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Viewpoint

Plus ça change, plus c’est la même chose

In yet another virtuoso performance, Trish Greenhalgh’s series on change seeks to compress
life, the universe, and everything else into a cookbook for the everyday practitioner. Of
course, no-one will ever really understand the catalysts that direct change, but in the
Greenhalgh culinary delights, plying effortlessly as they do through multiple paradigms,
there is one course that must be savoured: ‘Change and Complexity – the rich picture’.1

Converging from a number of disciplines and underpinned by the emerging field of chaos,
complexity theory is beginning to recognise a world where many phenomena are directed by
complex non-linear interactions of many parts — interactions that cannot always be
understood by breaking systems down into their constituent elements — and the application
of analytical rule-based frameworks. The clockwork universe may finally be running down.  

The linear formulation of science based on logical positivism — the belief that there is a
single universal condition that can be validated and that accumulates with time, building on
what has gone before — has been seriously challenged. Non-linearity replaces linearity;
thermodynamics replaces mechanics; Heizenburg displaces Newton. Enter ‘post-normal
medicine’2 — a holistic approach that reflects diversity, rich interaction, and complex
dynamics contrasting with the reductionist world view that divides systems into ever smaller
elements to gain an understanding of their properties.

What are the implications of this new metaphor? Caution over the traditional notions of
representation and inferential statistics. A recognition of the historical error of 70 years ago
when the whole of medical research was to be based on the back of the work of an
agricultural scientist — a contortion which was to capture uncertainty in probability, and the
narratives of individuals in randomised groups that excluded the very confounding variables
on which decisions in the real world were based. The evocation of the greatest menace to
progress through the illusion of knowledge and the promise of a pathway to truth. The
direction of a movement that sought to base every aspect of health care on authoritative
evidence derived from the randomised controlled trial and set back the development of health
care, rather than lead it forward.

And the implications for the NHS? Recognition of the emergent properties of a system and
the importance of rich interactions within it; that understanding is gained by standing back
rather than analysing a system in yet more detail; an approach based on whole systems
thinking with a longer term focus; a recognition of the complementarity of co-operation and
competition; an emphasis on diversity, local experimentation, and the diffusion of good
practice; the importance of incremental change and shared decision-making; escape from
one’s own limited vocabulary of knowledge skills and attitude, with a move from polemic to
dialogue; from transactional to transformational management with the inevitable demise of
hegemony within the system.

But does this all sound a bit like the ‘New NHS?’ Interesting to note that, tucked away in an
obscure health management journal, is a paper by the head of the NHS operations research
division and his sidekick.3 This draws upon the analogy of an ecosystem to understand health
care systems and argues for a health service developing in line with complex, non-linear
characteristics. While the politicians squabble over their strategies and the promotion of their
policy illusions, are the health service mandarins quietly reflecting the dictates of complexity
theory?

Seventy years ago, the great economist John Maynard Keynes wrote: ‘We need to invent
wisdom for a new age and in the meantime we must appear unorthodox, troublesome and
dangerous.’ Complexity theory may or may not hold the key to the new wisdom.  But the call
to action is long overdue.

David Kernick
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The Boots/RCGP Research Paper of the Year

Each year the College seeks nominations for
the RCGP and Boots The Chemists Research
Paper of the Year. This prestigious award,
now in its fifth year, seeks to raise the profile
of primary care research by recognising an
individual or group of researchers who have
published an exceptional piece of work
relating to general practice. Each submission
is assessed by a panel of referees
representing the wide range of organisations
and scientific disciplines involved in
primary care research.  

The submissions are assessed on the basis of
originality, applicability, contribution to the
standing of general practice or primary care
within the academic community as a whole,
and presentation. At least one of the authors
has to be active in general practice with
regular patient contact. There is no
restriction on the subject matter although the
work has to be relevant to general practice
and must be undertaken in the United
Kingdom. This year, 15 papers were
considered by nine referees, with five
shortlisted for in-depth discussion.  

The entries included research into ischaemic
heart disease, chronic pain, melanoma,
patient expectations in the consultation,
computer support for genetic counselling for
breast and ovarian cancer, the effects of
loneliness on consultation patterns and the
value of a parent-administered illness scoring
system for infants less than six months old. A
wide variety of study designs was used, of
both a qualitative (five papers) and a
quantitative (ten papers) nature. Most of the
submissions were published in the British
Medical Journal(nine papers), followed by
the British Journal of General Practice(4
papers), the British Journal of Obstetrics and
Gynaecologyand the Lancet  (1 paper each).

The clear winner this year was a ‘Qualitative
study of decisions about infant feeding
among women in east end of London’ by
Hoddinott and Pill.1 In this study, the
researchers interviewed 21 white, low-
income women from inner-city London who
were expecting their first baby, to explore
factors influencing decisions about whether
or not to initiate breast-feeding. Women who
had regularly seen a relative or friend
successfully breast-feed and who described
this experience positively were more
confident about and committed to breast-
feeding. They were also more likely to
succeed. However, women who had only
seen breast-feeding by a stranger often
described this in negative terms, especially
if other people were present. Thus, previous
exposure to breast-feeding can have either a
positive or negative influence on decisions
to breast-feed, depending on the context.
The authors concluded that breast-feeding
should be viewed as a practical skill which
might be strengthened by antenatal
apprenticeship to a breast-feeding mother
rather than just routine advice. 

The assessors unanimously agreed that this

was an excellent, well-written qualitative
study, providing new insights into how
breast-feeding rates might be improved and
sustained among a group of women with
currently low rates of uptake.  The panel was
also impressed by the relevance of the
messages to the whole primary care team,
and the fact that the messages related to
health rather than illness.

Another paper, ‘Development and evaluation
of complex interventions in health services
research: case study of the Southampton
heart integrated care project (SHIP)’ by
Bradley et al2 was highly commended by the
judges. This highly original paper offered a
clearer understanding of how to evaluate
complex interventions in a primary care
setting. The researchers defined three levels
of understanding interventions and the case
study described how this new method could
be applied to real life. The paper has already
generated much thought and discussion
among primary care researchers and is likely
to be highly influential in the development of
primary care research. It was, however,
thought to be of more interest and relevance
to researchers rather than service
practitioners.

Organising and running the competition is a
large task, superbly executed by the
College’s Research Administrator, Fenny
Green. Is the effort worthwhile? In my
opinion the answer is an emphatic yes.  The
award gives the College an opportunity to
publicly celebrate both the breadth and
quality of much of the primary care research
being undertaken in the UK. These activities
include examples of the first-rate
fundamental research at the primary care
level that White feels is lacking;3

fundamental research which sometimes
looks beyond biomedical concepts of ill-
health and disease. Primary care research in
the UK is making substantial contributions
to the intellectual credibility of general
practice, and as a consequence is beginning
to receive appropriate recognition within the
medical establishment. 

The award also highlights how primary care
research usually needs input and support
from both academic departments and active
practitioners.  For instance, Pat Hoddinott
undertook her research while a RCGP
Research Training Fellow supported by the
Department of General Practice at the
University of Wales. At a time when some
are questioning the role of academic
departments,4 this year’s winning paper
demonstrates how mutually beneficial
relationships can develop between everyday
practitioners and academia in order to answer
important questions relevant to patients. In
addition, Dr Hoddinott’s continuing
involvement in primary care research while a
busy general practitioner shows how modest
investments at an early stage of a
researcher’s career can produce sustainable
expansions in primary care research capacity. 

Philip Hannaford
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History of Twentieth Century
Medicine Group Witness Seminars
The Wellcome Trust, London

Enormous advances have been made in
20th-century medicine, but the background
to these advances is often complex. How do
we trace those developments? Where are
they recorded? Does anything change in
retrospect? How do the pioneers — or
witnesses — feel now about their
achievements? Witness Seminars, organised
by the Wellcome Trust’s History of
Twentieth Century Medicine Group, explore
some of these important issues. 

Witness Seminars bring together significant
figures in 20th century medicine to debate
their achievements, their failings, and the
consequences of their work. The resulting
debates are published in the Wellcome
Witnesses to Twentieth Century Medicine
series, preserving an invaluable record of
20th century medicine in the making.

Publications in the Wellcome Witnesses
series include Technology Transfer in
Britain: The case of monoclonal antibodies,
Self and Non-Self: A history of
autoimmunity, Endogenous Opiates, The
Committee on Safety of Drugs, Making the
Human Body Transparent: The impact of
nuclear magnetic resonance and magnetic
resonance imaging, Research in General
Practice, Drugs in Psychiatric Practice, and
The MRC Common Cold Unit. 

September 1999 saw two new publications:
Early Heart Transplant Surgery in the UK
(Volume 3) and Haemophilia: Recent
history of clinical management(Volume 4).
Looking at the Unborn: Historical aspects of
obstetric ultrasound(Volume 5) and Post
Penicillin Antibiotics: From acceptance to
resistance?(Volume 6) were published in
January 2000.

