culture being colonised takes
avoiding action to preserve its core values.
Similar reactions have been observed in the
church and education.11 In the case of
general practice, practice nurses have taken
on much of population medicine in the terms
of health promotion and disease prevention,
while practice managers have been
appointed to absorb the new administration
in an attempt to enable doctors to maintain
what they saw as their primary role of
looking after individual patients.11

There have been other unintended
consequences of this market ideology, such
as the two-tier service resulting from
fundholding still denied by some managers12

and the renewed interest in a salaried service
as a result of trying to increase competition
by lowering basic practice allowances and
raising capitation fees. The
purchaser/provider split has been shown to
delay treatment in some instances.13 The
culture clash between management and
general practice has resulted in the
disillusion well described by the Paradox of
Progress.14 The fact that general practice has
the culture of a small business paradoxically
makes conflict more likely when the NHS
starts to be run as a big business, especially
in terms of control and accountability.

Modernising the NHS may bring to a head
the culture clash and moral dilemmas of
trying to combine the culture of management
and a market ideology with individual
patient care.  The work of GPs depends on
person to person relationships rather than the
execution of pre-determined, quantifiable
actions. Such activities are not conducted
according to economic reasoning and can be
threatened by accounting logic.15

Commissioning in particular will raise acute
dilemmas for GPs on PCG boards. One
result of commissioning will be to push
decisions about priorities down to the
frontline of primary care, especially if
commissioning includes secondary care as in
England, but not in Scotland. The focus of
PCGs is already shifting to the complex

process of setting priorities16 rather than to
debating whether there should be rationing
in the NHS or not.17There are frequent calls
for primary and secondary care to be more
closely integrated and the language of
management culture is used to describe
strategic direction: Virtual integration
rather than vertical integration looks likely
to prevail as networks rather than
hierarchies are used to achieve seamless
service delivery (sic).18

Although it might seem that GPs, who are
independent contractors running small
business, would be obvious bedfellows for
the recent reforms derived from the world of
business and commerce, the result has been
confusion and demoralisation with declining
numbers entering general practice and
professional bodies sending alarm bells not
only about workload but also about the
increasing commercialisation of primary
care.19,20 This is not because management
techniques do not have a great deal to offer
general practice, and certainly not because
unrestricted professional autonomy was
desirable and nothing needed changing. The
problem is that the culture of management
has been used as a controlling market
ideology, which has become an end rather
than a means of improvement.21 It is the
failure to distinguish between management
as a set of techniques and theories and
management as a market ideology that has
caused so much damage and disillusion.

Whatever changes management brings there
will still be a need for doctor patient
relationships. This implies continuity and
advocacy both for individual patients by
GPs and for populations by public health
doctors. These professional values have to
be set in the context of background factors
such as: information technology, which
has made possible the growth of accounting
logic; demographic changes, in that about
half of doctors are women, which has
considerable implications for more flexible
careers; and the new public health, which
includes participation and integration with
social services. In the long run, these
background factors may be more important
than the accounting logic of management
for the future of general practice.  

At present there is a culture clash between a
profession and an ideology along the fault
line of responsibility for individual patients
and responsibility for public finance. Such
conflicts of interest may be camouflaged by
the language of management and fuzzy
thinking, but in the end may result in the
incoherent modernisation of the NHS.

David Hannay 
Nigel Mathers
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Tate Modern
Bankside, London,UK
Tel 020 7887 8000 www.tate.org.uk
(10.00am 6.00pm Sun Thu
10.00am 10.00pm Fri, Sat)

Museum of Modern Art (MOMA)
New York, USA

The opening of the Museum of Modern Art
in the old Bankside power station, called
Tate Modern (which staff are forbidden to
precede with the definite article), for once
matches the frenzy of hype that has
surrounded it. At long last London has a
dedicated modern collection, something
New York has enjoyed for some 65 years.
Despite MOMA occupying a purpose-built
building, and while Tate Modern enjoys the
most spectacular change of use ever to be
approved by a planning committee, there are
clear similarities in the way the two
collections are laid out. Both show the
works on one side of an atrium only, with
escalators and sitting space between the
actual galleries and a sculpture court  in
New York a water garden, in London the
astonishing space of the old turbine hall. Of
the two, Bankside is by far the greater
building, an exhibit in itself, and offering
from many of the gallery spaces spectacular
views of the city, and of St Paul s Cathedral
in particular. MOMA can offer nothing like
this.

