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improving and that communication is best
learnt through observation in clinical
situations.

If the role models that medical students
and junior doctors are observing are poor
communicators how do we expect these
learners to improve? I agree that
observation and reflection is an important
part of the experiential learning process, as
is practising skills. But we know that in
clinical situation learners vary rarely receive
feedback to help them reflect and improve.
Therefore communication needs to be
introduced before the students first talk to
real patients (theoretical knowledge plus
work with simulated patients) and followed
up by observation with debriefing so that
they can begin to distinguish the good from
the poor.

The other problem is that senior medical
students and junior doctors rarely discuss
management plans with patients; when the
latter do they are rarely observed and they
learn this important process through trial
and error, as well as the memory of how
their senior colleagues have performed. The
apprenticeship model is all well and good if
the tutor is all of the following: a fine
communicator, an excellent clinician and a
good teacher.

Modern experiential communication
skills training does not degrade what is
profound in medical practice. It must be
continued into clinical settings and refined
with practice. Dr Fitzpatrick writes that
doctor-patient communication relies on
‘establishing a degree of empathy and
trust’, yet he has previously disparaged
the concept of the ‘expert patient’ and the
idea of the ‘meeting between experts’ that
is an important part of the doctor-patient
relationship. However, this may also have
been written in his role as devil’s advocate.
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Your publication of an article entitled
Communication Skills by Mike Fitzpatrick1

has made us uncertain as to the purpose
of the Back Pages of your journal. If they
exist to offer provocative opinion to your
readers, you have succeeded. If they are
intended to be based on and
knowledgeably informed by the full breadth
of current literature, then your success is
more questionable in this instance and may
mislead your readers.

There is ample evidence that clinical
communication can be both taught and
learnt.2 We are not aware of any evidence
of the benefits of apprenticeship learning of
communication, indeed the reverse has
been suggested.3 To propose that the
teaching of communication is in any way
‘comic book’ does not reflect our
experience of current undergraduate and
postgraduate teaching at this university
and elsewhere. On the contrary, learners
and teachers take the task extremely
seriously and we have evidence, from
course evaluation, of learners’ improving
skills.

Where Fitzpatrick is appropriately
provocative is in his discussion of teaching
the on-going doctor-patient relationship,
which he describes as heavily influenced
by previous mutual interactions. We in no
way underestimate the difficulty of such
teaching at either undergraduate or
Foundation levels, but argue that training
has to begin somewhere, in the same way
that a cyclist must first learn to balance
and steer before attempting to travel any
distance. 

In our communication teaching with
undergraduates, we have not used a
Breaking Bad News video for nearly a
decade, as we have found live
demonstrations and experiential training in
small groups using simulated patients
much more effective. May we, through your
columns, extend a cordial invitation to Mike
Fitzpatrick to attend some of these current
evidence based courses for medical
students. We hope that such an experience
will both rekindle his faith in the future
competence of our profession and
knowledgeably inform further discussion in
the Back Pages of your journal.

Simon Cocksedge 
Lecturer in primary care and communication
E-mail: cocksedge@doctors.org.uk
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The Back Pages exists to publish articles
on all aspects of general practice, and
allow writers to express more extreme and
more personal views, which would not
survive peer review. They recognise our
view that there is much more to general
practice than questions that can be
answered by means of formal research.
More than anything else they share with
the rest of the Journal the duty to inform,
to encourage debate, to provoke, and if
we can, to entertain. Having two serious
letters challenging Mike Fitzpatrick
suggests something’s working right — and
attacks on editorial policy are especially
welcome if they reveal that the BJGP is
being read and taken seriously. Ed.

Continuity of care
versus speed of
access
General practice is facing a period of
uncertainty, with the Government
seemingly intent on using its
forthcoming White Paper to shake up
the core elements of a system that has
served the NHS so well over
generations. Whatever the outcome of
ministers’ high-profile ‘listening
exercise’, it is already clear that
increasing fragmentation of general
practice will be an inevitable
consequence of the Government’s
determination to give private providers a
central role in primary care and to
expand massively the network of NHS
walk-in centres and commuter clinics. 

Against this background, Mike
Fitzpatrick’s comments1 on the trade-off
between continuity of care and speed of
access to a GP are a welcome
contribution to the debate.



