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price and doctors change practice location
on average every five to seven years. This
makes the implemented feedback much
more difficult, and it must be done in a
way that does not antagonize doctors and
cause them to find another, 'nicer' labora-
tory.
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Telephone access in general
practice

Sir,
Hallam's study suggested that general
practices should review the adequacy of
their telephone system, devise strategies to
spread patients' calls more evenly
throughout the day, and consider how
information about telephone policy and
service is communicated to patients
(August Journal, p.331). Hallam ques-
tioned the value of practice information
leaflets and called for a study of their con-
tent, distribution and impact, and empha-
sized the point that, in the United
Kingdom, there is little research on tele-
phone use in general practice. A few stud-
ies have come to similar conclusions and
have helped to address her questions.
An audit of 3023 incoming telephone

calls to a Glasgow general practice
showed that most calls coincided with the
morning rush of patients, while few calls
were made in the afternoon.' Analysis of
the morning calls showed that 40% could
have waited until the afternoon. A practice
information leaflet was devised, which
included advice on the preferred timing of
different types of telephone calls.2 A base-
line survey of 250 patients assessed
patients' knowledge about the practice.
One question concerned the best time to
telephone for a home visit (correct answer
being the morning) and another on the

best time to telephone for a repeat pre-
scription (correct answer being the after-
noon). At baseline, 72% of patients gave
the correct answer on the timing of home
visits, and 67% the correct answer on
repeat prescriptions. The practice informa-
tion leaflets were distributed and found to
be valued, read, and kept for reference.3
Modest but statistically significant
changes in both knowledge and behaviour
were observed. Regarding the home visits
question, there was a 7% rise in the per-
centage giving the correct answer and a
15% rise in the proportion giving the cor-
rect answer on timing of repeat prescrip-
tion requests. Ten months after the prac-
tice leaflet was distributed, the percentage
of telephone calls for repeat prescriptions
made in the aftemoon rose from 10% to
23%; these changes were attributable to
the practice information leaflet.3 In the
light of the extreme difficulty of altering
the behaviour of populations, these results
are encouraging.

It is pleasing to see a research pro-
gramme on telephone use in general prac-
tice that includes the nature and outcome
of telephone consultations. However, our
brief report advocating more use of the
telephone to conduct general practice con-
sultations4 met with criticism5'6 which we
tried to counter by arguing for more
research.7 In the light of current controver-
sy, Hallam's research is most welcome.
We hope that she will find our work, sum-
marized here, a help in her attempts to
build a solid foundation of knowledge on
this subject.
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GP work patterns since the
1990 contract

Sir,
The findings of the study by Chambers

and Belcher support the popular belief that
the new contract for general practitioners
has resulted in more paperwork and taken
an increased toll on some doctors in terms
of their self reported feelings of stress or
exhaustion (October Journal, p.412).
Our most important responsibility as

general practitioners is our care of
patients; we must have time to listen to
them, explain to them their worries and
help them understand their anxieties. It is
therefore important to study not only the
impact of the new contract for general
practitioners on paperwork, stress and
exhaustion but also the amount of time
now spent with patients in consultations.
After all, the reason given by the govern-
ment for the new working arrangements
for general practitioners was that doctors
would be able to look after their patients
better, that is, improve patient care.
My impression is that general practi-

tioner stress and/or exhaustion is likely to
lead to doctors spending less time with
patients, giving less time to listening to
patients and having less time for clinical
care of and empathy with the patient.
Prevention is another important area of
care which must not suffer. Mistakes are,
of course, more likely when doctors are
working under stress or feeling exhausted.
What I believe is now required is a

research study on the effects of the general
practitioner contract on clinical work
rather than administration, and who better
to lead such a study than Chambers and
Belcher.
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Age Concern

Sir,
In their letter, Finch and colleagues add to
the growing literature describing effective
collaboration between general practices
and citizens' advice bureaux (letter,
November Journal, p.48 1). As chairman
of Age Concern in England I wish to
stress the importance of joint projects
between practices and voluntary organiza-
tions.

In the case of Age Concern the need for
joint projects has been highlighted by the
care in the community act and we are anx-
ious to develop these further. Sponsored
by the Department of Health, Private
Patients Plan and Merck Sharp and
Dohme Ltd, we have recently launched
the 'ageing well programme' at the Royal
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College of General Practitioners in
London as a Europe-wide initiative in this
field. A number of innovative activities
are being piloted in this country and their
outcomes evaluated. They are designed to
add to primary health care services and to
help older people keep well and use ser-
vices more appropriately. I am aware,
however, of a number of local Age
Concern organizations who are anxious to
explore other ways in which the services
they provide and their expertise can be
used to help general practices. The local
organizations are having difficulties in
making contact through local medical
committees, faculties of the RCGP and
individual practices.

