
Letters

trainer's consultations were primarily for
gynaecological disorders and a surprising
29% of the trainee's. This high rate can
be partly explained by the atypical prac-
tice age distribution and the even higher
rate for the female trainee presumably
reflects some women's preference for a
woman doctor.2

Thus, as Pearson and Goss state, the
trainee can expect to see a different
workload from that of the trainer and it
seems that it is dependent upon the type
of training practice. This finding has im-
portant implications for education and
training.

CAROLYN CHEW
CARL R. WHITEHOUSE

University of Manchester
Rusholme Health Centre
Walmer Street
Manchester M14 5NP
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Continuing medical education
Sir,
The Department of Health's new contract
for general practitioners' will introduce a
new postgraduate education allowance of
around £1700 per annum which will
replace the vocational and postgraduate
training allowances. Wall and Houghton's
editorial (August Journal, p.311) criticizes
the effects of the new contract on conti-
nuing medical education but this criticism
may be premature.
The vocational training allowance was

paid regardless of whether the doctor ever
picked up another journal or attended
another lecture. The postgraduate train-
ing allowance went some way towards en-
couraging doctors to continue in their
medical education but did not go far
enough. The criteria for the postgraduate
training allowance could be met by a one
week course and the allowance could on-
ly be claimed once in five years and a
maximum of twice before the doctor
became eligible for the first seniority
payment.
The new postgraduate education

allowance may provide an incentive to all
doctors, not only those who have some
connection with vocational training. The
criteria for the allowance do seem rather
cumbersome and rigid but I am sure that
those who make a genuine effort to con-
tinue their medical education will be
rewarded and those who do not will not.

A regional advisor who investigates and
recommends more educationally worth-
while activities will be rewarded by a
greater number and broader spectrum of
doctors attending meetings.
While the new contract has not address-

ed vocational training I think that it will
encourage more continuing education for
everyone and will on balance be good for
the profession.

M.F McGHEE

The Surgery.
53 Borough Street
Castle Donington
Derby
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Patient satisfaction
Sir,
In their review of the measurement of pa-
tient satisfaction, Keeble and Keeble (July
Journal, p.269) are right to draw attention
to the difficulties involved. However, there
are flaws in their argument that 'a more
appropriate way of increasing consumer
participation in the NHS might be to
allow the public greater representation on
family practitioner committees, district
and regional health authorities and the
boards of self governing hospitals' How
can such representatives of the public
know the views of other patients without
asking them? Should they rely on anec-
dotal reports or on the media, or should
they use information collected in formal
ways that have been tested for validity and
reliability? In individual general practices
where patient representation is still
unusual, how are general practitioners to
know if their patients are satisfied without
asking them?

There are other good reasons why we
should measure patient satisfaction. Pa-
tients have a right to expect that their
views on all aspects of their care will be
listened to and taken into account. This
is essential within the consultation if a
therapeutic doctor-patient relationship is
to be established. It is also necessary in
the wider context of health service plan-
ning if facilities are to be provided that
patients are willing to use. Donabedian
describes three reasons for measuring
satisfaction: first that satisfaction is one
objective of care, secondly that a satisfied
patient is more likely to comply with ad-
vice, and thirdly, that satisfaction is a
judgement by the patient on the care
received. '

The measurement of satisfaction may
not be straightforward, but, as Keeble and
Keeble point out, these difficulties should
not be used as an excuse for ignoring pa-
tients' views. Difficult does not mean im-
possible, and careful investigation may
well allow many of the problems to be
overcome. After all, the same shortcom-
ings apply to virtually every other
measurement in medicine. Perhaps the
biggest obstacle to the measurement of
patient satisfaction is that we are ap-
prehensive about what our patients might
think of us. In recent years, we have come
to accept the value of the opinions of col-
leagues through peer review. I hope in the
future we will come to accept the related
principle of review by patients through the
informed use of satisfaction surveys.

RIcHARD BAKER
17 Moorend Park Road
Leckhampton
Cheltenham GL53 OLA
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Sir,
The editorial by Keeble and Keeble on pa-
tient satisfaction (July Journal, p.269)
raises some perplexing questions and of-
fers answers to none of them. The sugges-
tion that consumer participation on fami-
ly practitioner committees should be in-
creased is undoubtedly one of the govern-
ment's plans and certainly the medical
profession's participation in family prac-
titioner committees seems certain to be
reduced. This must be regarded as a
retrograde step as it will result in doctors
practising defensive medicine, and an even
greater gap in the understanding at com-
mittee level of what happens in the con-
sultation. The government may consider
the current system with a good medical
input on various committees to be un-
satisfactory but a committee composed of
those that are medically ignorant is unlike-
ly to be any better.
Having sent out a postal questionnaire

to 77 patients who had been referred to
outpatient departments I was pleasantly
surprised to find that 901o of them were
perfectly satisfied with the length of time
they had to wait for an outpatient ap-
pointment to see a consultant, and ap-
proximately 961o were satisfied with the
consultation they received with both the
general practitioner and the consultant.
However, having considered all the
variables in Keeble and Keeble's editorial
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I began to wonder whether my project was
valid. A further questionnaire given to 140
consecutive patients attending the surgery
asked whether they were satisfied with the
premises, access to the doctors on the
telephone, waiting times for an appoint-
ment, waiting times in the waiting room
and the quality of the consultation with
the doctor. Happily the majority were
again entirely satisfied with all aspects of
care.

