
after discussion with colleagues; the
conclusion being Friday afternoons
would be the period for low-threshold
prescribing. Reasons behind this
include the fact that patients seen on
Fridays have the weekend to poten-
tially become even more unwell;3

making it appropriate to prescribe
before the weekend. There is also the
idea that some physicians prescribe
on Fridays so their patients will not
make use of other doctors or walk-in
centres over the weekend.4

Another reason given interested me
greatly: would doctors give less thought
and prescribe more simply because it
was Friday? After all, not giving antibi-
otics involves a greater investment of
physician time.5 The temptation is
there: even as a pre-registration house
officer, I have felt frustration when
patients arrive late at the end of a week.
Would this and the fact that it’s Friday
affect our prescribing?

During my time at Selsdon Park
Medical Practice (a five-partner surgery
in South London) Egton Medical
Information Systems (EMIS) searches
that were performed achieved numbers
of patients seen per day, then detected
how many of these were prescribed
antibiotics.

From 4 January–24 April 2004, the
practice saw 12 144 patients with
20 342 total entries. Thus, on average,
a patient has 1.675 complaints.
Antibiotic prescriptions totalled 1533.
Averaged results for prescribing rates of
each day are:

Day Mean (%) n SD (%)

Mon 15.06 15 2.65
Tue 10.84 16 3.29
Wed 12.52 16 2.63
Thu 10.98 16 2.86
Fri 12.31 15 1.95

Total mean for all days of the week:
12.0%; ANOVA between groups: 
P-value 0.0003 (<0.001).

Of note, is that Friday results show
no difference compared with those
from Tuesdays, Wednesdays, or
Thursdays. Analysing the variance
between average rates for individual
days over this period shows a signifi-
cant difference (P = 0.0003) between
each group of averaged days, with
Monday being significantly higher. 

An explanation for this is perhaps that
patients have brewed illnesses over the
weekend — due to the comparative
decrease in doctors over this time, plus
the concept of ‘waiting to see how I
feel’, resulting in a potential worsening
of symptoms. 

The interest lies in the fact that Friday
prescribing rates are no different to the
remaining days of the week. Does that
mean we do not let ‘Friday afternoon
moods’ affect us, even though we are
aware of them? 

YESTIN CHONG

Senior House Officer, 
GP Vocational Training Scheme,
Kingston and Roehampton. 
E-mail: yestin@blueyonder.co.uk
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RCGP’s position on the
Assisted Dying Bill

I was rather taken aback to be asked
why the RCGP had dropped its opposi-
tion to the Assisted Dying Bill, and had
to admit that I didn’t even realise this
decision had been taken, let alone why.
Were members consulted? I certainly
wasn’t, and don’t recall any discussion
of the issue in the BJGP.

Scanning the internet revealed much
interesting correspondence, including
an excellent submission by the National
Council for Hospice and Specialist
Palliative Care Services,1 which I would
recommend to anyone with an interest
in the debate.

The RCGP’s press release2 — intend-
ed to ‘clarify the RCGP’s position’
explains that a neutral position should
not be interpreted as support for the
Bill. I would argue that if you are not

against it, you therefore must be for it.
What if the College suddenly decided
to take a neutral stance on smoking in
public places? No longer being against
it, you would by default now be for it. 

The press release also suggests that
it is not the College’s role to ‘support or
oppose’ the Bill: ‘This decision is a
matter for society as a whole and its
law makers.’ If that is the view of the
College on a very serious ethical (not
to mention practical) dilemma for its
members, it certainly has no business
getting involved in a public health
issue, such as smoking in public,
which has no direct bearing on its
members’ working lives.

I believe it is precisely the role of the
College to take up a strong position on
this matter and advise the government
accordingly. Failure to do so is a shock-
ing act of moral cowardice and an
abject betrayal of its members.

DR DOMINIC HORNE

Locality Clinical Lead 
Huntly Health Centre, Bleachfield
Street, Huntly AB54 8EX.
E-mail: dominic.horne@huntly.grampian.
scot.nhs.uk

1. National Council for Hospice and Palliative
Care Services. Submission on the Assisted
Dying for the Terminally Ill Bill 2004. London:
NCHSPCS, 2004. www.hospice-spc-coun-
cil.org.uk/information/documents/
EvidenceontheAssistedDyingBill-FINALVER-
SION.doc (accessed 9 Nov 2004).

2. Heath I. RCGP clarifies ‘neutral position on
euthanasia. [press release] 15 Oct 2004.
www.rcgp.org.uk/press/2004/9506.asp
(accessed 9 Nov 2004).

Editor’s note
Following discussion at the meeting of
UK Council on 13 November, it’s clear
that this is a matter of individual con-
science, however, after thorough audit
of the draft Bill the RCGP confirmed
that it has NOT changed it’s position
of of deliberate neutrality. This matter
will be further debated at the February
Council Meeting.

Flexibility for special clinical
and non-clinical interests

We need flexible training and career
development schemes in order to be
flexible in our work. It’s better to get
people into the right job, balancing their
careers with other aspects of their lives
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(professional and personal), than have
them dissatisfied and underperforming
or leaving.1,2 A different way of working
means being motivated, rather than
stressed, while being able to use life-
long experiences and learn from each
other. It would be good to organise
domestic General Practitioners with
Special Interests (GPwSI) schemes,3

with GPs enjoying developing their clini-
cal expertise and able to help build a
more integrated health service.