Meetings held during 1998 and 1999
covered topics as diverse as clinical research
in Britain (1950–1980), intestinal
absorption, the MRC Epidemiology Unit
(South Wales), neonatal intensive care, and
the British contribution to medicine in
Africa after the Second World War. Witness
Seminars in 2000 include childhood asthma
and beyond, peptic ulcer: rise and fall, and
maternal care. Transcripts of these meetings
will be published in the Wellcome Witnesses
series.

For further details of these and other
volumes, and to order online, visit
www.wellcome.ac.uk/witness. For details of
the Witness Seminar Programme contact:

Mrs Wendy Kutner, Academic Unit, The
Wellcome Trust, 183 Euston Road, London
NW1 2BE; tel: 0207 611 8616; fax: 0207
611 0678.
E-mail: w.kutner@wellcome.ac.uk. 

Daphne Christie

On behalf of the RCGP, the Department of
Health, and the Health and Safety
Executive, a workshop on Occupational
Health (OH) was held in May at Princes
Gate by the Clinical and Special Projects
Network. 

The workshop was sponsored by the HSE,
which has two important reports on
occupational health that are scheduled for
publication in July. The purpose of the
workshop was to ensure that some thought
was given to occupational health concerns
raised in the HSE’s reports. 

There are a number of current issues driving
an interest in occupational health:

• The DoH and the HSE are both concerned
about the number of people excluded 
from employment by long-term sickness.
This has risen markedly in recent years. 
OH services might help to reduce the 
number of people on long-term sickness 
absence, but these services are currently 
only available to people working in the 
largest industries. 

• Many small and medium-sized 
enterprises (SMEs) have no OH support 
at all, which may exacerbate health 
inequalities.

• The College is concerned that no OH 
support currently exists for GPs or their 
support staff in spite of the stresses of 
working in primary care. The College 
believes that such support, properly 
implemented, could be a very effective 
way of helping GPs handle their high 
stress levels. 

Unsurprisingly, most of those attending the
workshop already had an established
commitment to OH, so the overall view of
the workshop was that occupational health is
a good thing. 

This well facilitated workshop (thank you,
Christine Lumley) drew effectively on the
expertise of all participants. It reviewed the
current issues in relation to OH matters and
gave some indication of ways in which more
comprehensive OH support could be
provided in the community in the future. 
The main issues identified were:

• Providing comprehensive OH services 

will require a primary care focus. This 
does not mean that all GPs will be 
expected to become OH practitioners (as 
well as everything else!). It does mean 
that OH should be organised close to the 
community, and available as a shared 
resource for SMEs. It should be therefore
organised at a locality level (e.g. PCG/Ts
in England) using existing skills as far as
possible, and it should respond to the 
needs of that locality.

• If GPs are acting both on behalf of 
patients and employers, ethical conflicts 
may arise; further clarification of these 
roles is needed. It may not be advisable 
for the same doctor to provide both GP
and OH services for the same patient. 

• There is currently a serious deficit in 
training opportunities available to 
primary care staff who wish to build their
skills in a occupational health. This may 
cause problems in the future, if more GPs
are attracted to providing OH services 
and are then expected to provide 
revalidation evidence that they are 
competent in this practice. 

• Health authorities should consider OH as
part of Health Improvement Programmes. 

• Regional offices should provide support 
to GPs and specialist nurses who provide
OH in the community. Currently, 
practitioners are very isolated.

• There should be a referral service 
available for all who might benefit from 
OH support. Once this option is available
GPs should be made aware of its 
existence, how to access it, and the 
circumstances in which it is appropriate to
refer. 

• Most importantly the workshop felt that 
GPs’ knowledge of OH concerns was 
limited by their own lack of this support.
Occupational health should be provided 
for general practice as soon as possible. 
Accessing this service, both for 
themselves and for their staff, will 
powerfully illustrate the benefits of this 
service for others, as well as providing 
this long overdue support for clinicians 
and support staff in our most critical part
of the Health Service. 

A full report on the workshop, including a
list of participants, will shortly be published
on the RCGP website.

Joe Neary

Eric Gambrill Memorial Travelling Fellowships
At its meeting in April, the Board of Trustees of the Eric Gambrill Memorial Fund made the
second annual awards of the three Travelling Fellowships to the following successful
applicants ...
Amanda Howe (Sheffield), awarded £2000 for a project to enhance community-oriented
medical education in Australia, in autumn 2000.
Nicholas Summerton (Scunthorpe), awarded £2000 for a study on community-based
cancer symptoms in the Netherlands, and in Framingham, USA, towards the end of 2000.
Keith Redhead(King’s Lynn, Norfolk), awarded £900 for a project into the development
of instruments to identify mental disorders in patients with epilepsy in India, in September
2000.
These awards will be presented at the Annual General Meeting of the South West Thames
Faculty of the RCGP in November, at the Army Medical Directorate in Aldershot.

Trevor Silver

Occupational Health Matters
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Appraisals: too personal and too threatening?

individual performance-related pay. The
main impacts reported have been to
encourage communication between
managers and employees and to improve
individual performance.

Our practice, like many others, began staff
appraisals a decade ago and, in 1992, we
extended them to ourselves as the GPs in our
partnership. We wondered whether we could
endure and benefit from appraisal in the
same ways as our staff. We wanted each GP
to have an annual appraisal performed by
the practice manager and an appraising
partner. 

We started the process in a deliberately non-
threatening way. Each partner controlled the
breadth, depth, and result of the
performance review. As a result of this
approach, the first reviews had little effect.
It seemed difficult to make appraisal truly
meaningful without becoming too personal
and too threatening. It also seemed difficult
to adhere to the schedule; most partners only
completed three cycles of appraisal in the
first eight years. However, we did carry out
more frequent appraisals when one GP had
an unexpected problem. For six months the
partner would have a regular monthly
appraisal, at which the whole job
performance was assessed (using feedback
from staff) and discussed so that necessary
action could be taken to address any worries
about performance.

Our process has evolved (Box 1) with
experience and evidence.5,6 Anxieties over
the appraisal process have diminished with
experience. We now  assess past and current
performance using self-assessment and
feedback from other staff members;6 plan
improvement, future practice
responsibilities, and career development;
discuss learning needs; consider actions to
be taken; schedule active follow-ups after
the appraisal; and commit to regular annual
appraisals. 

The government has set success criteria for
appraisals and assessment.1 The evidence is
that interventions that do the best in terms of
physician or patient outcomes are those in
which the interventions are highly targeted
to specific and predetermined needs.7 Most
interventions cannot eliminate fundamental
resource constraints, competing resource
needs, and inefficiencies in organisational
structures. There is a gap between what the
government wants and what it can
reasonably expect from this process. Our
experience is that when appraisals are

‘Appraisal and assessment of 
performance will be made comprehensive
and compulsory for doctors working in 
the NHS and will become an important 
component of the systems required by the
General Medical Council for 
revalidation’.1

Appraisal is already here. We all make
judgements about each other. The criteria we
judge and are judged by are subjective,
implicit, and unpublished, and there is no
way to address unfair evaluations. Some
GPs wear their haloes uneasily, others have
their virtues unrecognised. How can we
make the judgements better?

Appraisals2 can be downward (from
management), upward (from subordinate
staff), peer (other partners), self, and 360
degree (everyone). Your achievements (what
you did), aptitude (what you could do),
competence (what you can do), and
performance (what you do do) will be
assessed and reviewed according to preset
objectives (defined criteria), or whole job
performance (anything your assessor wants
it to mean). 

The essence of all schemes aimed at
maintenance of competence and quality
improvement is that GPs will achieve
quality assurance by participating in a
continuing cycle that includes assessment,
learning, evaluation, and improvement.
Regular appraisal can be used to aid
evaluation and learning. Other tools and
tasks, such as mentoring, personal learning
plans, and revalidation are options or
obligations in the different parts of the cycle. 

Assessment must come before appraisal. It
plays the key role in identifying your needs,
making a commitment to change, and
adopting new practices.3

You can assess yourself using a self-
administered test, or by self-reflection on
personal experiences, or be assessed by
others. Self-assessment informed by
feedback from practice colleagues may
generate more useful learning, and a greater
commitment to change, than more solitary
self-assessment programmes.3

Staff appraisal became popular in the 1990s.
The main reasons cited2 are to improve
individual and corporate performance and
identify training needs. Lesser reasons
include encouraging communication, setting
targets, planning succession, changing the
organisational culture, and determining

“It is vital that the
appraisal process
is well executed; it
requires special
skills. A bad
appraisal end(s)
up becoming
either a cosy chat
at one extreme or
a stressful
interrogation at
the other.”
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started they should be supportive and non-
threatening. The appraisee must feel in
control of the process and the outcome.
With experience, and if carried out annually,
the appraisal can become more challenging
and be an accepted and important part of
quality improvement. 