I hope members of the RCGP will
respond positively to advances from local
Age Concern organizations or even initi-
ate contacts themselves. They may well be
surprised by the opportunities revealed.

MICHAEL DRURY
Age Concern England
Astral House
1268 London Road
London SW16 4ER

Summative assessment

Sir,
In the paper by Campbell and colleagues
(October Journal, p.430) there was a ref-
erence to the large number of assessors
required to carry out a simulated surgery,
with the implication that this would pre-
vent its use as an assessment technique on
a wide scale. It was assumed that simulat-
ed patients require to be observed by two
outside assessors, but in fact this is not
necessarily the case. There is wide experi-
ence,1 particularly in the United States of
America,2 in the use of simulators to com-
plete marking a simulated consultation
without the need for direct observation. If
this technique were developed and applied
in the United Kingdom it would in fact
require fewer expert resources than the
video based assessment proposed.
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Burnout or into battle?

Sir,
Ruth Chambers' editorial on burnout
(November Journal, p.442) has the merit
of starting from where most people are,
but commitment to consensus prevents her
going any further.

Burnout is not new. Like all their col-
leagues working in areas of greatest need,
doctors in the Upper Afan Valley in south
Wales were always overworked and
under-resourced, working within con-
straints unimaginable to those responsible
for defining professional success or fail-
ure. I started practising in 1961; in the fol-
lowing 30 years, an area averaging 8500
patients had 21 doctors, of whom one
committed suicide, two were sentenced
for fraud, and five had major alcohol
and/or drug abuse problems, one of them
acutely fatal.
The editorial offers four apparently

timeless platitudes: young doctors should
have realistic rather than idealistic aims,
breakdown should be destigmatized,
mutual support between doctors should be
encouraged, and practical steps should be
taken, such as not taking on too much
work, or attending conferences, or starting
projects. I cannot see how any of these
were relevant or possible in the circum-
stances these casualties faced, which were
typical of those in which breakdown still
most frequently occurs. On the many
occasions when my work depressed me,
my biggest problem was not that my wife
and I were exhausted, but that we had
worked so hard and apparently achieved
so little that was relevant to health. The
solution was to think differently, and
define success in our own terms.
Mankind is omnicompetent, a morally

unprogrammed though social species with
infinite capacities for heroism, villainy,
mediocrity or any other behaviour. To
cope with change imposed upon us, we
must have some sufficiently robust idea of
how the world works to make sense of our
situation, and how we ourselves may
become active agents of change, not just
passive victims. Granted such imagination
and understanding, human capacities to
cope with difficulties far greater than any-
thing imaginable today in this island are
truly extraordinary; but without them,
faced only with relatively trivial adversity,
we collapse.
We stand now at the outset of a new

social era throughout the world, which has
already imposed huge challenges on mil-
lions of people. The most powerful social
ideas presently offered for dealing with
this have been those from the 19th century
which we once imagined were permanent-
ly discarded as obsolete. In this new world

of equally infinite opportunity and insecu-
rity, with cooperation derided, all exits
from competition blocked, and every
value priced and for sale, these ideas seem
to work well enough for the winners, at
least at the start. But those who suffer
burnout are, by definition, losers. So are
many of our patients. Do we really solve
their problems by suggesting that they
demand even less from their mediocre and
impoverished lives?
The Royal College of General

Practitioners was born because it had posi-
tive ideas for the future of National Health
Service general practice, as something
better than a dustbin for failed specialists.
In 1948 these views were heretical - not
harmless platitudes but fighting talk. If
anyone doubts this, they should read the
Collings report' and ensuing correspon-
dence in both the Lancet and British
Medical Journal.
Today, at least two diametrically

opposed paradigms compete for the minds
of young doctors who want both to enjoy
their lives and to be socially useful. A
managed NHS market in which general
practitioners would compete both as pur-
chasers and providers for their patients as
consumers was originally proposed by
leading figures in the RCGP,2 and vigor-
ously adopted by government. By defini-
tion, this entails winners and losers. I pro-
posed an alternative, area-based coopera-
tive service giving priority to the develop-
ment of patients as co-producers of health,
in which 'bad' practices could be
resourced rather than punished.3 There
may be other ideas. What virtually no one
proposes is a return to a paternalist service
in which professionals were virtually
unaccountable for their work; even if we
would like to go on being paid for public
service without public accountability, no
one any longer believes this is feasible.
Yet Chambers writes as though nothing
had changed, no choices had to be made,
and the old ramshackle independent pro-
fessional pradigm could go on making
fools of all who believe in it, and martyrs
of many of them.

JULIAN TUDOR HART
Gelli Deg
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