"Primary
prevention?
NO NO NO!"
...Trouble at
Gallstonie Grove,
page 1119

viewpoint
Cultual criteria
The MRCGP examination is designed by the Royal College of General Practitioners on behalf
of the British patient, and conducted by a British examiner, to test the knowledge, skills and
attitudes of a British-born doctor who has been trained in a British medical school.' Out of the
UK population of 55 million, 47 million live in England, 5 million in Scotland, and 3 million in
Wales. Non-white ethnic minorities make up about 2.7 million (5% of the total).
As ethnic English are the largest majority in Britain, an English (orAnglicized Scottish, Welsh,
Jewish, orAsian) examiner is acting on behalf of English patients and wants to evaluate whether
their lives are safe in your hands. Similar local criteria are observed in American or Asian
examinations. Demonstrate that you can care for an English patient, to the best standard as
opposed to a miniimally competent level.
Ethnic and transcultural issues are now an important part of the MRCGP examination blueprint
in the new modules, to be introduced from May 1998. Questions in this area will be asked
directly in Paper I (examiner marked) and Paper II (machine markable). Indirect questions on
ethnic and transcultural issues will be asked in the orals.2 Consideration of the patients' beliefs
will be expected in consulting skills videos or simulated surgery.3 Demonstrate that you respect
a patient's culture, religion, ethnicity, privacy and dignity as much as you consider his or her
age, sex and occupation (social class) in diagnosis and management.

Cultural traps
Would you blame the English examiner who becomes irritated, underneath the customary smile,
when:
* a German doctor, after a reply, bounces the question back at him?
Examination is taken as a two-way learning process in Germany.
* another German doctor fails to draw the curtains around a patient when examining her breasts?
In Germany, it is not embarrassing for a patient just to drop his/her clothes, in a ward, for
examination of any part of the body. There are no curtains in hospital wards. Ironically, there
are no mixed sex wards.
* an African doctor does not look him in the eye during conversation?
In Asian, African and Chinese subcultures it is rude to make constant eye-contact.
* an Asian doctor answers after each sentence of the question, rather than listening to the
whole question before answering?
In Eastern cultures, every one speaks and listens simultaneously. This is the only way to be
heardL
* another Asian doctor cannot say "I don't know" when this is an option.
In Eastern cultures, one must guess if one does not know. Not knowing is a loss offace.
* an English doctor cannot get consent from any of this Muslim patients for video
consultations?
In Islamic countries photography ofhuman beings, particularly of women, is strictlyforbidden
as it is akin to mimicking God's worn
* a French doctor argues that a suppository rather than tablets should be given?
Culturally, pharmacists in France will dispense medication in suppository form unless
otherwise requesteLd
* an Arab doctor counts two on fingers, facing the examiner, as if giving a reverse "V"?
Reverse "1V" is not rude in the Eastern culture and it is not given in the Oxford dictionary.
* an American doctor speaks American English, which is a different language?
In the USA, toilets are called 'rest rooms', way out is 'exit'and there is no groundfloor.
and so on...
Culturally, an English examiner may say out of politeness "I know what you mean." Well, the
examiner really must strive to know what candidates mean. Please remember that for the
candidate there may be a lot more than good manners at stake.

Bashir Queshi

I Qureshi B. Transcultural Medicine: cultural aspects of the MRCGP examinati Petroc Press, 1994.
pp. 140-159.
2 Neighbour R. Preparing for the new MRCGP examinaion. The Practitioner 1997; 241: 616-618.
3 Tate P. Approaching the Video exam. The Practitioner 1997; 241: 697-698.
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Bereavement - the Jewish way of management

wanted !!
The Manchester St Petersburg
Textbooks and Journals
Exchange Scheme
... was set up in 1993 by
Sheila Lemnoine after a
private visit to St
Petersburg. Whilst visiting
librarian colleagues she
identified a need amongst
postgraduate and specialist
medical libraries "for
journals rather than textbooks, since lack of hard
currency Idue to the
collapse of the Soviet
system] meant that keeping
up with British current
medical research and
practice was almost
impossible".

Sheila is supported by many
academic and medical
libraries in Manchester,
and personally delivers the
donated material in
September each year.
The Scheme will be granted
charitable status this year.

The Postgraduate Medical
Academy of St Petersburg
is one recipient of her
efforts.
Contact - Sheila Lemoine
MA, MEd, Dip in Adult
Education on
0161 998 3937 for
further details.

1106

I was on the ward, having just supported
a schismatic bereaved family, when my
brother phoned from Israel to tell me that
my darling sister, Phyllis, had been killed
in a road accident earlier that day. When
he rang off I found myself drifting into
depersonalization and telling the adjacent
nurse. Phyllis would have enjoyed her
offering me the universal panacea - a
cup of tea!!

I found the prayers said so very very
helpful, especially "the Kaddish" (sanctification), which my father brother and
myself intoned out loud together in the
midst of a silent congregation. The
kaddish, said by mourners, is incredibly
uplifting in that it magnifies G-d from the
depths of one's distress. This period has
given me a new belief in a transcendent
G-d.

I forced myself off the ward and back to
the residency and burst into tears, which
composed me. One of my colleagues
twenty years my junior but very mature,
came by and helped me organize myself,
including phoning my parents in Jerusalem. I discovered so very painfully that
as Phyllis was going to be buried that
night (according to hygienic considerations appropriate to the Middle East) there
was no way I could get out to the funeral
on time.

The seven days of Shiva were very demanding and yet provided an invisible
emotional cushion between bereavement
and normal daily activity. After it ended
my brother and I entered a period of lesser
mourning for a month, during which social engagements were avoided. I found
it surprisingly helpful to have these structures for mourning rather than having to
plunge into a pretence that life was the
same, for it would never be so again.

My colleague supported me for a while,
covered by one of our registrars to both
of whom I'll always be grateful. I was able
to arrange a British Airways flight the
next night. Impressively, the clerk
arranged an escort for me through the
miasma of Heathrow, which I didn't feel
able to handle in a shocked state.
When I arrived in Israel thirty-six hours
later, the traditional Jewish Shiva (literally 'sitting') had already began. Lasting
for seven days (except for the shabbat)
the bereaved family are tended and
visited by relatives and friends for twelve
hours during the day and prayers are said
periodically.
In retrospect it was salutary to see how
visitors conducted themselves in an emotive situation. There were those whose
social competency allowed them to talk
about their memories of Phyllis and let
us share them.

There were those who could not cope at
all, highlighted by a very old family friend
who in her nervousness spent the entire
visit talking about her own daughter.
I was astounded by the courage and gracefulness of my elderly parents who seemed
able to accommodate the needs of their
guests gracefully and with consideration
despite their intense grief.

