
system for appointments which we had for 
over 10 years but were not performing well 
on ‘access’ because of a high number of 
patients who did not attend (DNA). We often 
had over 100 DNAs per month so many 
appointments were being wasted. I noticed 
that another local practice which permitted 
advance booking only 2 days ahead scored 
better in the ‘access’ survey than our practice. 
Another local practice was piloting a same 
day booking system with no appointments 
booked in advance, from June 2013.

We calculated that we had nearly the correct 
number of GP and nurse appointments per 
1000 patients, per week. The Local Medical 
Committee had advised 100 appointments 
per 1000 patients per week. We are an average 
size practice of 6400 patients. 

An audit of the DNAs in April 2013 showed 
that 80% of DNAs had booked more that 
7 days previously, so we changed to a 1-week 
advance booking system from 1 July 2013 with 
50% of appointments bookable in advance and 
50% available on the day, for GP appointments 
but not nurse appointments. The ‘same day’ 
appointments were unblocked on the day at 
8 am each morning to prevent them being 
booked online. 

A repeat audit of DNAs in October 2013 
showed that 75% of patients who DNA had 
booked more than 3 days ahead so we have 
just changed to a similar 3-day booking system 
from Monday 9 December 2013. This has 
reduced our DNAs and reduced stress within 
the practice. Other practices in the UK may 
wish to consider these ideas. I have concluded 
that a 2–3 day advance booking system is the 
right one for our practice and will probably be 
optimal for most practices.

Mohammed N Hossain,

Senior Partner, Stanhope Surgery,  
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Predictive validity of 
selection for entry into 
postgraduate training in 
general practice
The recent paper by Patterson et al1 reports 
the encouraging and considerable predictive 
validity of MCQ (CPS ‘clinical problem solving’) 
and situational judgment test (SJT) selection 

tests for performance on the two MRCGP 
formal examination components.

The MCQ and the SJT correlate with the 
Applied Knowledge Test (AKT) at 0.85 and 
0.69, respectively (range-corrected). From data 
provided in the paper, together the two selection 
tests can be seen to predict 74–75% of AKT 
score variance. The two tests also correlate 
with the old-style Clinical Skills Assessment 
(CSA: 0.55, 0.57, respectively, range-corrected). 
Together they predict 37–38% of CSA Score 
variance. But the subsequent Selection Centre 
(SC), then a three station OSCE and correlating 
with the CSA at 0.41 (range corrected), is 
reported as only explaining an additional 2% of 
CSA score variance.

Given that a set of computer-delivered multi-
choice tests will cost £100–200 per candidate 
and that the true cost of a selection centre will 
be at least £1000, the latter seems to provide 
relatively very poor value, especially with about 
5000 candidates being shortlisted for selection 
in 2012.2 Perhaps the £5 million-plus could be 
better used in supporting poorly-performing 
trainees?

Also, those of us who are responsible for 
devising OSCE assessments would be grateful 
to learn how one with three stations, single 
marked, can be devised such that its reliability 
(Cronbach’s a) is 0.87, when considerably 
longer similar assessments give far lower 
reliability estimates; for example, MRCGP 
CSA (13 stations) 0.77,3 and iMRCS Part B 
(8 station subtests) 0.68–0.72 and (10 station 
subtests) 0.76–0.78.4

Richard Wakeford,

Hughes Hall, University of Cambridge, 
Cambridge. 
E-mail: rew5@cam.ac.uk
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Why study?
In November’s Out of Hours, Trisha 
Greenhalgh asked the rhetorical question 
‘Why study?’.1 Her reflections were prompted 
by one of her self-funded, mature students 
completing his PhD while studying part-time 
and working as a full-time clinician. 

She answered her own question by 
suggesting academic study resulted in both 
a public good and a benefit to the individual 
undertaking study for its own sake. As the 
student referred to in her article, perhaps I 
can provide a perspective on the personal 
benefits of academic study. 

After approximately 25 years of non-
academic full-time clinical practice, I felt at 
a crossroads. I wondered what I was going 
to do with the rest of my life. Clinical practice 
can be immensely fulfilling but it can also 
become mind-numbing under the pressure 
to care for a seemingly unending stream of 
patients. 

Academic study provided an opportunity for 
me to pause, reflect on, and understand my 
experience within a larger context than my 
own practice. I found it immensely satisfying 
to think about ‘big ideas’ and academic study 
provided an opportunity to do so.

A structured programme of academic study 
produced many side benefits. It increased 
my self-confidence and self-esteem. My 
information searching and retrieval skills, 
improved. My ability to write coherently 
without resorting to wild hyperbole continues 
to develop. Even my spelling improved. 
Academic study changed both my way of 
thinking and approach to problems. I learned 
to evaluate how arguments are constructed, 
consider evidence used to justify assertions, 
recognise rhetoric, and most importantly 
I learned to be sceptical and not to accept 
conclusions at face-value. 