The biggest similarity, though, is in the
hanging of the collections. Both have
chosen to display thematically: the Tate
permanently, MOMA at least for the rest of
the year. This does not mean by school  a

Dada room or a Fauve room for example,
but instead under such headings as War or
Landscape/matter/environment . MOMA s

basis is a series of small shows, selected by
separate curators without reference to one
another, and drawn from its permanent
collection, whereas the Tate has a central
selecting authority. The differences prevent
neither from being flawed. Some of the
juxtapositions created by this approach work
wonderfully, others are banal or even
offensive. The whole principle of
organisation is anyway undermined in both
cases by a failure to be consistent. It is
jarring at MOMA to go from a room
dedicated to art in the service of a political
cause to one filled with photographs of
buildings by Mies van der Rohe, nor is it
especially illuminating. Similarly, in the
midst of the section devoted to landscape at
Bankside, we encounter a room devoted to a
single painter, Frank Auerbach, whose
works include landscapes certainly, but also
a number of interpretations of myth, which
surely would be more coherently placed
under History/memory/society . You would
include Titian s Bacchus and Ariadne
under here, surely, not under landscape just
because there are some mountains in the
background.

The Tate s collection of Surrealist painting
also largely figures under landscape, for
reasons which escape me  another
common feature of the two is the amount of
space devoted to this parade of frauds
masquerading as a movement. The two also
allow their own agendas, most notably on
artistic reaction to the aftermath of World
War I, to distort their selections: there may
have been revulsion in England, Germany,
and France but the Futurists in Italy were
glorifying it by the early 1920s as the
salvation of the national soul. This is
nowhere reflected.

MOMA is also hampered by the fact that the
process of independent selection means it
cannot guarantee to be showing the works
for which it is probably most visited. For
example, only two works by Matisse are on
show, neither of them especially fine, and a
handful of Jackson Pollocks: you will not
see Picasso s Demoiselles d Avignon
either, despite a couple of cop-out
portmanteau selections such as The Paris
Salon or Modern Art despite Modernism .
The latter in particular has little to unite it
other than the fact that the paintings are
figurative. The Tate does better, although it
has omissions; for instance the old Millbank
pairing of Matisse s portrait of Derain and
Derain s portrait of Matisse. It mixes up
individual artists and themes, although the
collisions are more successful  a Cezanne
still-life, for example, beside a Picasso three
dimensional still-life in semi-cubist style.

The fact is, though, that the Tate Modern is
a triumph, a stunning building with a
fundamentally coherent hanging, whereas
the sooner MOMA reverts to its old ways
the better. 

Frank Minns

Tate Modern
Bankside, London
Photography: Marcus Leith
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This multi-author book is an academic
walkabout in the land of primary care,
guided by researchers of various hues 
sociologists, academic general practitioners,
a nurse coordinator, a manager-evaluator
and an anthropologist. Like all books on
primary care it suffers from the

impossible-to-resolve inclusiveness of the
term (and multiple definitions), whereas in
fact the chapters are really about general
medical practice and within a British
context at that. 

It is a collection of chapters, starting off
with vision and narrowing down to topics.
This gives the book a freedom of voice that
is definitely welcome and slightly unusual.
You also have to be prepared to countenance
many differing takes on general practice
and, depending on the hat you are most
comfortable wearing, you could find some
of the arguments difficult to stomach. 

Consider for instance Wilson s chapter on
teamworking . A crusty doctor would

perhaps raise an eyebrow or two when told
that primary care providers describe their
experience of teamwork as somewhat
frustrating. They cite poor communication;
medical dominance; lack of commitment;
and inequalities [many are listed]  as
responsible for poor teamworking. If the
term primary care providers is a
euphemism for non-medics then those
doctors who regard themselves as taking the
brunt of running the business may look
askance at such statements. Although it is
clear from the wave of general practice
advertisements that we are moving towards
properly reconstructed salaried and team-
orientated clinicians, this chapter is slow to
confront the obstacles that prevent this
development taking root outside the areas
where recruitment problems exist or to
address the structural problems that impede
real teamworking, even when doctors are
employees. It does not cite vretveit s
work; gives scant recognition to the concept
of the integrated nursing team, or allude to
the view that the primary health care team
is, in many people s opinion, a dated 1970s
misnomer. 