Now, as the first anniversary of Phyllis's
death approaches, I miss the communal
ritual to acknowledge it which will be
observed by my family visiting her grave
in Israel. I miss her terribly and, in contrast to the received wisdom of KublerRoss and other thanatologists, I have not
felt any diminishing of my sense of loss.
Over the year my family has been maintained in morale by attending to the needs
of my four young nephews and by wonderful letters (over 120) appreciative of
Phyllis's short life: as a starred double first
from Cambridge, with an outstanding
PhD; and as a loving, devoted mother of
four small boys. A large number of people have also made donations to charities
in her name, especially her own special
charity - a residence for people with profound learning difficulties in Jerusalem.
My wife and I were able to channel our
own grief for a period by the mechanics
of transferring our own flat in Scotland
at a diminished rent to a charity for homeless people.

Through all the morass of emotions adumbrating the last year one thing has
impressed itself on my mind. The greatest loss is to lose a child. I used to think
I'd want to have as long a life as I could.
I now know that life having lost a child
is truly awful.
Martin Gaba
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Good Reasons
For Going To
WONCA...
Number Three
Irish GPs take their reputation
seriously. The Irish are
renowned for their hospitality,
conviviality and sense of humour. It will be no surprise that
a 'Happy Committee' (official
title) of jolly GPs has been
formed to be sure that doctors
travelling to WONCA 98 in
Dublin from June 14-18 will
have only one question on their
lips when they make for the
airport after the the closing
ceremony. "When are you guys
hosting the next one?"
You will spot the mobile phonewielding brigade of local doctors
throughout the conference venue,
the Royal Dublin Society, for the
duration. The volunteers from
one of the Dublin ICGP faculties
will be working hard to make
sure that everyone feels at home
and can find the toilet, their lost
briefcase, the bus back to the
hotel, and the next workshop.
The "Happy" gang will be
working closely with their
brethren, the "Welcoming"
brigade, who will be on hand in
Dublin airport to greet colleagues
as they arrive.
These will be supported by GPs
from all over the country who
have received a small discount
from their registration fees to
help out. Travel to WONCA and
you will not be alone!
Geraldine Meagan
The Employment of GPs
Locums and Assistants
Sources on the General Medical Council
tell us that a number of doctors in general
practice are employing colleagues who do
not hold JCPTGP certificates. It has been
legally necessary in the United Kingdom,
since 1 January 1995, that every doctor
who is a locum or an assistant has either
a JCPTGP certificate or a certificate
of acquired rights. Doctors who work
in this capacity without the necessary
paperwork are acting illegally, as are
their employers, who render themselves
vulnerable.

as

Health Inequalities Task Group
Would you like to become
involved in a new College
initiative on inequalities in health?

Counselling in General Practice
Study Day

The RCGP Council has recently
approved the formation of a new
health inequalities working party,
which will hold its first meeting
before Easter. The new group will
be led by Dr Iona Heath, ViceChairman of Council and its
membership will include
representatives of Scottish and
Welsh Council, the other College
Networks, and the Inner City and
Rural working parties. The
formation of this group is
therefore a fairly high-profile step
for the Quality Network and the
Council is keen to ensure that
ordinary College members with an
interest in inequalities in health
also have the opportunity to
participate.

Thursday 4th June, 1998
If you are thinking of employing a
counsellor in your practice, or already have
a counselling service that you want to
improve and develop, then this study day
is for you.
Leaders in the field of GP Counselling,
service provision, research and evaluation
will make presentations and lead practical
hands-on workshops covering a range of
issues which will enable you to enhance
the service you already provide or to set up
a service appropriate to the practice's
needs.

3rd National Conference
Managing Drug Users in
General Practice
'New NHS - Same Dilemmas:
Caring for drug
users in the New NHS'
Friday 24th April, 1998
Royal College of General Practitioners
HIV/AIDS Working Party
Venue: Murrayfield Rugby Stadium
Conference Centre, Edinburgh
A one day conference to continue the debate
about working with drug users in General

If you are an interested College
member, perhaps practising in an
area of social deprivation (urban
or rural), do consider applying for
one of the two places available on
this Task Group.
The

Practice:
The issues raised by the New NHS
* Beyond Methadone
* Research agenda, Effective Interventions
The conference is for those who are
currently working with this client group
or want to become involved, to examine
and explore current practice and concerns.
PGEA applied for.
This conference was over subscribed last
year so book early!
£60.00 + VAT

function of the Group is:

*

* To advise Council on issues
relating to health inequalities and
to assist in the formation of
College policy on these issues
* To liaise with the
Inter-Collegiate Forum on Poverty
and Health and to be responsible
for the RCGP contribution to the
work of the Forum
* To seek to ensure that issues
relating to health inequalities are
on the agenda of all College
working parties
* To develop and disseminate
evidence-based information on
aspects of inequalities in health
which fall within the capacity
of primary care to influence,
and to seek to bring such
information to the attention of
health professionals, media, and

Accident & Emergency Medicine
Conference
Tuesday, 31st March 1998

government.

Application should be made by
letter to Dr Iona Heath at the
RCGP, 14 Princes Gate, Hyde
Park, London SW7 lPU.
Further information from the
Quality Network. Officer,
Fiona van Zwanenberg,
same

address.

(0171 581 3232 extension 337)
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The RCGP is organising a one day
conference to discuss the complex issues
relating to increasing pressure on
managing emergency care within the NHS.
A range of speakers across a number of
disciplines have been asked to particularly
concentrate on the interface between
general practice and other service
providers. The meeting will be
of interest to GPs, other team members
and NHS Executive staff with particular
responsibility for emergency care. The
delegate fee to be confirmed. PGEA has
been applied for.
Delegate Fee: £80.00 + VAT
For further details of the above event
please contact:
RCGP Courses & Conference Unit,
14 Princes Gate, London SW7 1PU.
Tel: 0171 823 9703. Fax: 0171 589 1428.
Email: courses@rcgp.org.uk
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Paul Schatzberger
Sheffield
SchatzPaul@aol.com

Subject:
Dr Paul Hodgkin, home visit.
Mrs Irene Ward, recovering
from an elbow injury, with
the late Mr Eric Ward.
[Full consent to publication
has been obtained.]
Place: Council bungalow,
Woodhouse, Sheffield
Time: Thursday, mid-day,
14 January 1988

Technical:
Camera: Leica M2
Lens: 35mm f2 Summicron
Film: TMAX 400 uprated to
ISO 1250
Exposure: 1/60th sec. at f4

110%
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euripa
EURIPA: a new acronym
Internet listserver.