It is vital that the appraisal process is well
executed; it requires special skills. A bad
appraisal can end up becoming either a cosy
chat at one extreme or a stressful
interrogation at the other. There must be fair
assessments of performance, skilful
appraisers, acknowledgement of needs,
commitment to change, and the support of
the practice. Once established the process
can develop further with objective
assessments of performance, an
independent advisor on the appraisal team
to provide the external scrutiny implicit in
revalidation and clinical governance, and
the outcomes fed into personal learning
plans. Perhaps, in time, our patients can
contribute more to the assessments of
performance, have a role on the appraisal
team, and be consulted on the personal
learning plans.

We think the process has helped our practice
listen and respond to the individual partners
and staff. It helped us become more honest
about personal strengths and weaknesses
and less tolerant of poor behaviour. The
benefits are that the practice can change and
improve more quickly, and the partners can
accept constructive feedback on their
performance, plan their careers and learning
needs, and improve their performance. Our
experience is that the appraisal process is
successful if it appraises both the individual
and the organisation and can bring out
change in either. Now our main aims are to
give partners and practice an opportunity to
think about change in personal performance
and practice organisation. We hope that the
main beneficiaries will be our patients. 

If annual appraisal is adopted throughout
the health service it could drive a continuing
cycle of assessment, learning, evaluation,
and improvement. Our patients could
benefit from a double effect: the health
service may overcome the ‘blocks to
improvement’ in its doctors, and the doctors
may overcome the ‘blocks to improvement'’
in the health service. If individual and
corporate performances are improved, our
patients will get a better service.

Terry Kemple

The process
The original process was based on that used by a local hospital. It has
evolved to use a simpler pre-appraisal questionnaire, canvass anonymised
opinions on the partners performance from other staff, include each partner
writing his/her own follow-up notes, and open circulation of the finished
appraisal to the other partners. 

What works well?
• It is an opportunity for the partner and practice to stop and think about past

performance and career development
• All the partners accept feedback on their performance from the wider team 
• The process is conducted with openness and honesty.

What could be done better?
• The appraising partner requires special skills and also better training in 

these skills 
• The appraisal process does not review all aspects of performance, as this

would need a more complicated and time-consuming record-
keeping process.
• There could be more change and improvement after the appraisal; there is

a tendency for life to continue ‘as before’

The appraisal document
Section A
Looking at last year’s appraisal:

1. How much of last year’s plan have you managed to put into practice?
2. What (if anything) has hindered you from completing it all?

Section B
Thinking about your activity in the last year and where you are now:

1. Clinical
2. Contributions to the practice
3. Outside activity

Of the above activities, what gives you most satisfaction and most
dissatisfaction?

Section C
Now thinking about the coming year:

1. What changes would you like to make to your current activity?
2. What personal or professional development do you think will help you 

achieve this?
3. How can the practice help you?
4. Is there anything else you want to discuss?

Section D
(To be written after the appraisal)
Now write down what has been agreed about your activity in the coming year.

Box 1. The appraisal process.
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If we are to have a primary care fit for the
21st century then we need to devise new
ways to raise much more money. In the past,
general practitioners capitalised their
organisations by a variety of state grants that
rewarded their professionalism and
entrepreneurial flair. The results were often
impressive but retain some sense of a
cottage industry — small-scale, friendly,
organisations often sited in the deliberately
domestic architecture of converted houses. 

The financial mechanisms underpinning this
rather modest level of investment — cost
rent, notional rent, and improvement grants
— are now creaking. Many new GPs do not
wish to commit their own money to a
practice, some do not envisage a long-term
commitment to one place, some wish to be
salaried, and negative equity plagues the
inner city. More important than any of these,
primary care teams (PCTs) need to be able
to plan and build a range of new facilities
which will, en masse, enable primary care to
offer levels of service that extend well
beyond the best on offer today. 

As the new primary care develops, larger
and/or more flexible premises with more
sophisticated information technology and
other equipment will be necessary. This new
primary care will provide an extended range
of clinical services, will have a more
structured and systematic co-ordination of
care involving the use of care managers, and
will have a more sophisticated and senior
management. It should also deliver a public
health agenda encompassing health needs
assessment, anticipatory care, inter-agency
working, community development, and
clinical governance. 

PCTs will need to develop a range of
premises: walk-in centres, NHS Direct, and
intermediate care facilities, as well as
traditional general practice of both small and
large varieties. Some PCTs will develop
hub-and-spoke models, where small
practices can refer patients to a central site
for certain services, such as physiotherapy,
mental health group work or clinical
investigations. Some will lead the way in
providing intermediate care facilities where
patients stepping up to hospital care or
stepping down from acute treatment can be
looked after. Other PCTs will build
ambulatory care centres and take advantage
of the explosion in near-patient testing to
bring aspects of consultant care into the
community. Such initiatives involve new
levels of risk and investment and clearly fall
far beyond what can reasonably be expected
of GPs. 

Current examples show what is possible: the
Epsom Cottage Hospital Development is a
free-standing day surgery unit managed by

the private sector for NHS patients. It is a
joint venture between GPs who own the
building, an NHS Hospital Trust who
provide specialist staff and support services,
and a private sector company who designed
and built the unit and secured a long-term
lease to manage it for NHS purchasers.
Primary care resource centres developed in
the North West of England provide extended
primary care services and social care, and
are resources for community activities as
well as hospital services. London
Implementation Zones offered another
model, allowing an outside authority to
develop premises and then lease them back
to GPs. PCTs within Health Action Zones
are also able to use non-health funds, such as
the Single Regeneration Budget, to bring in
non-health moneys. 

All these changes mean that PCTs will
control the development of all primary care
premises in their patch. Such assets bring
opportunities — the ability to plan service
developments more coherently and to use
them as security in raising more capital. And
responsibilities — to provide safe and
efficient premises to patients, communities,
and staff. Success will not be automatic.
Health authorities, too, controlled the
development of primary care premises
(albeit in a more indirect way) but often
failed to persuade, plan or cajole coherent
capital investment into being. 

A variety of new public/private partnerships
will be needed to finance these develop-
ments. Options include:

• Private finance initiatives (PFIs)where 
the private sector puts up the money in 
exchange for an assured rental fee. Most 

PFI projects to date have been for large 
hospital projects and have been notable 
for their extremely tortuous development.
However an increasing number of 
practices are using PFI approaches to 
build new premises and these are likely to
offer good experience to PCTs.

• Straightforward private sector finance, 
with the private company owning and 
managing the premise in return for a 
market-based fee.

• Mixed models, where the public sector 
provides some capital, matched and likely
to be exceeded by the private sector. The 
vehicle for this type of public/private 
finance could come from NHS Estates, 
which is a central public sector 
organisation with regional outposts.  
Legal changes may be necessary to allow
the public sector a share in equity. 

• A managed care model, where public or
private sector management can improve 

This article is the seventh 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,

PPostcards from a New Centuryostcards from a New Century
From cottage industry to 21st century provider — ways to re-capit77
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service delivery hand in hand with 
necessary capital development. In this 
model, the assets would still be owned by
the National Health Service. 

• Finally, the government announced a 
number of new measures earlier this year
aimed at easing development of primary 
care facilities. These include health 
authorities taking a joint venture interest 
in land in areas where it is too expensive
to be accommodated under cost-rent 
regulations; taking account of deprivation
in assessing current market rent; allowing
the costs of re-converting premises back 
to residential properties thus enabling 
practices to invest in purpose built 
premises; reimbursing GP practices for 
the costs of leasing equipment; and 
providing mobile units to improve service
delivery in rural areas.

This list is not exhaustive and many of the
processes will inevitably be somewhat
convoluted but, overall, these instruments
represent a whole new portfolio of ways
to raise capital. Furthermore, these
mechanisms are matched by a private sector
that is showing itself willing to invest
because the revenue stream generated by
such projects is guaranteed by the NHS and
carries a low financial risk. Success will
depend on the ability of PCTs to marry their
strategic needs with outside financial and
management expertise in ways that are both
transparent and effective.

Taken together these measures are
remarkable in what they might presage. Just
as the cost-rent scheme revolutionised the
ability of GPs to renew and develop their
practices, so these measures herald an equal
revolution in what primary care might offer.
Given the scale of investment required these
mechanisms are naturally and rightly aimed
at PCTs — the GP, who also acts as their
own property developer along with
everything else, is probably a thing of the
past. The challenge for PCTs is to think
outside the box and make all this happen. 

Providing imaginative financial solutions to
planning and funding high quality premises
will cement the new relationships between
PCTs and their constituent practices.
Developing sites that allow services to be
bought out from the hospital and into the
community is the very stuff of the new
primary care. And nothing is likely to endear
PCTs to patients more than the provision of
new buildings which house innovative
services in a local setting.

David Colin-Thomé

alise primary care

What’s the value in getting old?

What is the value of a human life? A

callous question but important since it is

one way to judge whether society is making the right

investments: is it better to spend more on the

environment or health? Education or welfare? But

estimating the value of a human life is tricky — ask

people in the abstract and they often come up with

values in excess of £10 million. Look at what they are

prepared to pay to have, say, airbags fitted in their car

and their actual choices imply a more realistic £2–4

million per life.