Unless the profession wants outside in-
terference in clinical matters it is vital that
all members of the profession take the in-
itiative and perform such audits for
themselves and also cooperate with any
locally arranged peer reviews and projects.
The only accepted review system

available in this country at the moment
is that arranged by the Joint Committee
on Postgraduate Training for General
Practice for the assessment of doctors and
the practices of doctors wishing to become
trainers. The standards of training have
risen gradually over the last 10 years as
a result of this. Thus, the profession can
be responsible for keeping its house in
order, and I hope that the questions the
editorial raised will stimulate others to in-
tensify their efforts at audit in order to
prevent outside influences destroying the
standards we have achieved.

A.P. PRESLEY
St Michaels Surgery
St Michaels Square
Gloucester GLI IHX

Prescribing research: PACT to
the future
Sir,
The editorial by Spencer and van
Zwanenberg (July Journal, p.270) is timely
and thought provoking and the equivalent
Scottish Prescribing Authority statistics
are awaited with interest. However, the
authors do not focus on the main dilem-
ma currently facing the profession. That
is, should we rely on centralized data like
PACT (prescribing analyses and cost) for
our information or should we channel our
energies and money into producing in-
house feedback. As the editorial points
out, PACT has many disadvantages -
slow feedback, incomplete data in terms
of consultation rate and links with
diagnosis, and no distinction between
repeat prescriptions and drugs for acute
illness. It will also require a major revi-
sion to comply with the requirements of
indicative prescribing budgets.

It would therefore seem sensible for
development to be directed towards com-
puterizing all practices and providing ap-
propriate software so that all prescriptions

can be issued by computer and immediate
feedback of personal and practice
prescribing statistics provided. This would
solve the problems mentioned above,
although a relatively crude system such as
PACT would still be necessary to allow
peer group comparisons on a wider scale
and for those in single handed practice.
The editorial also strongly advocates

the use of agreed local formularies. There
is no doubt that these are of great benefit
to doctor, patient and government but the
widespread adoption of such formularies
has been slow since they were first pro-
posed for general practice nearly 10 years
ago.' It is not hard to find the reason for
this - how many doctors want to refer
to an unfamiliar list of drugs during a
consultation or memorize a locally agreed
formulary? Prescribing is a personal ac-
tivity and acceptance and compliance with
formularies will only be adopted if doc-
tors can construct their own personaliz-
ed formularies. There is great educational
value in constructing a personal formulary
which should include not only the drug
but the standard regimen, quantity and
cost. Doctors are often ignorant of the
cost of drugs2 and for many it would be
interesting to see the actual costs of their
prescribing.

In the consultation prescribing is often
not optimal in terms of drug choice, quan-
tity, regimen and instructions, owing to
time restraints and interruptions. If the
process were automated by a computeriz-
ed personal formulary then these pro-
blems would be resolved. In addition, legi-
ble prescriptions would be issued and ac-
curate, relevant data produced for
analysis. The construction of such a for-
mulary is not difficult3 and results in im-
pressive cost savings.4

Computers surround us everywhere and
we should accept the use of consulting
room computers as an inevitable fact of
modern day practice.

JOHN B. DONALD
Howden Health Centre
Livingston, West Lothian
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Dispensing costs
Sir,
I am afraid that the figures quoted in my
letter about dispensing costs (July Jour-
nal, p.303) were incorrect. These figures
were supplied by Suffolk family practi-

tioner committee. I have now received
amended figures and have also been given
a breakdown of the dispensing costs for
Suffolk for 1988 from the Department of
Health. Although the figures are con-
siderably different from those I was
originally given, there would still have
been an overall potential saving to the ex-
chequer of £3 184 250 if all dispensing in
Suffolk had been provided by general
practitioners, a saving in excess of 120o
in the cost of drugs and 270/o in dispens-
ing fees, and an overall saving of 15%o.

I recently submitted a detailed paper to
the General Medical Services Committee
of the British Medical Association il-
lustrating the advantages of universal
dispensing by general practitioners.
Regardless of the relative costs of dispen-
sing there is little doubt that the current
chemists' monopoly causes patients con-
siderable inconvenience because of the
chemists' limited opening hours and the
travelling involved..
The current system, based on the Lloyd

George act of 1913, which separates
prescribing and dispensing in time, place
and person is antiquated, inefficient, cost-
ly and indeed dangerous, as the Daonil
(Hoechst) case illustrates. It would be far
more sensible if all dispensing were to take
place within the general practitioner's
surgery, since here patients can receive
their medicines without the need for a
written prescription. Indeed, in dispens-
ing doctors' surgeries, particularly those
with computers, the FPIO would be
superfluous were it not required as a
voucher for reimbursement of the cost of
drugs supplied.
The time has indeed come for review of

the chemists' monopoly, particularly the
arbitrary one mile rule.

PAUL THOMAS
The Medical Centre
Tillingham, Southminster
Essex CMO 7TH

Sir,
It has been stated that doctor dispensed
items are much cheaper than chemist
dispensed items (Letters, July Journal,
p.303). The figures quoted are likely to be
inaccurate. Approximately half of the pa-
tients in our practice are on the dispens-
ing list. The latest prescribing analyses and
cost (PACT) figures show that the number
of items prescribed by the practice is 19%o
above average, but the cost per item is
3.4% below average However, the number
of items dispensed by the practice is 12%
below average, with the cost per item 8%o
below average. The only reasonable ex-
planation for this is that some patients
who are on our dispensing list either go.
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