-

and an

EURIPA stands for European Rural and
Isolated Practitioners' Association. It
supersedes an organization called
GRAIPE (Group for Rural and Isolated
Practitioners in Europe) and was born at
a conference in Majorca in June last year.
Why an organization for European rural
practitioners? Rural practice is different
from urban practice. Rural doctors have
an extended clinical role in dealing with
medical emergencies and trauma, often
cover community hospitals and may have
strenuous on-call rotas. Support and
hospital services are often far away.
Rural cooperatives are now spreading fast
but there are many isolated parts of the
country where these arrangements may
never be practicable. Recruitment of GPs
as well as nursing and paramedic staff
with appropriate training for rural areas
is an increasing problem.

I4:

Nomination of members to

1serve on College Council

for 1998-2001
Four elected members will
retire from Council office at
the AGM of the College on
Friday 20 November 1998.
Six new members need to be
elected to serve on Council
i from 1998 to 2001. The
I ballot takes place on April
to give these members of
I
i Council more notice of
their appointment.
Any Fellow or Member of
the College may propose
another for election to one
of the six vacancies.
Nomination forms and
further details may be
obtained by application to
the Returning Officer at
14 Princes Gate,
London SW7 IPU.
(0171 581 3232 ext. 205)
Forms must be returned no
later than 31 March 1997.
I

i

Postal ballot
Voting papers for the postal
ballot will be sent to all
Fellows and Members
during April 1998. A single
transferable vote system will
be used for the election. The
I result will be declared at the
i
June 1998 Meeting of
Council and subsequently
published in the BJGP.

I

i
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These problems are common to many
parts of rural Europe and EURIPA hopes
to help address the health needs of rural
communities and the professional needs
of those serving them. It aims to consider
and set standards for good rural practice
throughout Europe, recognizing that
many of the issues relevant to rural
practice are common to other European
countries and that we can all benefit from
sharing experiences and discussing
problems.

Areas to take forward include:
* promoting health and reducing health
inequalities
* acting as a voice for rural health
issues in Europe
* setting up mechanisms for sharing
information, skills and knowledge, with
appropriate use of Internet technology.
* promoting the recruitment and training of rural health care professionals
* facilitating relevant and effective
continuing medical education
* initiating and encouraging rural
research
* setting up links with other professional
organisations e.g. RCGP, WONCA,
European Society for General Practice
* linking with other disciplines concerned with rural health care
* setting up dialogues with non-health
organizations involved with rural
development.
It is becoming more and more apparent
that rural health issues are underresearched and EURIPA has applied for

funding to explore this problem from the
European Commission BIOMED
research programme. The Byzantine
complexities of EU funding are
legendary, and anyone with expertise in
this area would be a very welcome
recruit!
A Charter for Rural Practice in Europe
has been drafted (see Institute for Rural
Health home page, below). The concept
of a European Journal for Rural Health
is currently being explored by members
of the group. Countries taking part in
meetings to date include Scotland,
Ireland, England, Wales, Denmark,
Finland, Poland, Spain, Portugal and
Greece.
The EURIPA secretariat is currently
based at the Institute for Rural Health,
Gregynog Hall, Newtown, Powys, Wales
SY16 3PW and the first President is Dr
John Wynn-Jones, a rural GP in Powys,
Wales (01686 650800, Email johnwy
@rural-health.ac.uk). The Institute
website (http//www.red.net/homepages
Iirh/) includes several pages on EURIPA,
details of representatives from other
European countries and the Charter for
Rural Health.
A listserver (an Internet newsgroup) is
now up and running. It is moderated,
which means that an individual
(moderator) looks at the messages sent
in and can edit them or comment on
points for discussion. This can allow a
lively debate on conte ises! You
do not have to con
pay) to
subscribe, just send an email to
euripadastating:lhat you
wish to join, inseting
digest"
(without the speechh mark) as the
subject of th epuil, and you wil eceive
ons. The
a weekly digs of

t tehnical
RCGP is kindly pro
back-up and if you have cwmectdon problems, ask Nigel -:ll at RCGPP London
(email: nhaH@-rcgp.or.uhk-). In a
listserver newssgrop, the,oresubscribers, the more interesting (and uinpredictable) the results, so feel free to join in.
For the listserver, I would be interested
in personal experiences thPs have had
loums
in recruiting partes, assi
or nursing staff. CntriIos O rural
illnesses (zoonoses etc), rural mental
health, expectations of rural patients,
access to health care issues, out-of-hours
problems, emergency care, and use of
information technology would all be
welcome.
John Gillies
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map - conference, jan 98,
warrington, uk
r
in the Mersey FaIculty
L,ast yea a group
started w ork on developing a metlhod by
which prospective members of the
College cotuld be assessed on their
pertormance in practice. The purpose is
to dlevise a mietlhod of entry into College
imiemiibership other tlha.n the MRCGP
exaLm. We have consulted 175 general
practitioners around the countrv frolm
sinall practices.
Ial ranllg!e Ot groups
recent MRCG P candidates and overseas
cloctoirs beina just a few of themii. This
was by imeans of a two-stage 'Delphi'
consultationi asking 'what aspects of a
doctor s performance are imnportant to
assess.?'

Next camiie a face-to-face discussioll Of
the issues. To do thlis we arr-anaed a
conrlerenice in Warrington wlich was open
to ansvone who wislhed to cointribute.
Sixty people camiie on 13th January.
pre1paired to spend an energetic day
discussino the results ot our eairlier work
and to take it forwvard. Their collective
experiewnce and wvisdomi cotntribLuted to a
a serics ol
Imost Usel utLitcoie:
1l
statements abotit the assessmiet of GPs
performance that we should be able. with
a little m(ore revision, to try out in
VOluLnteer practices.
The JaiLiary Counllcil hals approved the
gellerlfl principles oi MAP and. later in
the year, will be considering a much1 more
w\orked-thlrLouhll schemne. Like its
relaltioni, Fellowship by Assessmiienit, we
will have to revise it in the liglht of

experienice aLndt chaLnging practice. Tllere
is still much to dlo to produce a robust
imiethod of assessing colleag-'Ues that
candidates, atssessors aLnd the professionl
ait large c.an be happy wvith. Furthermore.
it ha.!s to be eClUiV.ldent to the exminill
rig10ou-r andti standard.
We shall soon be writing to acuLlties
asking,el)r Volunteels to pilot the early
staLges of PN1AP in practices. Whleni it
re.ches its first otficilil v ersion, over 300
people will haive becn involved in its
creation in somice "`^ta. Then we hiope it
vIll tfind its place in the ranlge of
assessments otffetd by the College that
not only set a st m1d ir d to a.spire to and
mllaintAin. but lso to hcelp uis care for our
patients ,As well ats we can.
John Holden