Ilffe s chapter describes the introduction of
health checks for the over-75-year-olds, still
extant in the regulations I believe, but
almost completely disregarded. A thorough
review of the area is provided and he reveals
how general practice is poorly equipped to

deal with the complex needs of ageing
individuals. People usually become ill
quickly; demand escalates extensively and
in ways that need finely tuned coordination.
The current busy to capacity operational
mode of most practices leaves little scope to
provide individualised care to the ill elderly
patient, and  what a surprise  urgent
admissions occur. 

Mercer and Barnes contend persuasively
that general practice (despite its
biopsychosocial leanings) has failed to let
go of the medical model of disability;
Kumar argues coherently and eloquently
that the new genetics deserves to be
shouldered by generalists and integrated into
their unique role as bridges between
technical science and the complexities of
living in the real world of uncertainties and
contradictions.

There are also chapters which review the
evidence on counselling, complementary
medicine, locality planning, and on what
might lie beyond the inverse care law but
there seems to be gaps in some of them,
important missing facets of the literature,
and although the reviews are excellent
orientations and the arguments interesting,
those who are immersed in these topics will
find these flaws irritating. It raises the
question of whether the authors subjected
themselves to a peer review process within
their editorial processes.

To sum it up then, writing a book about
contemporary primary care is tough. The
surface is constantly changing as political
initiatives swirl around, and this book is
already dated if you are looking for the latest
discussion about this or that pilot scheme.
This collection of essays by leading
academics succeeds by raising the level of
the debate on many topics; indeed it
succeeds in its key aim to show that a
theoretical as well as a methodological
pluralism is pivotal in order to get a
rounded research programme into place.
Sometimes however, it lacks bite and
courage, but there again, it is an analytical
book in essence. Finally, for some readers,
looking at contemporary primary care as
currently constructed on the regionalised
edge of Europe could also be seen as rather
a limited vantage point: the walkabout could
have gone a bit further perhaps?

Glyn Elwyn

Contemporary Primary Care: the challenges of change
Edited by Philip Tovey
Open University Press, 2000
PB, 186pp, £18.99, 0 335 20009 5

Inconceivable
Ben Elton
Bantam Press, London, 1999

One of the funniest monologues that I heard
Ben Elton perform on TV concerned the
technical difficulties of inserting a
diaphragm. He refers to such barriers in this
novel: the ironic use of contraception for
ten years, only for his fictional couple to
find out subsequently that they are infertile.

Ben Elton and his partner have been treated
for infertility. Knowing this I imagine that
much of the book is drawn from real life. In
some ways this is a hindrance, wondering
which of the comic sequences are imagined
and which are true. Do men really transport
their sperm specimens clenched between
their buttocks to the pathology laboratory in
order to keep the contents warm? 

The blurring between reality and make-
believe is not helped by the fact that the
main male character is a would-be writer,
currently working for the BBC. The story is
told from the point of view of both husband
and wife by using a letters device. In order
to get in touch with their feelings Lucy
suggests that both she and Sam write down
their daily thoughts as they go through the
process of investigation, treatment, and
false hope. At the same time, Sam,
unbeknown to Lucy, decides to write a film
script based on their experiences. But how
is he going to find an authentic female
voice to produce the woman s feelings?
His solution leads to marital problems,
mirroring the real tensions among infertile
couples, though due to a less likely cause.

Sam and Lucy try practically everything to
conceive, including having sex naked on
Hampstead Heath at full moon. There are
comic moments and poignant interludes,
with an obvious insight into how infertility
treatment makes you feel. Sam agonises
over going private , Lucy wants to get on
with things and thinks paying is fine as the
problem is non-essential . Dealing with
infertility from a professional point of view
is one thing; having the patients ideas and
feelings is another. 

As life mimics art and vice versa, I would
not be surprised to see the book made into a
play or film. In the meantime, Ben Elton s
novel is a refreshing accompaniment to the
gynaecology textbooks that tend to
dehumanise this emotive condition. 