Between 1970 and 1990 life expectancy in the US

went up by six years. What were those extra years

‘worth’ in economic terms? Using a figure of $5

million dollars per life would value these extra years of

life at an extraordinary $57 trillion — far more than the

expected economic value of the comparable changes

in say, information technology. Put another way,

reducing deaths from heart disease by 20% would

have an economic value of around £10 trillion to

Americans — more than a year’s GDP. 

Of course much of the increase in life expectancy will

have absolutely nothing to do with the health care

system but even if only 10% of the decrease is

ascribed to health care this still represents $240

billion per year. All this might seem rather arcane but

it implies that the economic benefits of both health

care and medical research may be huge. Doctors

may or may not increase health, but it sure looks like

we collectively improve wealth. And these arguments

may ultimately have an effect on how much we

should spend on health. So often economic realities

seem to limit what we can do. Wouldn’t it be nice if an

efficient programme to prescribe statins — or invest in

primary care — in reality generated economic value!

hodgkin@innovate.org.uk

Reference: The Economist 3 June 2000: 124.



record. For the patient’s experience and
view of the illness and the various
interventions to emerge and carry due
weight, we need some direct input — in
addition to the patient’s right to read his or
her records, to check their accuracy where
possible, and to ask for explanations.

One way of working towards more balanced
communication between patients and
doctors is to include the patient in the
conventional correspondence about him/her,
as follows:

1. The general practitioner/family doctor
writes a referral letter to the specialist/

consultant; the patient may
see this.

2. The consultant reports
back to the GP, and sends the
patient a copy of the letter.
At the same time the patient
writes to the consultant
about her/his experience of
the illness and its
management, sending a
copy to the GP.

3. The consultant may
reply to some of the points
in the patient’s letter.

4. The triangular corres-
pondence becomes part of
the records wherever they
are held (by the GP, the
hospital or the patient).

This idea arose when I
was a patient recovering
from coronary bypass
surgery: I wanted to tell
my surgeon about the
experience from my
point of view, but there
was no convenient
opportunity to do that.
So, after I had gone
home I wrote to him,
and in due course I
received a friendly
reply. This satisfying
exchange led me to
compose a completely
n o n - t e c h n i c a l
template letter, for
those people who find
l e t t e r - w r i t i n g
difficult, for giving
feedback about any
illness episode under
the care of a
specialist. The
patient need have no
special knowledge
to write such a letter.

The proposal
The simplest way to

try this idea would be for GPs to
suggest it to patients whom they are
referring to a specialist. They would explain

In recent years, general practice has moved
further towards patient-centred medicine,
while most of hospital medicine continues
to focus on the disease. The difference in
approach impedes good communication
between the three parties: the patients, the
GPs, and the specialists. I want to suggest a
simple way in which we could try to
improve it.

The problem is that in conventional systems
of health care, the written records
documenting consultations, illness episodes,
etc, are all made by health professionals, as
well as anything that happens to the patient,
or that the patient says is ‘filtered’ or
interpreted by the professional before, or as
it is noted, in the 
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Write a letter to your doctor*
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EXAMPLE LETTER

Dear Mr X,
Re: [name of illness, operation, etc] (Date[s], record number)

I have long thought that doctors don’t get enough useful feedback from their patients, and that when doctors

are patients they should try to provide it. After any major episode I therefore try to complement the letter from

consultant to GP, by summarising for the consultant(s) concerned and my GP what it was like.

As I said to you before I went home, I was very impressed by your whole set-up, the friendliness and

efficiency of the team, and the drive to get every patient back to normal fast. It worked very well for me,

beginning with the booklet ‘You and your heart’, (the booklet all patients are given) and then the excellent

anaesthetic (no noticeable retrograde amnesia — I easily recalled the anaesthetist’s name). And now, five

weeks later, I can walk and cycle pretty well without getting exhausted.

I would, however, like to mention some aspects where you might be able to make improvements — they

concern arrhythmias, beta-blockers, and rehabilitation.

1. Arrhythmias are not properly explained in ‘You and your heart’. After reading it I had no inkling that ‘normal

awareness of your heart beat’ could include the intense and frightening atrial fibrillation that I had about three

nights after the operation (the resident dealt with it fast), and some milder episodes a few times later. When I

learnt that it occurred in 25%–30% of people after CABG, I felt I should have been warned, told how it is

managed, and reassured that it is usually short-lived.

2. I took atenolol 50mg on the day of the operation, and had taken it every day for about the previous 10

years. I don’t know whether I was given a dose in the ITU, but I don’t think I had any after that. I suspect that

continuation of atenolol might have helped to prevent unpleasant arrhythmia in the following week, by blocking

sympathetic stimulation and limiting the heart rate. On the morning of the 3 or 4 August I asked your colleague

to restart atenolol at 25mg, which was done; I had no more arrhythmia after that. I wonder whether long-term

use of even 50mg atenolol leads to up-regulation of beta-1 receptors so that, if it is stopped suddenly,

responses to circulating catecholamines and sympathetic stimulation are exaggerated. I think there is a case

for routinely giving a small dose of a beta blocker for a at least a week or two post-CABG, but if not for

everybody then for patients who have taken one for a long time.  Perhaps this deserves a clinical trial.

3. Rehabilitation is started very well in the ward, the general guide in ‘You and your heart’ is as clear as it can

be, and the talk about it towards the end of the stay emphasises how very important it is. But after that,

individual help with planning what to do in detail seems patchy and often insufficient. I was and am lucky

because I have an exercise bike at home and could use it two or three times a day, gradually increasing the

load and time, as well as continuing to walk in between (but not within an hour or two after a meal). I am

however not an expert on training, and don’t know the best ways of monitoring it. Maybe an individual work

book/diary for recording exercise and sleep, and perhaps post-exercise heart rate could help people keep on

course. If patients were introduced to a training adviser while in hospital (or on discharge), then the diary could

be discussed on the phone every week or two with the adviser, as necessary or desirable. Regular surveys or

audits of the rehab that patients undertake would make it possible to raise the standards and probably to

improve outcomes. 

If you like these ideas I would be glad to suggest them to the hospital’s heart patient support group (which I

have of course joined with enthusiasm) as projects to consider supporting.

This letter is already longer than I intended, but I want to thank you and the whole team very warmly for all

you have done and are doing.

I look forward to seeing you in the clinic.

Yours sincerely,
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that feedback on how they experienced the
consultation or intervention could be
valuable and helpful to the specialist, to the
GPs themselves, and also to the patient. 

Evaluation
Copies of the feedback letters and the replies
to them could be collected centrally by an
independent body, such as the RCGP’s
Patient Liaison Committee or the College of
Health. The first batch of 50 or so letters
would be analysed, taking care to prevent
identification of the patients and doctors
concerned. It might also be useful to ask a
sample of those doctors and patients
afterwards, perhaps in a brief telephone
interview, how they viewed the exchange of
letters. The results would be used to improve
the scheme, and published either at that
stage or later.

Discussion
The advantages of such letters are obvious:
they promote the involvement of patients in
their own care; they help patients who find it
easier to organise their thoughts in a written
form, and so to communicate them
convincingly to their doctors about their
state of mind and what they consider
important. Doctors could find them a useful
way of improving rapport with patients, and
also as an aid to self-audit. Even if only a
fraction of 1% of referred patients take part,
the qualitative feedback will be of value,
providing insights that are not being gained

at present.

The exchanges themselves, especially if
commented on by the participants, would
throw light on an aspect of general and
specialist practice that has been little
studied.

The points raised by patients could
contribute valuably to Cochrane and other
systematic reviews of interventions; this is
because so far clinical studies have mostly
followed the agendas of the research
community.1 A serious criticism of clinical
research is that so much of it does not
address the concerns of consumers, and
we must begin to integrate these into the
scientific agenda.   Feedback letters could
also add a new and useful dimension to
the Database of Individal Patients’
Experience of Illness (DIPEx).2

What difficulties and objections can one
foresee? The first is the extra burden that
the letters will create for already overworked
doctors and secretaries — they will have to
take time and effort to deal with and not only
to acknowledge these letters but also to
digest their content. Some will do it badly,
but all can learn. The number of feedback
letters is, however, likely to be very small, at
least during an initial pilot phase; far fewer
than one a month for an individual specialist.
If the pilot shows that the letters are useful
then the skills of responding and using them
can gradually be incorporated into routine
communication systems.

Secondly, it might

b e

objected
that feedback letters will be grossly
unrepresentative, and yet another means of
making the NHS selectively more responsive
to an articulate middle class. But this argument
ignores the letters’ underlying purpose, which
is partly to highlight good and bad aspects of
health care that need attention — to act as a
sentinel alerting system. Indeed, I would like to
encourage health professionals in particular to
write feedback letters about their own illness
experiences, because they are trained observers
and likely to notice and connect events that
would not strike most other patients. Further,
the objection on the grounds of
unrepresentativeness assumes that the concerns
and priorities of people who write letters differ
from those who do not. But they clearly share
a great range of illness experiences, and differ
mainly in their ability to describe and analyse
them.  Letters cannot generate quantitative
data: that would require surveys of
representative samples.  