John Wearne

A short history of socialized medicine... 6
Enlightenment and Endowment Hospitals in Social Medicine
In 1654, St Thomas's Hospital was allegedly "much offensive by unwholesome smells
occasioned.. .by the settles fixed to the bedsteads therein, wherein under the beds cannot
be washed nor swept". Minimal maintenance of the medieval fabric housing 272 beds
led to virtually complete reconstruction by 1709 at a cost of £3,718.
Re-indoctrination of employees was more difficult. In 1683, St Thomas's and St
Bartholomew's, the remaining two hospitals for the sick poor, were placed under a
Commission for Hospitals following an inspection of staff votes in the poll book. At
its first meeting, the Whiggery of St Thomas's suffered: out went physician
Richard Torlesse, surgeon Thomas Hollyer, the chaplain, steward, clerk, rentgatherer, porters and even the beadle. Tradesmen were to be employed "as are truely
Loyall and well affected by government". Clinical governance also protected patients;
John Browne, fourth surgeon was suspended in October 1689 for "considerable
operations" without colleagues' agreement.
A governor, Sir Thomas Guy, used stock market gains to build a new hospital
alongside. Guy's Hospital admitted the incurables and lunatics that the older
institution refused, and was part of a new phase of general hospitals in London; the
Westminster opened in 1720, St. George's in 1733, the London in 1740, and the
Middlesex in 1745. The pattern of charitable foundation of hospitals spread
throughout England and Scotland, industrial cities following agricultural towns. After
1718, when the leading London surgeon-anatomist, William Chiselden, moved his
lectures to St Thomas's, hospitals were increasingly used for clinical instruction but
it was the next century
remained under the control of prominent lay governors
before the rise of specialist hospitals strengthened medical influence. Handel was a
governor of the Foundling Hospital, established near to Great Ormond Street by
Thomas Coram, a master mariner, to care for abandoned infants. Several
performances of the Messiah were given at the hospital, and it was later bequeathed
a score.

Recognizing the misappropriation of lump-sum bequests, Georgians sought
two guineas a year allowed the nomination of pasubscriptions from the living
tients, for hospital admission was not yet the privilege of doctors. The feckless, undeserving poor, however needy, were excluded, beds being saved for such worthies as
domestic servants. Later in the century, an enlightened group of non-conformist physicians recognized the needs of these rejected paupers and started dispensaries, where
the new scientific medicine taught in Edinburgh was espoused and made available to
outpatients. The first was opened at Aldersgate Street, London, in 1770, by John
Lettsom and was followed by others supported by different charities from infirmaries
in industrial towns and cities. Only in Manchester was a site shared, at Piccadilly
Gardens, where the leading physician, Thomas Percival, introduced a home visiting
service in 1781. Unsurprisingly, this was delegated to the assistant physicians and
ultimately the physicians' clerk!

d

Jim rora

"the new scientific
medicine taught
in Edinburgh..."

Sources
I Rose C. Politics and the London Royal Hospitals. 1683-92. In: Bynam, Porter (eds). The Hospital in
History. London: Routledge, 1989.
2 Flude K, Herbert P. The old operating theatre, mulseum anid herb garret. Southwark, 1995.
3 Colston E, Thompson H. Medical Londonz - a brief historical gutide. Stuart Pharmaceuticals, 1986.
4 Granshaw L, Porter R (eds). The hospital in history. London: Routtedge, 1988.
5 Pickstone JV. Medicine anid industrial Society - hospital development in Manchester: 1752-1946.
Manchester UP, 1985.
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A new model for medicine - the Health Engineer
The age of the doctor-scientist is dead
Long live the Health Engineer!

-

Although it would appear that evidence,
efficiency, equity and empowerment
reflected the key issues within the NHS,
lying deep beneath these constructs is a
more critical debate - the modern
against the post-modern, the directives of
science against a framework of uncertainty. How can doctors proceed in this
conflicting environment? Is there an alternative model to the narrow confines
of the biomechanical 'Doctor-Scientist'
that we have inherited?
The application of science to medicine
- was
consolidated in the late 19th century.
With it was born the modem view that
the methods of science would transcend
the psychological, social and cultural
forces that had shaped previous views.
Competence to make judgements about
the nature of reality shifted from life
experience, in which patient and doctor
were roughly equal, to one based on
technical experience, where private
judgement was surrendered to expert
authority as a system evolved that was
consolidated by professional association
and confirmed by legislation. Enter
evidence-based medicine (EBM) and its
ultimate instrument, the randomized
controlled trial - 'a thing of beauty'.1
Now the essential truth of the world
around us could be discovered and consolidated, with interventions directed by
explicit guidelines derived from rigorous
inquiry. But early warning signs were to
go unheeded. The foundation of modern
physics was to be one of uncertainty.
- 'the paradigm of certainty'

References
1 Cochrane AL. Effectiveness
and efficiency: random reflections on health services. London:
Nuffield Preventional Hospital
Trust. 1972.
2 Mathers N, Rowland S.
General practice - a postmodern
speciality? British Journal of
General Practice 1997;47:177-9.
3 Hodgkin P. Medicine,
post-modemism and the end of
certainty. BMJ. 1996;313:21-8.
4 McManus, C. Engineering
quality in health care. Quality in
Health Care 1996; 5: 127.
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In a chaotic world, it is easy to be
seduced by the reasoned directives of
EBM. But our search for certainty may
be destined for disappointment as we
attempt to impose a spurious rationality
on an inherently irrational process. Are
the results of EBM just the shadows of
external forms and ideas that will forever
be beyond our grasp? Mathers2 suggests
that knowledge acquired by the scientific
approach may be contaminated by the
mind of the investigator, and that the
status of any knowledge we obtain is
merely a reflection of the method by
which we come to know it. Postmodernism is concerned with the
process of knowing, and of how our
minds form an integral part of that
process. To the post-modern eye, the truth
is not out there waiting to be revealed,

but something constructed by people,
always provisional and contingent on
context and power. A description of
reality is only an ever-changing
approximation which, as we make it more
real, slips from our grasp.
The tension between empiricism and
scientific insight is not new and can be
traced back to Ancient Greek literature.
GPs have always understood this debate:
that facts are perceptions viewed through
changing forms of reference, and that we
are unaware of the deep cultural rules that
influence the way we think, believe and
act; that there is a dissonance between
what we say we do, and what we
actually do in practice, between the
official version of our culture and our own
individualized version of it; that clinical
problems are often multiple and complex
and that patients 'with the same disease
do not necessarily have the same
sickness'. In primary care, decisions are
often based on past experience, future
expectation and complex human interrelationships. Structured systems that can
be examined by a highly analytical
approach rarely exist, and, as tasks
become less organized, intuition
predominates. In this environment,
context and perspective rule, and decisions are often made on the basis of the
very confounding factors that the
randomized controlled trial seeks to
avoid. And medical research continues
to exert little impact on the delivery of
primary care, which still relies to a large
extent on experience, opinion and invalidated treatment. But perhaps GPs know
something that Cochrane did not about
the subservience of scientific evidence to
wisdom?
Before I studied medicine I was a
chemical engineer. Engineers are
pragmatic people, who accept a degree
of uncertainty and inconsistency.
Like people, chemical plants are
complex systems: frustrating, illogical,

unpredictable, untidy, fascinating,
infuriating, challenging. Problem
solving using inferential statistics would
be inappropriate in this context. Despite
the development of complex computer
models, engineers still approach
problems with a combination of
fundamental principle, empirical
observation and intuition. Sometimes
trial and error prevails; occasionally
disaster strikes. Complex systems in
post-modem times call for an approach
that can integrate the often conflicting