Jill Thistlethwaite
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One after another they take their seats on the
other side of the desk. A rushed executive with
a cough, a resentful teenager with acne, a
frightened man with a urethral discharge, a
young girl asking softly for the morning-after
pill , an angry man with an angry rash, an
elderly refugee with pain all over my body .
Each one represents not only a unique
individual, but also a bewildering variety of
different backgrounds, cultures, social classes,
religions, lifestyles, cults, fashions, and
orientations. For today the patient population
is increasingly diverse. In urban areas
particularly, the average GP is likely to
confront a veritable Babel of belief systems
passing through the surgery every day. A
kaleidoscope of different understandings of
health, illness, medical treatment, and the
functioning of the human body.

My parallel career in medical anthropology1

 the study of health, illness, and medical
care in different cultures  had sensitised me
to this problem of multiple world views  but
it had not really provided the solution.
Anthropologists, like novelists and
psychotherapists, try to see below the surface
of things; to understand the deep structure of
human beliefs and social interactions.2 As far
as is possible, they try to see how the world
looks from other people s point of view,
however exotic or strange it may be. In clinical
practice, this means that, for successful
communication to take place, diagnoses and
treatments must always, to some extent, make
sense to patients in terms of their own frame
of reference.3

One aspect of this is the way that people
interpret and describe their bodily symptoms,
using a variety of metaphors, images, similes,
and symbols. Phrases such as: The pain is like
a band around my chest , It s as if my head
was squeezed in a vice , My skin is on fire ,
The pain goes through me like a knife , My
leg has turned to ice , My nerves are stretched
to breaking point , are all part of personal
systems of symbols and metaphors. Such
imagery is usually drawn from their own
experience, as well as from their cultural
background, the media, and the artefacts of
their everyday life.4

Years ago, as a young locum, I worked in a
Central London practice, well-stocked with
high-flying businessmen, executives,
managers, and stockbrokers. Every day a
succession of confident, impatient men in
pinstripe suits and silken ties came and went,
many of them suffering from the consequences
of unhealthy lifestyles: bronchitis, cirrhosis,
indigestion, and obesity. Advising them to stop
smoking, cut down drinking, relax more, never
seemed to work. Although we all spoke
English, we appeared to be speaking different
languages. One day I tried a new approach.
Look , I said in desperation to one of them,
Why don t you see your health, and your

body as capital? See stopping smoking as an
investment  yes, a long-term investment,
and one that will earn you a high rate of
interest in a few years time. Invest in your
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Dr Chameleon

body now  and think of all those profits, all
those dividends, in years to come! He nodded
emphatically. He seemed to understand. In
fact, he did give up smoking eventually. I tried
this on the next businessman, and then on the
next. Sometimes it worked, but sometimes not.
But the principle seemed to be sound: to try to
identify the dominant system of metaphors
used by the patient, and then try to work within
it. Since then, I have often found myself
slipping unconsciously, for a few minutes, into
one metaphorical world after another, perhaps
dozens of them in an average week,  depending
on whom I was dealing with.

Of course, certain metaphors may be
appropriate for some people but not for others,
even from the same background (or
profession). It is often an individual thing.
Some people, for example, seem to prefer
battle metaphors , images of combat between
themselves and the disease. For them all forms
of suffering, addiction, pain, and even the
ageing process, are seen as the enemy . They
have to be fought , overcome , beaten ,
defeated , expelled . One must kick the
habit , kill the germ , or fight back against a
disease. Others respond to different, more
gentle metaphors. Battle imagery may not
necessarily be appropriate for the soft-spoken
vegetarian in beard and sandals, who next
enters the room. He might respond better to
talk of the natural way to fight recurrent chest
infections (stopping smoking)  of restoring
balance and harmony to a system ravaged

by the artificial, unnatural pollutants of the
cigarette. To others, more concrete metaphors
might be more suitable, especially drawn from
the worlds of technology, electricity or
plumbing. Disease is seen as the breakdown
of the bodily machine ; for example, or the
blockage of some internal pipe ( Eat less
fatty food, or your arteries will fur up ).5

In a multi-cultural population, the situation is
yet more complex. The challenge is to
understand patients from dozens of unfamiliar
backgrounds who use different images of
illness, and avoiding stereotypes or
generalisations. Often this means knowing a
little bit about a wide range of different cultural
backgrounds: something about the food taboos
of one group, the rules of modesty of another,
the mourning rituals of a third  but also
seeing each patient as a unique individual. 