Thirdly, doctors may fear that it will
encourage patients to complain more. That
is possible — but good if the complaints are
reasonable. However, the letters do give
equal opportunity for positive feedback.

Fourthly, the cost of collating and analysing
the feedback could be enormous if it were
done on a large scale. It is of course much
too early to tell how much work of this kind
would be worth doing.  If it is attempted in
small pilot schemes and evaluated, then we
will get a truer picture.

Conclusion
I hope that adventurous readers of the
Journalwill want to encourage some of the
patients they refer to specialists to write
feedback letters. It will help them to get to
know those patients better, and to get
another perspective on what goes on at the
hospital. I would much appreciate a copy of
such letters and of any replies. Please send
them to the College of Health, 21 Old Ford
Road, London E2 9PL.

Andrew Herxheimer

TEMPLATE for FEEDBACK LETTERDear Dr/Mr/etc 
Re: [name of illness, operation, etc] (Date[s], record number)
1. [Introduction]
I have long thought that doctors don’t get enough useful feedback from their patients about
their experience of health care, and that patients should try to provide it. I therefore try to
complement the letter from consultant to GP, by summarising for the consultant(s) concerned
and my GP what the experience/encounter was like.
2. [A paragraph of appreciation, mentioning specific aspects of the experience]
As I said to you before I went home, I was very impressed by your whole set-up, the friendliness
and efficiency of the team, and the drive to get every patient back to normal fast. It worked very
well for me, beginning with ..., and then the excellent ... And now, n weeks later, I (eg: feel pretty
well, can do this and that, etc.)

3. [About some things that might be improved]I would, however, like to mention some aspects where you might be able to make
improvements — they concern X, Y, and Z:
The first thing that might be improved ...The second thing that might be improved ...The third thing ...

4. [Positive ending, with thanks, and hoping for a response]This letter is already longer than I intended, but I want to thank you and the whole team very
warmly for all you have done and are doing.  
Please pass my letter to others in your team if you think it might be useful. I look forward to
hearing from you in due course what you and your colleagues think about these ideas.
With best wishes,
Yours sincerely,

REPLY FROM CONSULTANTDear Dr Herxheimer

Thank you very much for your recent letter which Ienjoyed reading and which I did find informative.  Iam glad to hear that you are making goodprogress and of course I take on board all yourcomments about perioperative management whichwe take as constructive criticism from someonewith your background.

I am terribly sorry I did not see you in myoutpatient clinic as it was my intention to see youpersonally.  It is always nice when people take thetrouble to write in appreciation of the service theyhave received and I will of course pass on yourthanks to the other members of the team.
Kind regards,
Yours sincerely,
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If you think this book is for the politically
correct insomniac you would be wrong. I
started to read it with a mild but dutiful
interest, but I soon found it beguiling. Its
easy mixture of explanation and anecdote
feels like having a long conversation with a
delightful new neighbour.

Twenty per cent of the world’s population
is Muslim, and there are 1.6 million
Muslims in the UK, with numbers rising. In
my own south London community, Turkish
is now the second language (although Afro-
Caribbeans remain the largest ethnic
minority group). As a Christian I do not
wish to be identified too closely with
Torquemada, but Muslims often face
hostility, ignorance, and prejudice based on
media-driven stereotypes. Muslim patients
will have particular beliefs and needs in
areas such as family networks, customs
around birth and death, fasting, diet, and
medical examinations. If we believe in
valuing the patient’s ‘ideas, concerns, and
expectations’ then perhaps we should be
willing to learn about these needs.

The authors are a GP and a paediatrician
and the book contains sections on the
demography and socioeconomic situation
of the British Muslim community, Islamic
belief and history, Islam and the family, and
issues such as birth, death, hygiene, and
religious duties. This book will tell you
how to adjust an epileptic’s medication or a
diabetic’s diet to cope with the fast of
Ramadan. It explains how to avoid crass
discourtesies in culturally sensitive areas,
such as touching, family support,
contraception, and depression. It contains
excellent appendices on Islam and
medicine on the Internet, Muslim
organisations, and a glossary. But the real
strength of this book is that it does not just
give you facts, it offers understanding. 

The twin taboos of polite conversation are
said to be politics and religion. Doctors
have no problem breaking the taboo on
politics, but is religion still too hot to
handle? OK, so we are afraid of treading on
toes, or, even worse, getting laughed at. But
if religion really is as important as most of
humanity feels it is should we not try to
engage with the interface between religion
and medicine? 

This book represents a relaxed and
constructive breach of the final medical
taboo. In his foreword, Sir Sandy Macara
expresses the hope that this book might
‘form a model for revisiting the
relationship between faith and health for
those older siblings of Islam’. I say amen to
that.

David Misselbrook

In 1918 and 1919, an influenza epidemic
swept the globe, killing at least 20 million
people, and possibly many more. While
influenza pandemics are typically seen
every 10–40 years, this ‘Spanish’ influenza
pandemic was different from other
pandemics in a number of key respects.
Although most presenting features of the
disease were sufficiently similar to previous
epidemics to allow doctors to make the
diagnosis of influenza, the 1918/19
influenza pandemic led to an unusually
severe illness in a significant number of
cases, had high rates of pneumonia, and a
very high mortality rate in young adults,
who were largely spared in previous (and
subsequent) pandemics. The result was the
highest mortality ever associated with a
single epidemic over a similar period of
time, greater even than the Black Death in
the Middle Ages and the AIDS epidemic of
the modern era, and huge social and
economic costs. Given all this, it is
surprising that the ‘Spanish’ influenza
pandemic seems to occupy a rather modest
place in the history of the time, being
overshadowed by the events of World War I,
and it has consequently been described as
the ‘forgotten plague’. 

Gina Kolata’s book, Flu, takes us from
overflowing mortuaries in US Army bases in
1918, to permafrost graves in Alaska and
Spitsbergen in the late 1990s in an effort  to
reveal the secrets of the unique
pathogenicity of the 1918 influenza virus.
She describes the efforts of post WWI
researchers to determine the cause of
influenza, the subsequent discovery of the
influenza A virus in 1933, and the link
between human and swine influenza. A later
chapter describes the swine influenza
episode in the USA in 1976, when the most
eminent virologists and public health
physicians of the day advised the President,
Gerald Ford, to launch an unnecessary
vaccination campaign against swine
influenza that was later terminated on safety
grounds. Most of the later part of the book is
dedicated to describing the recent flurry of
activity by those attempting to retrieve
genetic material of the 1918 influenza virus
from stored paraffin sections and several
competing projects aiming to obtain lung
tissue from victims of the 1918 virus who
were buried in permafrost.

One suspects that those protagonists who
gave their time and documents to the author
may have been examined less critically than
the ‘flu experts’ whose role is less
favourably received. Nonetheless, this is an
interesting and insightful book that would be
recommended to anyone who wishes to
explore the background to the great
influenza pandemic of the 20th century.

Caring for Muslim Patients
Edited by Aziz Sheikh and 
Abdul Rashid Gatrad
Radcliffe Medical Press, April 2000
PB, 140pp, £17.95, 1 85775372 0

Flu: the story of the great pandemic of
1918 and the search for the virus that
caused it
Gina Kolata
Macmillan, January 2000
HB, 320pp £12.99, 0 33375105 1in brief

As Greg Dyke contemplates his
new brief at the BBC, pondering
the loss of Des Lynam and other
televisual giants, he should spare a
moment for the Reith Lectures. In
May (at http://news.bbc.co.uk
/hi/english/static/events/reith_
2000/lecture6.stm) we had
thoughtful debate on sustainable
development, with weighty
contributions from Vandana Shiva,
Gro Harlem Brundtland, Tom
Lovejoy, Chris Patten and others.
And who should provide the coda
but none other than the Prince of
Wales, Einsteinian Giant-Not. Fair
enough; dreamy-eyed
contemplation of ‘the spiritual
dimension of our existence’ is
inoffensive, but the Heir to the
Throne’s half-baked allergy to
scientific rationalism should not
have deserved a respectable
platform. AGuardian
correspondent the following day
wondered whether, precedent set,
next year’s lecture should be
awarded to Shirley Bassey, and the
College’s Honours Committee
should bear this in mind when next
we choose an Honorary President.

Back in the real world, the Royal
Institution’s published lectures
continue with Killers in the Brain
(edited by Peter Day, Oxford
University Press, 1999, HB, 172pp,
£18.99, 0-19-850540-X), thrilling,
eclectic science catapulting the
reader well beyond the daily grind
of guidelines. Crispin Tickell on El
Niño, and Simon Conway Morris
on the evolutionary implications of
the Cambrian ‘Explosion’ are
obvious highlights.