I

1114

The British Journal of General Practice, March 1998

dictates of evidence, economics, equity
and empowerment. Could the 'Health
Engineer' be the model for medicine into
the next millennium? The definition of
an engineer gives the clue: 'Engineer'(Latin ingenium clever at contriving.)
'Engineers transcend the use of the
scientific method, utilizing materials and
natural resources for specific systems.'
-

Ftorthcoming

McManus4 has argued that health care is
really health engineering, and that we
must look to other forms of information
than those provided by the randomized
controlled trial, drawing on other
disciplines from the social sciences. In
real life, patients and doctors operate
in a complex, chaotic environment,
negotiating across the 'dangerous
interface between illness and disease';
different today from yesterday, different
again tomorrow. How can science pin us
down as we continually reassess our
previously formed images of reality?

t.it.le.s

for 1998
UPDATED AND REVISED to cover
the changes in the MRCGP exam,
3rd edition MRCGP Exam Book
A Guide for Candidates and Teachers.
Publication date plannedfor early March.
-

In this rapidly changing world, the
nature of professional association
between doctor-scientists may have
inhibited the development of health care.
An unchallenged historical continuity has
bred an institutional inflexibility that has
been slow to respond to the fundamental
the
changes taking place in society
quest for certainty favouring consolidation, orthodoxy and authority. Uninhibited by the shackles of traditional
professional association, engineers
readily encompassed new ideas in
different environments. A systems
approach forms a natural framework for
problem solving, and working in teams
is second nature. There is no overbearing precedent.

NEW Fellowship by Assessment gives the
experiences of the first one hundred to
undertake this process.
Publication date plannedfor April.
NEW Occasional Paper
available March.

on

Genetics,

These, and other

The Health Engineer approaches each
process as a complex and uncertain
system, framing and re-framing problems
in a way that is dependent on context and
perspective. Out of uncertainty, trust
could be grounded in a mutual
recognition of the vulnerabilities of both
parties. Health Engineers use theory,
research, computers, experience,
intuition, oily rags and spanners to
achieve order out of complex, messy
systems. They seek honesty not truth.
Their aim is to maximize the rational,
eradicate the irrational, and live with the
uncertain. Solutions are often implicit.
Results are satisfactory, not optimum.
Late on a wintery Friday night with a
surgery full of extras, often a well-timed
blow with a wrench will suffice.
David Kernick
The British Journal of General Practice, March 1998

I

publicaio6ns,

available

are

fromi

Office, 14 Princes Gate,

RCGP Sae
Hyde Park
Telepho

Londoni
e:

0171

SW7 I PU.
236968

(between 9.30-4.30)
or fax orders

to: 0171-25-0629.

E-miail: sales

@rcgp.org.uk

Credt cad orders can be placed

using

our

24 hour

answerphone:

0171-225-3048

I
1115

prevent Epidemics and History from
being thoroughly stimulating and
engrossing, even if the reader need not
necessarily accept every one of the multitude of theses advanced.

Clueless (RCGP Publications,

London. 1997). a video and
tutor's manual to hellp registrars
(aid others !) to lear-in about
CoInsultillg with adolescents,

produLced by the Adolescent
Workine Pamrt oi the RCGP.
Brief, acted v ignettes shfow
different situations in whilch
adolescenrts etncotunter GPs,
follow ed by a de-briefincg
interview with the patient still
in role, with appropriate pauses
for discussion shown on the
tape.

A girl seekilln post-coital
conitraceptioni meets a
receptionist who asks wlhy she
wanlts to sce a female doctoiLtireerntlv.
A boy with sub-optimal asthma
colntrol enicounters a thorough
btit too parent.al' GP who
miisses the real problemns ot
emb.larrassrmient with nhalers.
and recreational drLtg use.
A girl conisults with hier mother.
wh1o has to be 'excltided from
the consuLltation to enable the
doctor to find out that the
daulghter is pregnianit.
Aniotlher embarrassed teenager
complains of a sore throalt, aiid
meets an almost unbelievably
'doctor-cenitrecl' GP who minisses
the depression.
In each case, Chris Donovan

initer-v iews the 'patient' after the
constiltation de monstrating
bettei w ays of communicating
with teenll.ye patients, and
reveals the 'real' problens
when teenagers 'opeln Lip'.

This is a supeibly designed.
totally convincing, very
relev\tnt teaching aid, which
lasts only 11 minuites. but
would cenerate more than
enotigh stimulus for onle or
mOte gt-Oup discussioIns. Its
style is subtle. not didactic:
I think registr-ars aind
undergriaduates. will enljoy it!
Peter Campioni
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In 1976, Professor William McNeill
published a remarkable book. Simply
entitled Plagues and Peoples, it was the
first sustained attempt to incorporate
historical epidemiology into the
interpretative narrative of mainstream
history. Previous historians had noted, for
example, the impact of the Black Death
on the society of feudal Europe, or of
cholera on nineteenth-century Britain.
Hans Zinsser, who was by profession a
bacteriologist, had written an eccentric
but very entertaining book, Rats, Lice and
History, in which he showed how
outbreaks of typhus often upset the
schemings of kings and generals. But
McNeill's work established the general,
rather than the specific, relevance of the
history of infectious disease to our
understanding of the unfolding of human
history as a whole. Epidemic disease was
added to the factors that the historian
routinely could and should invoke in the
explanation of social change McNeill's key example being the crucial
role played by smallpox in undermining
Aztec and Inca resistance to the Spanish
conquistadors.