Our viewpoints are influenced by what
we do, creating much scope for hidden
agendas and conflicts of interest, so
confession is in order. I am a member of
the Medical & Scientific Advisory
Committee of the Alzheimer’s Society,
and of the NICE dementia clinical
guidelines development group. I have
received unrestrictive funding from the
pharmaceutical industry to carry out non-
drug research in the dementia field, and I
am associate director of the National
Coordinating Centre for
Neurodegenerative Disease and
Dementias research networks.
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Steve Iliffe is right to declare competing
interests here. We thought that there was
a note at the heading of this section
reminding authors to do so, but it had
mysteriously vanished. It has been
reinstated this month. Ed.

Corrections
Teunissen D, van Weel C, Lagro Janssen T. Urinary
incontinence in older people living in the community:
examining help-seeking behaviour. Br J Gen Pract 2005;
55: 776–782.

Figure 1. 314 = women interviewed, and not
men interviewed, as stated.
Table 2. The percentage of men who sought
help should be 46, and not 4, as stated.
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Pulse has just published the results of
its patient survey, conducted in
partnership with Newcastle and North
Tyneside local medical committee.2

Questionnaires were completed by 9812
patients attending for consultations at
general practices throughout the UK
during May and June 2005.

The results show emphatically that
patients are more concerned with being
able to see a GP they know and trust
than with getting a quick appointment.
Just 7% of patients said that if they
needed to see a doctor they would
prefer to have an immediate
appointment at a walk-in clinic —
compared with 79% who said they
would rather wait up to 48 hours to see
a GP at their own practice. Some 89%
said having continuity of care from their
GP was important to them and 90% said
it was important for the GP treating them
to know their family history.

Moreover, 64% of patients said they
could get an urgent appointment with
their GP within 6 hours and a further
12% by the following day. Some 76%
said it was usually possible to get a
routine appointment with the GP of their
choice ‘within a reasonable time’.

The Government’s obsessive pursuit
of its so-called ‘patient choice’ agenda
is missing the point entirely. GPs are
delivering continuity of care alongside
the fastest access that is feasible in an
under-doctored NHS.

No doubt ministers are right when
they claim that patients want faster
access to primary care. But what they
have failed to recognise is that, above all
else, patients want continuity of care
from a GP they know and trust.

Phil Johnson
Editor, Pulse, Ludgate House, 245 Blackfriars
Road, London SE1 9UY
E-mail: pmjohnson@cmpinformation.com
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Medical benefits
Alec Logan is wise to warn against

collusion with commercial interests and
misplaced hopes in the benefits of
medication.1 But what about avoiding the
risks of a highly selective review of the
scientific evidence about medication? By
citing only AD2000 and the Petersen
study of mild cognitive impairment he
confuses two issues. There are many
trials of cholinesterase inhibitors in
Alzheimer’s disease, all of which are
methodologically limited (AD2000
included), and MCI is not the same as
Alzheimer’s disease — some would argue
that it does not really exist. 

The NICE technology appraisal
committee reached the judgement that
the cholinesterase inhibitors do ‘work’ —
that is, they produce visible and
measurable short-term benefits for some
individuals with dementia. The
controversy that the NICE technology
committee triggered arose because it
concluded in its preliminary report that
the cholinesterase inhibitors were not
cost effective, using a method of
economic analysis (Quality Adjusted Life
Years) that is itself controversial and
contested. 

The NICE clinical guidelines
development group, working in parallel
with the technology appraisal committee,
is conducting its own analysis of
medication benefits and the economics
of the cholinesterase inhibitors, including
a systematic review of patient
perceptions of benefit. Two important
scientific issues are: How can we
measure and cost the deferment of
disability in a progressive
neurodegenerative disorder?  What are
the characteristics of those who appear
to benefit from these medicines, which
might allow targeting of treatment in a
difficult-to-diagnose pathology?

General practitioners may be able to
contribute something useful to the
answers, through our close engagement
with people with dementia, and with the
emerging research networks focussed on
neurodegenerative disorders. We also
have the ability to influence spending on
social care, through joint budgets at PCT
level, but we do not need to polarise
medication versus social support in a
simplistic and counterproductive way. 