This endless awareness of, and adaptation to, a
multiplicity of different belief systems, each
comprising their own set of metaphors,  is now
the lot of the modern GP. A new, subliminal
skill essential for any practitioner. Yet, you
rarely find this process described in any
conventional medical textbook, or in any
undergraduate curriculum. Years ago, when I
was in medical school, I thought I was
studying only to become a doctor. It never
occurred to me that in order to do so, I would
also have to spend many years acquiring the
skills of an anthropologist, as well as those of
a chameleon.

Cecil Helman

‘Why don’t you see
your health, and
your body, as
capital. Stop
smoking, as an
investment. Yes, a
long-term
investment, and
one that will earn
you a high rate of
interest in a few
years time. Invest
in your body now
— think of all
those profits, all
those dividends, in
years to come!’
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neville goodman
Other than car parking, which topic is
guaranteed to stop a medical committee in
its tracks? 

In their wisdom, our consultants
committee nominated me to represent
doctors interests on the car park
management group. Until a few years ago
we were lucky. We had so much land that
there was even a sports field in the hospital
grounds. From the window of my room in
the Medical School Unit, I could watch
cricket in the summer and rugby in the
winter. That s all changed. Even before I
left the university department, an
orthopaedic hospital had obliterated the
greensward. There was still room to park,
so much so that there were rumours of
local businessmen using us a handy park-
and-ride scheme.

Until the orthopaedic hospital became, so
to speak, fully operational. Overnight,
arriving mid-morning at the hospital meant
parking inconveniently: inconveniently for
others by blocking roadways or entrances;
or inconveniently for oneself in some
distant corner and having then to cart large
piles of notes through pouring rain, at risk
of developing an inguinal hernia or an
acute need for thrombolysis. 

Something had to be done.

The management group represented all
interests in the hospital, and each member
came with their own group s incompatible
demands. How would we recruit nurses
(said the nurse representative) if they
couldn t park? Why should porters work
here (said the hotel services representative)
if they could get a job and abundant
parking out at the shopping mall? How can
you ask doctors to move between clinics
(said I) if they couldn t get back to a
parking space? 

But it s simple. Three thousand people
cannot park in half that number of spaces,
and that s the end of it. It s nobody s fault
 certainly not the management s. It s an

indication of two things. First, that societal
structure has been so ignored that a
thousand-bedded hospital has woefully
inadequate public transport. Second, that
people are lazy. I once heard someone say
in a radio interview that he would drive
down the hall from the lounge to the toilet
to avoid walking if he could. On Sunday
mornings, people park right outside the
newsagent in our village (well, all right; it s
not a village in the Ambridge sense, but we
call it a village), on double yellow lines and
causing dangerous congestion, rather than
walk 20 metres. 

And the other topic to stall a medical
committee? The problem of medical
outliers on surgical wards? GPs paying for
treatment prescribed in hospital? No: it s
how to sort out coffee money.

Nev.W.Goodman@bristol.ac.uk



continuing medication because there is no
repeat prescription procedure. People do not
have a personal medical record so doctors
communicate directly with each other about
mutual patients and telephone a central
number to request nurse involvement in a
patient s care. 

There is no special training for doctors
working in the community. Postgraduate
education is mainly in the form of lectures at
a local centre. There is no statutory
requirement for continuing education.
Quality assessment and audit were also
voluntary but are increasingly being
undertaken.

During our stay we gave a symposium at the
University Medical School. I presented an
audit of patients presenting to my practice
with a headache. Only one patient in the
series had a CT scan and this provoked an
interesting discussion about the different
frequency of use of this investigation in the
two countries. In contrast to their hi-tech
approach, Japanese doctors seemed to
concentrate less on psychological and social
causes of symptoms than a British GP.

Patients who are acutely ill can either visit a
GP or go straight to hospital. Many Japanese
people prefer to see a doctor at a teaching
hospital in Tokyo because this was more
prestigious than using local services. The
Japanese are very proud that their system
allows so much patient choice, but there
must sometimes be a problem if the patient
chooses the wrong specialist.