Epidemics and History is a major
contribution to the worthy tradition
established by Plagues and Peoples.
Watts' range is as wide as his
predecessor's - there are chapters on
plague, leprosy, smallpox, syphilis,
cholera, yellow fever and malaria. His
learning is as deep. The bibliography is
very extensive and might provide a
useful introduction not merely to
modern work on the history of infectious
disease but to the recent historiography
of medicine as a whole. The period
covered stretches from 1347 to the
present day. The author's viewpoint is,
moreover, refreshingly non-Eurocentric:
in each chapter, accounts of the European
experience are paired with examples
drawn from elsewhere in the world. We
learn about plague in Egypt, syphilis in
China, yellow fever in Brazil.
Sober scholarship, in the McNeill mode,
is spiced with more than a hint of
Zinsser's idiosyncrasy. Watts' narratives
are highly coloured, opinionated and
explicitly perspectival. His style is quirky
and sometimes repetitive. Occasionally,
and more worryingly, the literature
referred to in the footnotes does not quite
substantiate what is claimed in the main
text. But these shortcomings do not

Readers of the BJGP may find it
sobering to consider Watts' account of the
syphilis crisis of nineteenth-century
Western Europe, and in particular his
contention that a substantial proportion
of the problem was iatrogenic in origin.
His argument, drawn together from a
substantial body of scholarship by a
number of authors, is threefold. First, the
medical profession actively participated
in what amounted to a conspiracy to keep
lay people uninformed about sexuality,
and thus in danger of ignorantly
exposing themselves to infection.
Secondly, it is very likely that many
healthy women were infected by means
of the speculae used in the compulsory
medical inspection of suspected
prostitutes. (Apparently, such speculae
were popularly known in France as 'the
State Penis'.) Thirdly, many doctors,
particularly in Britain, ascribed such
terrible dangers to the practice of
masturbation that worried men were
frequently advised that visiting prostitutes
was the healthier of the two alternatives.
Catastrophic consequences often
followed. Watts also lays much of the
blame for the dissemination of cholera
throughout India on the shoulders of the
British Administration and its Medical
Service.
As I say. there is much in Epidemics and
History to stimulate reflection and
encourage debate. It is a timely as well
as an interesting book, given that recent
events have forced both doctors and
historians to look again at the problem of
infectious disease and at how
successfully, or otherwise, humanity has
responded to the challenges posed.
Makolm Nicolson

'No one should have to put up with this
in our day and age: something has just
got to be done.' If statements like this
from patients make your pulse quicken,
then reading this book will probably be a
Damascus experience.

David Greaves traces tension in the
philosophy of Western medicine from the
time of ancient Greece. Embodied in the
currently dominant myth of Aesculapius
is the physician who attempts to identify,
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classify, diagnose and cure disease.
Disease is defined in biological and
statistical terms, and health as the absence
of disease. This was perhaps most clearly
expressed by Koch's postulates, which
link causal agent, pathological lesion and
clinical syndrome. Diseases are caused
by agents that we can see (when we invent a powerful enough machine) and
cure (when we discover an effective
treatment). Although the clinical method
of general practice appropriately
broadens the consultation beyond the
biomedical, it nevertheless shares the
assumption with other disciplines that
more sophisticated interventions and
outconIre measures will result in the
progressive eradication of uncertainty
from clinical practice.
The dominance of this 'Aesculapian' view
of medicine, and its assumptions about
the elimination of 'mystery' from health
care, are dangerous and futile. Mystery
is not the same as mysticism: Greaves defines it as 'an all-encompassing element
of indeterminacy, such that there is
always a degree of uncertainty in both the
theory and practice of medicine'.
Impressed by its apparent progress in
diminishing 'mystery' over the past 150
years, people have come to knock on the
door of biomedicine in search of certainties that it can never provide - hence
the sense that there must definitely be a
biomedical solution for every problem.
The lure of certainty, and the sense that
biomedicine owes them a cure, diminishes
self-reliance and sense of community, and
impacts negatively on help-seeking behaviour. Moreover, the elimination of
mystery is a false search for a new holy
grail because every advance in medicine
has the potential to increase uncertainty.
For example, the availability of predictive genetic testing raises questions about
how and to whom they should be offered.
While we spend more on technologies
with ever-diminishing returns in
combating uncertainty, the process
heightens expectations, and inevitable
disappointment results in litigation,
changing doctors, and demand for more
referrals, investigations and treatments.

If the fundamental imbalance towards the
reductionism of biomedicine is to be
rejected, where does redress lie? Always
present, but under-emphasized, especially
in recent times, is the 'Hygeian' view of
medicine: instead of the absence of
disease, health rests in the harmonious
balance between individual and
environment. Key to this view is
accepting the inevitability of 'mystery'.
Perhaps the greatest and most difficult
achievement in medicine today is

helping an embryonic 'heartsink' patient
to accept that biomedicine will never
provide a magic bullet cure. Embracing
'mystery' is usually the point at which
constructive, Hygeian adaptation can
begin. Encouraging acceptance of
uncertainty from the start, and examining and investigating to a certain point,
then drawing a line and focusing on the
best ways of maximizing potential, given
the patient's unique environment and
suffering, is the most promising road to
well-ness.

Instead of promising people more
certainty, Greaves argues that health
service's research should be leading
society in promoting a new way of
thinking about the goals of health care.
The question, 'Should we do it?'
(consideration of values), is far more
important than, 'Can we do it effectively?'
(evidence-based medicine). The
'inevitability of medical progress' faces
its most penetrating cross-examination
that I have ever encountered.

This book is part of a philosophy series.
However, its author is medically trained
and was once a general practitioner. He
has not forgotten that most doctors relate
well to concise, straight talk. Reflective
and socially interested practitioners will
find themselves fundamentally
re-evaluating their professional objectives
after reading this book. It is a pity,
therefore, that although published over a
year ago, Mystery in Western Medicine
has received almost no air time in
medical circles. Will this truly radical text
simply be ignored by the medical
establishment?
Chris Butler

Decisions about end-of-life issues and the
withdrawal of treatment have always been
difficult for doctors, but, in an age of
patient rights and declining medical
paternalism, such decisions are
increasingly complex and based on a wide
range of considerations. In a pluralist
society, reaching an ethical consensus is
more difficult that it may have been in
any previous age. Until recently,
undergraduate education in the principles
of medical ethics in this country was at
best sparse, and many entering practice
in which such decisions are encountered
find negotiating the moral maze
increasingly difficult.

The British Journal of General Practice, March 1998

The Dax Cowart case is a particularly
powerful example of a difficult ethical
decision with a complex background of
clinical and other considerations. In 1973,
at the age of 25, Dax Cowart was
horribly burned in a freak car accident,
leaving him blind and bed-bound, needing painful daily treatment in antiseptic
baths. He requests that his treatment
should be discontinued and he be allowed
to go home and die. This CD ROM goes
through the evidence on which such a
decision should be made, looking at a
number of issues: pain; quality of life;
patient rights; medical obligations.

The method for decision-making is
inquisitorial rather than adversarial, and
allows the participants to weigh
particular pieces of evidence and accept
or reject information as relevant or not.
The user may agree or disagree with a
wide range of statements about the case
and thus build up a final decision about
the central question: does Dax have the
right to die?
The CD ROM is as close to life as
possible, and does not flinch from
demonstrating a difficult, real-life
dilemma. The pieces of video are graphic
and disturbing, and Dax's pleas to die are
heart-rending. The user is not allowed to
sit back and view the process as an
academic exercise; ethical decisions and
their justification are required.
Criticism could be justifiably levelled at
the CD ROM and the accompanying
teacher's guide. The snippets of video and
audio are too short, although they are
backed up with text. The viewpoint of the
authors is unapologetically North American, and this is reflected in their eclectic
'select bibliography', which represents
current American rather than European
ethical thought. While the CD ROM is
fairly straightforward, the teacher's guide
is riddled with jargon and reflects
the writers' backgrounds in academic
philosophy.