Academic study requires considerable 
investment of time, energy and money. 
Having the opportunity to observe full-time 
academics for the past decade made me 
realise I do not want to be one. For me, the 
main reason for prolonged academic study 
was personal fulfilment. So, for the time 
being I plan to continue my clinical practice 
and remain a hobbyist researcher. I now 
realise there are many opportunities to do 
meaningful research on a shoestring budget 
or no budget at all. I look forward to many 
more years having more fun doing this!

Don Eby,
Emergency Department, Grey Bruce Health 
Services, Owen Sound, Ontario, Canada. 
E-mail: d.eby@sympatico.ca
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Will the age of austerity 
save the nHS?
I have always been a passionate supporter 
of the NHS and initially viewed the Nicholson 
challenge as a threat to the future of the 
NHS; now though I wonder if it may actually 
save the NHS.

Among the many good things the last 
government did for the NHS there were 
changes that have significantly increased 
costs without improving quality of service. 
Agenda for change, the working time directive, 
consultant contracts and GP opt outs for out 
of hours all improved quality of life for staff, 
but have not improved health outcomes for 
patients. Significantly increasing costs without 
improving outcomes has also reduced 
productivity. Innovations in patient services, 
such as walk in centres, NHS Direct and 
Darzi centres, again driven more by wants 
than needs, have improved access without 
improvements in health outcomes. This has 
come at a time of previously unimaginable 
advances in quality of life and life expectancy, 
with the elderly population in some areas 
increasing by 30% over the past 10 years. 
A rapidly increasing elderly population with 
falling productivity will make current NHS 
provision unaffordable within a generation. 

With the population growing and health 
cost inflation exceeding GDP growth even 
pre-2008 levels of funding will soon be 
insufficient without significant structural 
reform. While it is tempting to let our 
children worry about this, the crunch point 
of affordability is coming and if we don’t plan 
for this, we will soon reach a point where a 
publicly-funded, universal free healthcare 
system will be unaffordable. Prior to this, 
health and social care costs will gradually 
throttle our economy as demand increases.

Depressing though this is, we have the 
opportunity to avert disaster. Humans have a 
natural capacity for innovation, and if we can 

embrace this to evolve our health delivery 
model we can evolve to one that is sustainable 
for the next few decades. In times of plenty, 
changes in public services were often based 
on wants rather than needs. In the next 
decade, changes will have to be based on 
patient needs. As long as the patient is at the 
centre, selection of only those innovations 
that improve productivity and improve care, 
can reshape the way we deliver care for our 
population in the 21st century. Failure to 
embrace this change will result in a health 
system like the US, where only the rich have 
access to health care.
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Reducing inappropriate 
A&e attendances
Ismail et al clearly show that interventions in 
primary care do not decrease the number of 
inappropriate attendances at accident and 
emergency departments (A&E), nor increase 
patient self-care.1 In Belgium (Flanders), we 
observed a large increase in attendance of 
young children at primary care out-of-hours 
(PCOOH) services after implementation 
of a general practice cooperative (GPC).2,3 
Recently, data from new PCOOH services in 
colocation with A&E showed nearly identical 
findings. Patients increasingly use the GPC, 
while patient fluxes to the A&E remain stable. 
These observations can be partly explained, 
because implementing PCOOH services was 
not meant to improve overall efficiency of the 
healthcare system, but rather a response 
to increasing strain on OOH care: lowering 
numbers of GP equivalents, feminisation 
of workforce, and decreasing safety during 
home visits were principal drivers for these 
changes. From earlier work, we know that 
patients tend to choose PCOOH services 
based on their previous experiences and that 
they like a technical environment.4 Modest 
co-payment does not significantly influence 
health seeking behaviour.5 Patients do not 
tend to think in ‘primary’ and ‘secondary’ 
care when in (perceived) need for urgent 
care. To change patient behaviour, we need 
well-designed, multifaceted interventions 
envisaging high quality and sustainable health 
care, not in response to dissatisfied groups of 
professionals. This means that professionals 

and their payers collaborate to establish 
integrated models of care. In Belgium 
(Flanders) this would mean structural 
collaboration of A&E and PCOOH services, 
and not competition for the majority of the 
patients. Due to rapidly declining numbers 
of GPs and medical specialists working in 
A&E, our professionals seem ready for this. 
Financial issues of these services need to be 
tackled as stakes are high for all stakeholders. 
Raising public awareness about appropriate 
health services use is of major importance 
as well.6 From the BBC Masterchef series 
we learn nearly every day that good cooking 
is possible for everyone. However, we did not 
observe any instructive series on how to deal 
with urgent needs within our health system.
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Studying and reducing 
DnAs to improve access
We originally had a 4-week advance booking 