Most hospitals were independent non-profit
making organisations. Hospitals used
advanced medical technology and
equipment (in fact many GPs had a scanner
at their clinic). The hospital in Ome that we
visited was modern, smart, bright and clean.
However, we were surprised at how little
computers were used ( just to send patients
their bills we were told by the head of the
hospital); larger hospitals are more
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Postcard from Japan... 
I visited Japan in December 1999 as part of
a delegation from Oxford University. The
trip was part of a six-year collaborative
project between Oxford and Nihon
University in Tokyo; our host was Professor
Yoshio Maya. The purpose of these
exchanges is to undertake a comparative
study of the health and social welfare
systems in the two countries. This trip
focused on community and primary care and
we visited hospitals and other institutions in
Ome, a suburb of Tokyo.

It was interesting to discover that the
Japanese health care system is facing many
similar challenges to that in the UK. There is
a rapidly ageing population, a shortage of
nurses, a loss of public confidence in the
medical profession and an unaffordable
increase in health care costs  sounds
familiar! However, in contrast to the UK,
controlling spending on health care in Japan
has not been a major consideration until the
recent economic recession.

Japan offers a specialist-based medical
system; there is no primary care as we know
it. It is not surprising, therefore, that the
services offered to patients differ from those
in the UK. There are doctors who work in the
community and are called general
practitioners but they are all specialists; for
example, a GP may specialise in paediatrics,
orthopaedics, or internal medicine. We met a
home visiting GP who undertook ongoing

care of housebound patients (for example,
patients with neurological conditions or
terminal cancer); he was the closest that we
got to a British-style GP. His clientele
numbered about 40 to 50 patients. Most
community doctors work alone, although
younger doctors are now tending to work in
groups. Until quite recently, there were no
appointment systems and a patient could
wait one to three hours to see a GP for a brief
consultation; this is now changing. A first
consultation lasts about six minutes and a
follow-up two minutes. Patients visit their
doctor every two to four weeks if taking
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‘The Japanese
were very proud
that their system
allows so much
patient choice, but
there must
sometimes be a
problem when the
patient chooses the
wrong specialist ...’
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computerised. There were no waiting lists
for surgery  operations were usually
performed a couple of weeks after seeing a
doctor although the wait does vary in some
hospitals. The hospital offered a wide range
of services, but without the degree of
specialisation that is found in the UK. For
example, angioplasty was undertaken even
though there were no cardiothoracic
facilities in the hospital. Nurses on the
paediatric ward in Ome did not have
specialised training and were expected to
nurse adult gastroenterology patients
simultaneously. In large hospitals nurses do
specialise much more. 

Health promotion is the remit of Public
Health departments and is mainly
undertaken by public seminars. Adults over
the age of 40 are entitled to an annual
cardiovascular check, chest, and stomach x-
ray and a stool test. The uptake for this
service is about 10% because people do not
trust the public health service and would
rather go to a hospital. Data collection and
correlation by the public health department
was difficult, as many private organisations
are involved and so could not reliably be
used for health care planning

Local government provided community care
for elderly patients and this was less well
organised than in the UK. Our assumption
was that this is because many elderly people
are cared for by relatives. However, social
care of relatives was becoming much less
common in Japan, owing to the social values
and mobility of younger people. A major
overhaul of this system was introduced in
April 2000 through a new Community Care
Act (Long Term Care Insurance). This Act
aims to make community services more
readily available and to improve
communication between health and social
welfare. Prior to the new Act, home care
could not be provided to elderly patients
more than four days per week, making it
difficult to accommodate significantly
disabled people at home. It is also difficult
to nurse elderly people at home in bed
because many slept on the floor on a tatami
mat and rooms in houses tend to be very
small. Our host told us that when he first
visited Oxford he could not understand why

there were so many more disabled people
here compared with Japan  until he
realised that more disabled people in the UK
are seen in public because they live at home
rather than in institutions. The nursing
homes that we saw were very modern, well
designed and spacious and all nursing homes
have rehabilitation facilities, including
physiotherapy, which were regularly used by
all patients. The new Long Term Care
Insurance has the potential to revolutionise
community care in Japan with the provision
of a wide range of nursing and rehabilitation
services in patients homes. However, there
may be one particular cultural barrier to this
 the Japanese seem to like institutional

care. Hospitals and nursing homes had
protocols dictating maximum lengths of stay
and generally patients would stay for the
maximum period.