On balance, however, the CD ROM will
be a useful tool in the teaching of ethics
to undergraduate and postgraduate
students of medicine. It will be helpful
in providing a framework for decision
making. It would be particularly useful
to GP registrars and their trainers, whether
in a one-to-one tutorial or, more likely,
in the group setting of day-release
courses. In either setting, the presentation
of a fascinating and moving case such as
this will rightly prompt much ethical
thought and discussion.

Paul Keeley
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Moab is my washpot
Stephen Fry
Stephen Fry's recently published autobiography 'Moab is my washpot' is an extraordifunny, tragic, ultimately draining read. For a generation of thirty-somethings, Fry
has become something of an unlikely idol. His combination of wit, ferocious intelligence,
liberalism, coruscating self-deprecation, plus his now lapsed celibacy have combined to
make him paradoxically the most and least tangible of superstars. No one who listened to
him beguiling Sue Lawley on Desert Island Discs or saw him utterly dominate a 'Past vs.
Present' Oxbridge University Challenge, which included John Simpson amongst others,
will easily forget either experience.

nary,

Some readers should be wamed that they will find his language unacceptably coarse. It is
tempting to say that he 'swears like a trooper' but it would be closer to the truth to say that
he swears like someone who attended an English public school in the 1970s. Whatever
the explanation, anyone who is liable to look askance at the sight of someone with Fry's
felicity with language filling a page with four-letter words of the C-, W-, F- and SHvariety in incoherent fury at his inability to sing in public, may be better off looking
elsewhere.

of 'Dolly'. and exploits the
subsequlent hysteria surrounding
the possibility of human cloning
running amok.

For the rest of us, the story of Fry's remarkable descent into delinquency from a perfectly
unremarkable, respectable and loving family environment is compelling, unsettling and
instructive. He is often embarrassingly candid (at least about himself; some of his contemporaries escape identification), so much so that the reader may fancy him/herself to be
hearing a confession. And the confessions are riveting: stealing from the handbag of a
pensioner and the grandmother of his host, stealing and making wild with the credit card
of a friend's father. He deals in detail with the disintegration of his life around the twin
crises of his eccentric refusal to 'fit in' at school leading to thieving, lying, and reckless
living on his nerves, and his sexual awakening, most vividly demonstrated by his obsessive attraction to a younger boy.

'Spares' are cloned copies of rich
people's children, kept viable in
an external womb until needed.
If the original 'twin' experiences
bodily damage, the required bit
is harvested from the spare for an
autograSt. Bingo no rejection
-

worr ies.

Having a prodigious memory, he is able to recollect events that will strike numerous
chords in anyone whose experiences in any way resemble his own. His description of the
bizarre rituals of public school life (Grammar school life too, in my experience), and his
ability to place his experience in the context of the times and popular culture, make for

Smith writes the story as a thriller,
detective, cuin sci-fi novel,
and, despite the genre mix up, I
was hooked veiy early on. 'Clues'
to the action sneak up on the
reader, becoming obvious only
with hindsight. Switching
between the protagonist's past
and presenit, Smith bulilds the
tension towards the clitmax. To a
reluctant technophile, Smith's
depiction is based in a future not
too dissimilar from our present to
be unimaginiable. Scene-setting
gives way to pure science fiction
with the introduction of 'The
Gap': a surreal and truly scary
place, drawn from America's
collective nightmares of Vietnamn.
The storylines come togetlher in
the unexpected and brutal climax
well before the end of the book.

cum

nostalgic reading.
Yet, I do not intend to give the impression that this is a comfortable book. Fry is wildly
and violently opinionated, at least when he is not being painstakingly fair-minded. He is
incapable of accepting received wisdom without debate. He derides the mystic and usually harmless diversions of tarot cards and astrology, yet appears to argue that the physical
and sexual abuse of children in public school is not harmful. I think that he is loath to
acknowledge his power and personal resources. That he may feel that his later problems
cannot be associated with the brutality of the discipline meted out to him is one thing; it is
not quite enough to argue that such corporal punishment can never be harmful. Similarly,
his recent stated opinion that 'everyone should try ecstasy, since one should try everything once save incest and Morris dancing' is a good example of both his wit and his
inability to extend beyond his own experience, or to recognize how, for someone in his
esteemed situation, the most trivial uttering is prone to be publicized.
In parallel, and somewhat at odds with this opinionated and outspoken style, he is relentlessly self-critical. The story of his descent into criminality leading to and, in particular,
subsequent to his expulsion from Uppingham, is told in remorseless detail and without
self pity. The realization of the torment to which he has exposed his family is perhaps the
dramatic climax of the story, and his acknowledgement that whilst writing he is in tears
caused this reader also to reach for the tissues.

Smith's imag-ery is shockingly

graphic in places, whilst never
strayinig into the realmn of the truly
tasteless. This is not a book to buy
your mother, but the lack of sex
and minimal use of gratuitous
languaae surprised me. If you
like Raymond Chandler, Isaac
Asimov and Douglas Adams, you
will enjoy this book. I certainly
did, despite the dust jacket promo
being way off the mark.

Finally, it is also a very funny book. It is a cliche to say that something made you want to
laugh out loud and also to cry, but this book had that effect on me. Fry's description of his
deliberate failure of physics 0 level, in which he spent the entire exam irrelevantly drawing a bicycle, or his interrogation by the police (nice cop and even nicer cop) are hysterically funny, more poignantly so in the midst of tragedy.

Cloning and medics get a
drumming. Leave it on your desk

exasperated, by young men on a seemingly relentless descent into hopelessness may at
least gain some insight into the thinking of this unhappy and marginalized clientele.
David Tovey

and scare your patients.
Tina Ambury
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As a GP it is interesting to wonder whether any intervention could have helped Fry avoid
the humiliation into which he remorselessly sank, and that could have been literally the
death of him. He is of course sufficiently unique, if only in intelligence terms, to limit the
generalizability of any conclusions. Nonetheless, those of us who are consulted, and often
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Gallstone Grove, tales from tomorrow.
Episode 2. The great cholesterol screening disaster.
It started on the day the Major launched a Chieftain tank through Covent Garden as he was late for das Walkure. Forced to
take early retirement, he became the driving force for the Gallstone Grove Patient Participation Group. The waiting room
became transformed by the installation of a Medline terminal.
It was mainly the elderly ladies who caused the problem. Instead of coming in with a scrap about the latest wonder drug
from the Daily Scrag they came in with shopping trolleys full of recent literature on toxoplasmosis carrier states, or
requests for Digital Intravenous Subtraction Angiography.