Meanwhile, in Scotland, we wonder
how our latest landlords, publically
or charitably funded bodies such as
Scottish Natural Heritage and the
John Muir Trust, manage the land.
For elegant analysis read Isles of
the West, by Ian Mitchell
(Canongate Press) — well meaning
quangos don’t quite descend to the
depraved depths of our traditional
aristocracy, but, in casual disregard
for people on the land, they come
quite close. The RSPB emerge from
analysis particularly badly and
members should read carefully
before they re-stock their birdtables.

Which brings us, in no particular
order, to Nina Simone(Verve Jazz
Masters 17, 518 198-2, £9.99) ... all
very Bank Holiday, until ‘Strange
Fruit’, which will terrify the Pimms
drinkers on the sunniest summer’s
day. If they have a soul.

Alec Logan
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Kolata describes the search for the 1918
virus as a ‘medical mystery story’ in search
of ‘one of the worst killers ever known’.
Since the 1918 virus still declines to give up
many of its secrets despite the best efforts of
modern science, we could perhaps say that
while the murderer has been identified, we
are still searching for the murder weapon. 

Donald Lyon

Riders on the rollercoaster of NHS reform
over the past 30 years will know what the
authors of this book mean when they say
that, at times, it has been hard to know
whether to laugh or cry. Veteran and novice
general practitioners alike may be jolted
awake by the statement that the natural first
relationship of general practice is with
social not secondary care. As all that is solid
melts into air, with the attendant risk that all
that is holy is profaned, the dissonance
between values and practice promotes
despair, even helplessness, among so many
of those who occupy frontline services. This
book describes and addresses the gaps
between intention and implementation in
the NHS, and focuses on the importance of
relationships — sometimes powerfully
dysfunctional in medicine —  as antidotes
to the structures and processes of a
bureaucracy.

The book is a research report, with much to
attract academics with an interest in
participant observation as a method and
policy implementation as a science.
Fluently and sometimes passionately
written for a wide readership of future
leaders, it shames the rather banal output of
both academic general practice and
management schools.

What is the real agenda for the NHS in the
current torrent of sometimes contradictory
aims and policies? What is the right balance
between central and local control, and how
will those made weary and wary by past
experience come to have more good than
bad days? What will happen if strategies
outstrip their relationship basis, or quality is
given a false moral value and used to justify
stronger central scrutiny? How can caring,
collaborative, competitive, and convergent
relationships co-exist inside a health
service? Check out the answers in this text,
and see how you rate the diagnosis, and the
prescriptions. Spot the hint that 1991–1997
was just the pilot for the main project, and
ruminate on it. Suffer the ponderous
aphorisms from Ecclesiastes at the start of
every chapter, and tolerate the sometimes
quirky typesetting. If you lend it to a
colleague, do not expect to get it back.

Steve Iliffe

Relationships in the NHS:
Bridging the Gap
Geoff Meads and John Ashcroft
Royal Society of Medicine Press,
December 1999
PB, 134pp, £17.50, 8 35315438 5

Medical Humanities
BMJ Publishing Group

The emergence of this new journal reflects
the continuing interest in the Arts and
Medicine and is a significant event in these
rapidly changing times. I understand that
two issues will appear this year and four
issues next year.

So how did the first issue read? Well, in my
view it rather whets the appetite for more
— always a good sign for a nascent
journal.

The contents of the first issue are varied;
for example, papers by Kenneth Boyd and
Anne Sterling, explore the inter-
relationship between arts, science, and
practice, the latter from a nursing
perspective.  

Other papers examine the theory and
practicalities of establishing, teaching on,
and, ultimately, evaluating special studies
modules on arts-based subjects, especially
for undergraduate audiences.
Macnaughton’s paper is reality-based and
legitimately questions whether all medical
students will benefit from an arts-imbued
education. In other words, should we make
them cover these subjects because it is
fashionable?  

Other papers are more informal and make
fascinating reading. Bolton’s ‘Opening the
word hoard’ asks those basic questions,
such as Why read? Why write? ‘Medicine
through the novel’ will be a regular feature
— the first is about Roddy Doyle’s The
Woman Who Walked into Doorsand is an
excellently grounded little piece. 

Towards the end of the journal there are the
obligatory book reviews, and news and
notes. The latter is useful, since the
Institute of Medical Humanities has just
been established and developments are
occurring at a rapid rate — will this section
be able to keep up to date?

Overall, the journal is a lively contribution
to the Medical Humanities movement and
should fill a certain niche in the hinterland
between the arts and medicine. In structure
and appearance it is not significantly
different from the Journal of Medical
Ethics(blue cover versus purple cover) and
this could be a problem in the short to
medium term if it does not quickly become
autonomous. That said, congratulations to
the joint editors are in order and,
personally, I can’t wait for the second
issue.

Surinder Singh

The Wit and Wisdom of
Academic General

Practice
Number One in a very occasional
series...

A man is flying in a hot air balloon and
realises he is lost. He reduces altitude and
spots a man down below. He lowers the
balloon further and shouts:
“Excuse me, can you help me? I promised
my friend I would meet him half an hour
ago, but I don’t know where I am.”

The man below says:
“Yes. You are in a hot air balloon hovering
approximately 30 feet above this field. You
are between 40 and 41 degrees North
latitude, and between 58 and 59 degrees
West longitude.”

“You must be a scientist”, says the
balloonist.

“I am.” replies the man. “How did you
know?”

“Well,” says the balloonist, “everything you
have told me is technically correct, but I
have no idea what to make of your
information, and the fact is I am still lost.”

The man below says 
“You must be a Professor.”

“I am,” replies the balloonist, “but how did
you know?”

“Well,” says the man, “you don’t know
where you are, or where you are going to.
You have made a promise which you have
no idea how to keep, and you expect me
to solve your problem. The fact is you are
in the exact same position you were in
before we met, but now it is somehow my
fault.”

Shamelessly plagiarised by Phil Hannaford —
after-dinner engagements now booking at:
P.Hannaford@abdn.ac.uk



way to logical empiricism as the …

—Yes, Lynn?

—Dr Kernick, your wife has just phoned.
Emily says could you pick her up from
school but don’t park in the school drive
because it’s embarrassing; and she says to
remind you not to come home without
having your hair cut. Also there are two
prescriptions that need signing in the office
and a late visit that’s just come in.

—OK.

The patient comes in from the cold. 

But the script has moved on. God has
revealed that he does not play dice. Post-
normal science is beginning to unravel a
new world where inferential statistics looks
decidedly jaundiced. Perhaps there are other
reasons why GPs don’t follow guidelines?
Chaos and complexity theory starts to
unravel the structure in which we live and
work — a non-linear system of which we
are merely complex, interactive parts. One
world where there is no gap. Doctors and
patients emerge as part of the same
interconnected multi-dimensional phase
space. Now non-linear dynamics writes the
script. Infinitesimal changes in initial
conditions — a vocal nuance, an
imperceptible recruitment of an eyebrow
muscle unit, can direct the patient into an
infinite number of trajectories between
health and demise. The scientific paradigm
is questioned and found wanting.

Is the world a harmless enigma made more
terrible by our mad attempts to interpret it as
if it had an underlying truth that will yield to
rational analysis? Rather than compress
reality into our disciplinary matrix should
we stand back and take a broader view — a
retreat from truth to the pursuit of honesty?
A fragmentation of the paradigm of
certainty? Perhaps better to be vaguely right
than precisely wrong? 

—Come in Mr Roberts and sit down.
There’s been an important meta-analysis
just published showing the benefits of ACE
inhibitors on endothelial plaque
stabilisation. I think we need to consider the
risk factors carefully in the light of your
condition.

David Kernick
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—So, Mrs Smith, your liver function is fine.
I’d like you to continue with your
Simvastatin and I’ll check your cholesterol
and blood pressure in four weeks’ time.

—Next patient, please.

Fifty years ago the world was flat. The NHS
was launched on the inflated hope that the
introduction of a free health service without
barrier at the point of entry would ultimately
reduce the need for health care. A simple,
parallel world of doctor and patient where
both knew their allotted roles in the way of
things and acted out their parts accordingly.

Fifty years later, the world had become
round. Medicine metamorphoses into health
care and the golden age of the professional
draws to an end. Patients began to ask
serious questions and expect sensible
answers. Despite a fundamental clash of
cognitive mode and value system, both
players evolve uneasily as co-producers of
health. Enter a second inflated hope — that
patients, at risk of receiving health care that
is at best ineffectual and at worse harmful,
can receive care from a service underpinned
by scientific evidence at every level. One
parallel world system closes.  Another opens
up — between theory and reality. Mind the
Gap. 

Meta-analysis rules and the research/
industrial complex expands to employ a vast
array of researchers armed with grants and
contracts seeking to find solutions to
intractable problems — resources that might
otherwise be used in direct health care.
Procedurally rigorous and value-free, it
proceeds as if the nature of the social world
allowed rational solutions to be found,
producing thousands of research papers a
year that informs no-one accept academic
accreditation exercises. Any derisory
problems that do not fit the disciplinary
paradigm or are difficult to quantify are
discredited or simply ignored.