Clinical expertise, however, is not the
only aspect of general practice; involve-
ment in teaching and management, or
simply having less involvement as doc-
tor, per se, could greatly raise stan-
dards of care. We need protected non-
contact time within the working week to
stimulate clearly defined roles, respon-
sibilities, and terms of service. 

Teaching, research, and manage-
ment have to be relevant career
options, whose status and conditions
should receive strong consideration
and the same payment in workforce
planning and skill utilisation. At present,
it seems there is good payment for spe-
cial clinical interests, but poor payment
for academic roles.4 Changing this is
important to counteract the burnout
and frustration that is mainly visible in
GPs more involved in these activities,
and to fulfil the new definition of general
practice and GPs.5,6

It is really strange that some health
ministries in some European countries
(as is the case in the one for which I’m
now working) are still not applying the
European directives on flexibility in the
workplace. This concerns a flexible
career option as well as reduced nor-
mal clinical time when involved in
teaching, research, and management.
As discussed at EURACT Council when
preparing the Educational Agenda (J
Heijerman, WONCA Europe Regional
Conference, Amsterdam, 2 June 2004),
this lack of flexibility is clearly a real bar-
rier to working differently, in different
fields, and being able to work well.

Roger Jones7 wrote about seeing a
much bolder attempt to endorse the
‘mixed portfolio’ approach to general
practice, in which patient care is com-
bined with other non-clinical activities. I
also think that it would introduce a
‘wedge-shaped’ commitment with sub-
stantial work in early years, tapering to
a considerably reduced ‘working’ com-

mitment in more senior doctors.8 This
would be a chance to reinvent general
practice as an attractive career with a
progressive career structure. 

Flexibility has to suit different stages
of life. To permit not having to work
absurdly when your forces or your mind
are ‘rebelling’ and, at the same time,
allowing doctors more options, could
help persuade doctors not to leave the
profession for a long while yet. 

FRANCESCO CARELLI

Contract Professor 
University of Milan, Milan, Italy. 
E-mail: carfra@tin.it

1. National Health Service advertisement. No
rush to retire for busy GP. Br J Gen Pract
2003; 53: 683.

2. Howe A, Baker M, Field S, Pringle M.
Special non-clinical interests — GPs in
education, research, and management. Br
J Gen Pract 2003; 53: 438-440.

3. Nocon A, Leese B. The role of UK general
practitioners with special clinical interests:
implications for policy and service delivery.
Br J Gen Pract 2004; 54: 50-56.

4. Howe A, carter Y. A young life sadly blight-
ed — the future for clinical academic
careers in general practice. Br J Gen Pract
2003; 53: 424-425. 

5. Carelli F. New GP contract and European
definition. [letter] Br J Gen Pract 2003;
53: 61.

6. Richards TD. New GP contract and
European definition. Br J Gen Pract 2003,
53: 155-156.

7. Jones R. The new contract — worth voting
for? [Viewpoint 2] Br J Gen Pract 2002; 52:
602-603.

8. Carelli F. New contract and career devel-
opment. Br J Gen Pract 2002; 52: 765.

Royal Medical Benevolent
Fund Christmas Appeal 2004

Another year has passed and, as the
festive season approaches, I again write
to ask you to consider making a dona-
tion to this year’s Christmas Appeal.

The Royal Medical Benevolent Fund
(RMBF) exists solely to support our col-

leagues and their dependents who have
fallen on hard times. Tragedy can strike
unexpectedly and, all too often, does —
not least to younger members of the
profession and their families. Examples
of such unexpected ill-fortune can be
found on our website: www.rmbf.org.

For well over 100 years the RMBF
has been there to help in times of need;
never is that need more evident that at
Christmas. A seasonal gift can trans-
form a rather cheerless Christmas into a
very happy one, and this is especially
true when children are involved.

There was a magnificent response to
my appeal last year — over £90 000 —
and I very much hope that colleagues
and their families will contribute hand-
somely once again. I ask you to give
generously and, on behalf of all those
we help. I send my warmest thanks to
everyone who gives to the Fund and
wish you all a very happy Christmas.

Contributions may be sent to:
Christmas Appeal, RMBF, 24 King’s
Road, Wimbledon, London SW19 8QN,
or to the Treasurer of your local Guild of
this Fund. Thank you.

SIR BARRY JACKSON

President 
Royal Medical Benevolent Fund, 
24 King’s Road, London SW19 8QN.

Correction
Byng R, Jones R, Lesse M et al. Exploratory
cluster randomised controlled trial of shared
care development for long-term mental ill-
ness. Br J Gen Pract 2004; 54: 259-266.
Some of the information in Table 3,
Differences between global scores for health
and care derived from note audits and ques-
tionnaires: intervention versus control, was
transposed. The correct excerpt is shown
below; the correct version of the entire table
is available online at http://www.rcgp.org.uk/
journal.

Letters

Mean at baseline Mean at follow-up

Outcomes from note audit (n = 304)
Severity of illness (4-point scale)

Intervention 2.53 2.34
Control 2.56 2.46

Number of relapses 
Intervention 0.56 0.39
Control 0.66 0.71

Total score for ‘process of care’
(observed range of 0–24)
Intervention 7.04 5.69
Control 7.30 6.40