Tokyo is a busy modern metropolis and it
was not surprising that we caught few
glimpses of old Japan: a quick glimpse of the
Emperor s Palace from a bus top and Shinto
shrines nestling between skyscrapers. The
most disconcerting thing in central Tokyo
was the number of pedestrians and cyclists
with facemasks, to prevent the spread of
infection as well as a protection against air
pollution. On our last night we went to a
restaurant where we were served with a
Japanese banquet by a woman in traditional
kimono, whose father had supplied food to
the emperor. It was the only time I was
defeated by the food; as someone who had
only ever seen sushi on an English food
counter and never tasted it, I enjoyed the
variety of Japanese food we were given
during the week. However, I could not
manage the enormous snail in its shell
served at this meal that needed to be
extricated with a cocktail stick before eating! 

The hospitality from our hosts was
outstanding. It was a great privilege to have
been given this personal insight into the
health care system of Japan. My overall
impression was that, despite major
differences, it is profitable for the two
countries to share experiences about the way
health and social problems are tackled.

Peter Rose

Our party with Professor Maya outside Tokyo National Museum.
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alan munro
War and Peace

Passing the litter of jumbled, discarded electronics boxes at the surgery door, rather to my
surprise, an image of the smoking, angular skyline of devastated Stalingrad flitted across my
consciousness. Not just a simple question of increasing my dose, I had been reading Anthony
Beevor s compelling account of Russian resistance to the advancing Panzers of the
Wermacht.  

For Hitler, the name Stalingrad was a prize precious beyond price. For Stalin it was the
embodiment of himself in the fabric of mother Russia. This was not mere war, but a personal,
megalomaniac confrontation by proxy in the vast emptiness of the winter steppe, over a town
of trivial strategic significance. Both sides achieved an undreamed of refinement of
inhumanity. The battle represents the most perfectly distilled essence of grotesque human
folly.

After a day of tripping over wires and bumping into boffins plugging us into yet another
updated, shiny, brave, new world, I sat bemused amid winking screens and purring boxes in
what formerly I thought of as my consulting room. Looking like a fart in a trance again?
suggested our computer operator, the very person who in a properly ordered world might
have followed me around jotting down my thoughts in one of these notebooks with a silvery
spring at the top.

Well,  I m chatting with my biro, actually.

Oh aye? What s he saying then?

We might have expected it, I suppose. He wants to know how it is that I seem so determined
to make him redundant, and at a cost of tens of thousands of pounds and interminable
disruption. He is quite worked up, and not a little sentimental about nestling in my pocket,
close to my heart all these years. To be honest, I feel a little the same way about it. He and
his mates do come in cheery colours, not only pale grey. They seldom break down, never
catastrophically. They work as a team, brimming with goodwill and preparedness to stand in
for each other. And he is cheap.

He is proud of his ability to work numerically, graphically, and in a literary way. He s a
crafty wee bugger too, not above a little subtle flattery. He says I should be ashamed for
entertaining the thought that my art, general practice, can be reduced to gobbets of computer
code. How will I get through the day, he wants to know, without the odd maliciously witty
remark scribbled in a thick folder? Kings, Queens, and Princes of depressive neurotics, etc,
etc ...? He knows me well.

Now he is getting quite assertive, rather serious.  He wants to know, demands to know, what
services computerised practices now offer their patients that they did not do before? He is not
interested in what may happen at some time in the future, he says we have had computers for
quite long enough to show some benefit, some clear and tangible benefit, for our patients. He
seems to be faintly underwhelmed by legible prescriptions. When, he asks me, a little
proudly, was one of our prescriptions not decipherable? He thinks if a dope like me can write
legibly, anyone can.  

He wants you to imagine that the biro was invented after the computer. What a stooshie there
would have been! Incredibly flexible! Unbelievably cheap! As reliable as the sunrise!
Perfectly, impeccably portable! He doesn t want you to think he s against computers in
general  fine for airline tickets, maybe even for word processing of some complexity, but
for general practice, completely nutty.

You two seem to be plotting my departure, remarked our lady of the grey boxes.  

Ah! said the biro and I as one, so it is now acknowledged, is it, that far from increasing
efficiency, computers create extra work? An uneasy silence fell. I flicked my old friend into
my pocket and mused that maybe the best thing about general practice computing was the
extra employment created in relatively pleasant surroundings. Time to go home.

I passed the jumbled boxes again on my way out. No smashed skulls or empty orbits peeked
up at me from among them, thank God. I suppose building battle tanks kept people employed
too. In the breeze, a cardboard flap flopped, inarticulately.
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