The round world is to be Newtonian. Linear
and mechanicalistic. Understandable by
reducing it into its constituent parts.
Probability now directs the shots as the
raised cholesterol weighs up the odds for
and against lifelong treatment. Elegant
decision-making analytical frameworks
resolve any possible mismatch between
doctor and client. Logical positivism gives

Friday evening surgery and life in a parallel universe
Mind the Gap, Please
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How should the College respond to the
government’s modernisation agenda for the
NHS? How can ordinary general
practitioners contribute? They can write to
their MPs or to Alan Milburn. They can
append their thoughtful suggestions to
congratulatory postnatal telegrams to 10
Downing Street. They can lobby Daily Mail
journalists, or Soapy Soutar, to fight their
corner. If feeling particularly militant they
can nail themselves to a crossbar at Euro
2000, their ideals, concerns and
expectations tattooed across their chests. Or
they can partake of on-line discussion at
College or Neary websites ... 

There is, I believe, a widespread belief
among College members that those of us on
Council and CEC get great delight from
creating policies based on a our old
prejudices, while completely ignoring the
views of everyday GPs. 

Nothing could be further from the truth.
There are times when I could plead for
some idea of the views of everyday GPs on
important policy issues. The fact is that not
many GPs let us know their views, even
when there are important developments
happening for general practice. 

A good recent example has been the
modernisation debate. Head of Council
Mike Pringle has been producing a series of
documents which try to give some
expression to the thoughts and fears of GPs
on the new proposals coming from
Downing Street. These documents have
been published on the RCGP website to
enable members to respond with their
thoughts. 

There are 80-odd poor souls captive to my
whim on a mailing list that I maintain for
all interested GPs in East Anglia. (Anyone
in the region who lets me get my hand on
their e-mail address qualifies as interested).
So I circulated this group by e-mail, asking
about their concerns about present
problems and about the modernisation
issue. I got some really great answers to
these questions. I e-mailed them to Mike
Pringle the same day. They have entered
into our debates. And some of those who
answered also took a look at the College
documents and made some very helpful
comments. 

This exercise gave power to individual GPs
to influence College policy. It shows how
effective e-mail can be when it is used in
this way.

Those sad people who take an interest in
the gory details can check out the full write
up  at www.plaything.co.uk/Consultation/
Feedback.htm

Joe Neary
Member of Council for East Anglia

The Heat is On ...

Presidential and Council 
Election Results

The result of the ballot on 31 May for the
election of the President for the 2000–2003
was as follows:

Lesley Jill Southgate 2631 votes

Colin Waine 1632 votes

Professor Dame Lesley Southgate is
therefore elected. 

In the elections for six Council members
there were nine candidates. In accordance
with the procedure agreed, the Presidential
election was counted first. As Professor
Dame Lesley Southgate was successful, her
votes were distributed among the other
candidates. The single transferable voting
system was used in this election as a result
of which the following six candidates were
thus elected (alphabetical order):

Yvonne Carter
Ruth Chambers
Jim Cox
Keith Donaldson
Philip Evans
Shaun O’Connell

The Annual General Meeting in November
will be invited formally to appoint
Professor Dame Lesley Southgate as
President for 2000–2003 and also the new
Council members for 2000–2003.

Sarah Thewlis
Returning Officer

A GP clinical meeting — in Kosovo

Not many postgraduate meetings start with
the dispatch of armoured cars to collect the
delegates, nor do many lecturers sport a
shoulder holster.

In many ways, what was remarkable about
our meeting was its normality; a group of
doctors meeting to discuss management of
lower respiratory tract infections and the
rational use of antibiotics. But this is
Kosovo, and normality is itself unusual.

Even before the war, the doctors of the
Albanian and Serb communities had not met
as colleagues for many years. With the
maelstrom of war, culminating in the arrival
of KFOR troops, former hospital specialists
now find themselves acting as general
practitioners in their ethnically isolated
communities, with only the supplies of aid
agencies to rely on. Treatments reflect the
knowledge gap, the isolation, and the
sometimes unfamiliar drugs.

How best to help our civillian colleagues
was a question addressed by military doctors
of several nations. Conscious of wishing to
promote trust as well as learning, and not
wishing to upset already damaged pride, our
solution was to offer normality — clinical
meetings on topics of general interest in a
professional setting.

Choosing the ethnically neutral ground of
NATO bases, lectures are given in English,
with a printed script in Albanian and Serbian
being given to our guests. Interpreters (two
young medical students — one Serb, one
Albanian) helped translate and facilitate
questions and discussion after the
presentation. The presence of other military
doctors emphasises that we all need to learn
and share. Military transport and protection
are unfortunate necessities.

We considered our first meeting a success —
two Serb doctors and three Albanians
attended. They did not speak to each other,
but did sit in adjacent rows. A nod of the
head as they left was the only overt
communication — but this was the first
communication of any kind for many years.
Who knows — perhaps they might one day
invite me to their meetings.

***

Postscript:As I leave Kosovo, the meetings
continue. A total of 50 people attended our
last meeting on cardiopulmonary
rescusitation — presented by a Serb
cardiologist.

Lt Col Denzil Miles



in debate, has not signed up to the outcome. 

Access to General Practice
Mike Pringle’s paper examines the types of
primary care services and the various
tensions that arise, not least that between
personal doctoring, continuity of care, and
the demands (as expressed by Government)
for rapid 24-hour access. The paper has the
support of the NHS Alliance, the National
Association of GP Co-operatives and the
National Association of Primary Care. The
paper will soon appear on the College
website.

Future of the Discipline of
General Practice
Council debated this paper from Mike
Pringle which examined the history of
general practice as a discipline and that it
now matched in complexity, clinical
requirements, and training and development
needs the same standards and basis as that of
any other discipline and should have equal
status. The paper goes on to argue for a
Generalist Register in addition to the GMC’s
basic register and a generalist Training
Authority.

NICE Work and the College
The programmes of work which the
National Institute for Clinical Excellence is
taking forward is having a major impact on
the College. We are very concerned that the
primary care perspective of much NICE
work is being underemphasised. We have
therefore written both to the Chief Executive
and Chairman of NICE suggesting how we
can overcome these problems, including the
idea of funding resources to manage the
College’s work for NICE, both clinically
and administratively. A meeting on these
issues is being arranged for July.

Council was of the view that the College
should do the work to assist NICE only if the
resources were there, the task had been
defined, and that the approach from
Scotland (SIGN) should be followed if
possible. 

Review of Workforce Planning
Council considered a draft response
(prepared jointly with the GPC) to the NHS
Executive consultation on the Future of
Workforce Planning.

The document makes few references to the
workforce problems faced by general
practice and primary care. The document
also demonstrates a prejudicial attitude
towards the role of doctors, and health
professionals generally, in current
arrangements. It proposes to replace this
with arrangements that swing too far in the
opposite direction. Council approved the
response.

Maureen Bakerm
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Academy of Medical Royal Colleges
Council congratulated Professor Sir Denis
Pereira Gray on his election as Chairman of
the Academy of Medical Royal Colleges.
With the Presidency of the GMC held by a
GP and the Chairmanship of the BMA also
in the hands of a GP, this is a great step in
recognising the value and contribution made
by GPs.

Motions from Faculties
Council debated a motion from Midland
Faculty which had connections with the
National Plan for the NHS in England. The
Faculty motion was as follows:

We believe that the support staff in general
practice should be recognised and valued
for their important contribution to the
workings of primary care and delivering the
NHS agenda. We call for a review in the
roles and scope of primary care support
staff, their training, career structure and
reimbursements, so as to ensure the delivery
of quality services.

The development of the primary care team
and the partnerships that need to develop
were themes that ran through the College’s
formal response to that consultation on the
National Plan. I report on this further below.
Council was keen to see what it could do to
support other members of the primary care
team but recognised the primary focus of the
College’s work as GPs. The matter was
therefore referred to CEC for further
discussion.

Modernising the English NHS: 
the National Plan
Council received the four papers that made
up the College’s response to the National
Plan consultation. The position papers,
which have previously been on the College
website for the purposes of consultation,
are:
1. Building on the Strengths of General 

Practice
2. Partnerships in the Health Service
3. Proposals for Changes to the Delivery of

Health Services in England 
4. Intermediate Care

Although the response to our own
consultation via the web was not great,
owing to the short timescale imposed by the
NHS Executive, there was no major dissent
from the line of thinking which Council, led
by Chairman Mike Pringle, had developed.
The papers have gone to the Secretary of
State and you can view them together with a
copy of Mike Pringle’s letter to Alan
Milburn on the website in the
Newsroom/Hot Topics area.

We now await the publication of the
National Plan in the next few weeks. Mike
Pringle has made it very clear to
Government that the College, by engaging

Revalidation
Council discussed the first of
several papers from the
Revalidation Working Group.
The College’s consultation on
its framework for revalidation
in general practice had
produced a ‘broadly
supporting’ response of five-to-
one in favour. There have been
many significant comments, not
least about who meets the cost
of revalidation and wider
resource implications. 

The paper was considered
alongside the formal
consultation paper from the
GMC. The GMC’s proposals
contain no real surprises as the
College’s development of
revalidation in general practice
has been developed in close
liaison with representatives
from the GMC. One of the
concerns was the meaning of
the word ‘appraisal’ which can
variously mean a formative
discussion, a managerial
mechanism or a pre-
disciplinary discussion. Council
concluded that there was a need
to be clear about definitions,
and the aims of appraisal, in its
proposals for revalidation in
general practice.  

College standards, such as FBA
and Membership by
Assessment of Performance
could possibly be accepted by
the GMC as part of the route to
revalidation.

There will be a major RCGP
conference on Revalidation at
Kensington Town Hall on 31
October 2000. Speakers include
Sir Donald Irvine, Mike
Pringle, John Chisholm, Dame
Lesley Southgate, Krishna
Korlipara, Iona Heath, Ali
Rashid, Mike Dixon, and Tina
Ambury.

Annual General Meeting
17 November 2000
Venue: the Paragon Conference
and Exhibition Centre, 
London SW6 (see Diary).

Next Meeting of Council, at
Princes Gate, on Saturday, 16
September 2000 commencing
at 9.00am
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neville goodman
Now it’s time for NHS reform by the five-
day form. The public is, as I write (1 June),
fighting for these forms in GP surgeries,
supermarkets, and for all I know in
massage parlours all over the land. Their
fevered hands upon the forms, they can fill
in the boxes to let the government know the
three most important changes they want to
see in the NHS. This consultation exercise
is so central to government thinking that
the deadline for returning the forms is 5
June.

If TV coverage is to be believed, the forms
are being distributed by Mr Milburn
himself, but maybe I mistook the purpose
of the photo-opportunity. One or two of the
interviewed shoppers understood the
problems of the NHS. “More money for the
nurses and doctors; oh, and they shouldn’t
have to work so hard”, said one. Another
contemptuously dismissed the whole
exercise, wondering why the government
didn’t seem to know what to do about the
NHS themselves. 

Actually, the government decided a long
time ago exactly what they were going to
do with the NHS. The Action Teams, due to
deliver their reports in July, and this £350
000 leaflet raid are just to enable excuses
when the government’s grand plans fall as
flat as every other grand plan for the NHS
since Beveridge. You can tell by the daily
leaks of new ideas that the government will
take notice only of what it has already
thought of. Tony Blair’s latest whizzo
scheme is for separate cataract and hernia
centres modelled on exhaust and shock
absorber replacement. The details are
somewhat contradictory, with the centres
staffed either by nurse anaesthetists and
operating assistants, or by NHS consultants
paid a premium. Whatever, the centres will
be open 24 hours a day, seven days a week,
much like a drive-through McDonalds.

The encroachment of emergency
admissions into routine work is the
immediate cause of the current crisis. Full
marks to Tony for realising this. But the
problem isn’t surgical: the reason our
operating theatres are idle and I’m not
giving enough anaesthetics is that our
surgical wards are full of medical patients.
We’ve got the staff and the facilities to
tackle the surgical waiting lists; what we
need is a solution to the inexorable year-on-
year rise in medical admissions. The causes
are complicated, as much social as medical,
and it won’t be solved by a ludicrous public
consultation exercise and two months of the
great and good contemplating their navels
in Action Teams. Social change,
compounded by 20 years of NHS
underfunding and understaffing, takes a lot
of sorting out. 

Nev.W.Goodman@bristol.ac.uk

A House of Lords Science and Technology
Sub-Committee is currently holding an
enquiry into the aircraft cabin environment,
following increasing public concern over its
possible harmful effects on healthy airline
passengers.

As general practitioners we may have more
particular reservations over the desirability
of travel by air for patients suffering from
various medical conditions, but guidance
on how to advise them has not been readily
to hand.

Mr Farrol Kahn, Director of The Aviation
Health Institute in Oxford, has sought to
ease this problem, partly by arranging for
the production of a two-sided A4 sheet
‘Contraindications to air travel: a guide for
GPs’ summarising and commenting upon
those medical conditions where air travel
may have hazardous implications, and
partly by setting up a website (aviation-
health.org) from which the continuously
updated guide may be downloaded. 

Difficulties encountered by patients
travelling by air derive mainly from the
lowered partial pressure of oxygen in the
cabin at altitude, or from the effects of
falling barometric pressure on air or gas
contained in enclosed cavities within the
body.

Conditions likely to give rise to problems
for air passengers considered in this guide
include cardiovascular, central nervous
system, respiratory, and ENT disorders, and
other conditions such as eye surgery, head
injury, pregnancy, diving, and spinal
anaesthesia.

Ways of judging ‘fitness to fly’ in patients
with hypoxia are outlined, together with the
‘MEDIF’ procedure, and steps are
suggested for patients with a history of
deep vein thrombosis. 

The Aviation Health Institute is
endeavouring to gather information on
problems experienced by patients during or
after air travel in order to build up the
bank of evidence on which future guidance
may be based. This seems to have been a
rather neglected field, but one which will be
of growing importance with increasingly
common air travel and the rising age of
patients wishing to fly.  

To this end Professor Nicholas Peters,
Medical Director of the Aviation Health
Institute, would greatly appreciate any
information from general practitioners (e-
mailed to fkahn@aviation-health.org or
posted to: The Aviation Health Institute, 8
King Edward Street, Oxford OX1 4HL)
about any problems experienced, in flight
or post flight, by patients travelling by air.

Gordon Hickish

Contraindications to air travel —
A guide for GPs
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bruce charlton
Pinch-me words

Managerial platitudes operate by constructing a discourse in which real-world terms have a
parallel set of technical meanings. A ‘quick  switch’ is then performed between the real word
terms and the technical jargon. I have given these terms the name ‘Pinch-me words’, for
reasons that will become clear in a moment.   

***

‘Quality’ is the main platitude currently used in the NHS. In managerial discourse ‘quality’ is
a technical term for a specific system of management involving the audit of processes and
systems rather than outcomes. In the real world, ‘quality’ means something like excellence.
So, ‘quality’ has a general meaning and also a technical meaning Any relationship between
these two meanings is pretty much coincidental.

So, ‘quality’ is the Pinch-me word — but what does that mean? The  name ‘Pinch-me’ comes
from the childhood rhyme which (in its Somerset version) goes:

Adam and Eve and Pinch-me
Went down to the sea to bathe
Adam and Eve were drowned
Who do you think was saved?

When the hapless victim gives the reply ‘Pinch-me’ — he gets pinched. 

***

The trick works because the person hearing the rhyme thinks ‘Pinch-me’ is someone’s name
— but the person playing the trick then springs the surprise that ‘Pinch-me’ is being
interpreted as an instruction. Iona and Peter Opie call this a ‘self-incrimination trap’.

Got it? Well, here’s another Pinch-me word: ‘Country pancake’. The rhyme goes: ‘Would you
rather run a mile, jump a stile, or eat a country pancake?’ If the victim answers that they
would rather eat a country pancake, the trap is sprung. It is revealed that a ‘country pancake’
is slang for a  manure — ie. a cow pat — and the self-incriminator is instructed to go off and
eat one. 

***

Such tricks reveal our trusting gullibility. We have made a mistake concerning the  intentions
of others. ‘Quality’ is the main ‘Pinch-me’ word in clinical governance — and doctors have
been terribly gullible about clinical governance. Doctors were asked to sign up to set of
apparent platitudes about the desirability of enhancing quality, continually improving
services, reducing incompetence and abuses, and so on. Who could disagree? 

Then there was a sleight-of-hand by which these ‘Pinch me’ words turned out to have
technical meanings in managerial theory — and doctors had incriminated themselves.
‘Quality improvement’ did not, after all, mean increasing levels of excellence — instead it
meant a managerial ‘Quality Assurance’ system of compulsory standards, guidelines,
protocols, re-accreditation, re-validation, NICE, CHIMP and audit, audit, audit.

It turns out that when doctors agreed to enhance quality they were ‘understood’ as having
agreed to change the whole organisation of clinical practice so that managers will be in charge
of the consultation. Henceforward, clinicians shall abandon clinical judgment and surrender
clinical independence and subordinate their work to corporate goals. 

When you sign up to the mission statement of ‘continually improving quality of care’, this
was not a meaningless platitude because you were interpreted to mean that you agree that
your clinical practice can be assessed by means of complete documented record. You agreed
that incomplete or inconsistent documentation means failing the assessment. And you agreed
that the only thing upon which you will be evaluated is the documentation. What actually
happens in the ‘real world’ is just hearsay. That is what Quality Assurance auditing means,
and clinical governance is Quality Assurance auditing. 

***

Well, doctors have signed up to this package. From now onwards, the ultimate crime is
disobedience to the system — good medicine is equated with compliance. Doctors have been
hoodwinked by politicians, managers, and the stupid or corrupt leaders of the medical
profession. Having incriminated themselves, doctors now face a life-sentence of Pinching,
and a diet of country pancakes.
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