One morning Dr Max Phobius heard shrill insistent voices from the waiting room. The
Major was leading a little group chanting, "We want screening, we want screening!"
There was a second group led by the WI Chairwoman, Mrs Spong, forming a line
opposite the Major, chanting, 'Primary prevention? NO NO NO!' Phobius
had to move fast, or there would be blood on the floor. He seized control
and formed a focus group. "All right, you can all put your case. I
want a good clean fight, one paper each, and no conferring."
"I say," the Major bellowed, "it's really all quite cut and
dried." He was waving around a Report from the Archives of
Internal Medicine, 1988. "Trials show that lowering cholesterol
reduces heart attacks. All adults should have their cholesterol
checked every five years, by George, and 25% of the population should
have intervention."

The situation was looking ugly as Mrs Spong advanced, waving a 1993 BMJ
menacingly. "Here is a meta-analysis of 35 trials of the effect of cholesterol
lowering treatments on death rates." She acknowledged the admiring "Ooohs"
from the other WI ladies. "Davey Smith found reduced death rates only in
patients initially at very high risk. In the majority, treatment significantly increased the death rate. So lowering cholesterol levels may cause significant
harm to 91% of the population." She paused, slightly breathless and flushed, as
Phobius made a mental note to adjust the dosage of her HRT.

"Meta-analysis?" spluttered the Major, "more like metaphysics if you ask me. I've
not seen so many incompatible subgroups bundled together since the opening of
Planet Hollywood!"

One of Mrs Spong's less favoured proteges decided this was her big moment. Somehow Mrs Mansard-Roof had never been accepted by the WI matriarchy. She gave off
a slight whiff of "Mixed Grill" by Lancome. "The Family Heart Study Group" - She twitched
as Mrs Meerschaum ruthlessly cut across her. "I think you'll find the OXCHECK Study Group, 1995
covers the same ground, dear. It reports on health checks performed by practice nurses." The Major muscled
in, "Exactly my point. The mean serum cholesterol was 3. 1% lower in the intervention group."
Mrs Meerschaum's breathing quickened as she regrouped for the kill. "Yes, but this paper studies risks, not outcomes. Are
we treating numbers or real people - or what?" She paused in triumph as the WI ladies gave a round of applause.
Ms Sheila Bilabong, a visiting delegate from the thriving Alice Springs Womens' Institute, interjected, waving a copy of
The Medical Journal ofAustralia, looking marginally less attractive than a bottle of Walamaloo Creek Shiraz 1995. "Barratt
and Irwig, 1993, reviewed nine meta-analyses, confirming the possibility of harm from primary prevention. So stick that
up your digeridoo Bruce."

No one was going to deprive Mrs Spong of her moment of triumph as she paused to adjust an errant suspender. "So Major,
what about Stoate H, 1989? He administered Goldberg's general health questionnaire before and three months after screening.
There was a significant increase in psychological distress in the screening group but not in controls."
But Mrs Spong's contribution was cut short by a loud mechanical rumble as the Major's wife smashed through the wall of
the waiting room in an Army Surplus Chieftain. Phobius said afterwards that it was a most unfortunate coincidence that the
bronze bust ofArchie Cochrane was flung in the direction of Mrs Spong with such ferocity. But there again the good doctor
always had been fearful of the hidden perils of the screening debate.
The British Journal of General Practice, March 1998
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uk council, 30 january 1998
Primary Care - Current Developments
John Toby introduced a paper setting out the
current developments in Primary Care, in particular the most recent White Paper, The New
NHS, which sets out proposals for replacing
the internal market in England and focuses
on structures, quality and efficiency. Council
noted the work being done by Scottish and
Welsh Councils in response to Designed to
Care and Putting Patients First.

New Year's 1-ionours List
Council conriatulated three
(C>olle"e members who were
reco"rnized in the New Yeiar's
Honouis List: Drs Williami
MNI,usonid Darshan Sur] wlho
both receixved an MBE for
serxices to mliediniiie, and Dtr
Lotte Newman who received a
CBE for services to medicine.

College Bud(get,
AAnniiual Subscriptionj
CouncLil1 approved the Col lege
budget and tthe (ilannLal
subscriptiotn for 1998-99. In
is
th bti(dlet as
presen-tillg lloi
Honorarv Treiasu rer Yony
Mathie rcorniniendcd that.
given the overall healthy state
of the C(ollece s fillances. thcrc
shouldbhe an1 allowaince fol ai
small deficit ot E X*2-5 0.
Council approvcd a SLnbsciiption r ite of £273. The new
bilds appirOve'd inCI1tide thle
implcme nting ot EI SNstcnl of
RCGP accreditation and
approxval oflhospital posts. the
continuiig woik on \AlR\ the
holdin- ot' e,ilon il h.icUiltv
workshops tolhelp ldl faiculty
stlff oain (I better tindei standing of kex uct-eas of(Collcee
activities such as contimutinm
professionaol delclopmnent aiid
1tel lowship bw assessincut
and contiLntiii1 inteinitional
activ itics.

Euttllanisia
Counicil rnoted the settinw up ot
the loint Workin" Pirtv with
the Royal College of Physicialns, which intended to pro'ide itI anailvsis of the issties
relati ,n to etithinisia. Thcere
wotldk be twelve nieinbers of
the Workino- Paityv which will
an
be chairedl bv (atithoritative

non-medical

figure and
represent a vaiietv of xiews,
inCludinog ieligious perspectives The Colleoe s Committee
oni Medicail Ethics will discuss
the isstLie at its Febrrtiarv
rneeti nl}
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There were proposals in all three White
Papers that the College welcomed,
particularly on Quality, Clinical Effectiveness
and Developing Partnerships in Care. There
were, however, concerns in other areas, such
as the need to ensure high-quality general
practice and support for general practitioners
throughout the United Kingdom, the management of unified budgets and the nature of
clinical governance. John Toby will
coordinate a College response to The New
NHS which will emphasize that it is essential
to build on the strengths of current general
practice and will point out the implications
for resources if high-quality care is to be
delivered. Scottish and Welsh Councils will
complete their responses, taking into account
the College's UK-wide perspective and
policies.

Parliamentary Report
Council noted a report setting out some
recent activities at Parliament in which the
College has an interest. These include giving
evidence to the Inquiry of the House of Lords
Committee on Science and Technology into
Resistance to Antimicrobial Agents, and the
Inquiry of the House of Commons Health
Committee into the relationship between
health and social services. Iona Heath has been
appointed as a commissioner on the Royal
Commission into Long-term Care for the
Elderly. The Government has asked the
Commission to report within a year. The
College has also been asked to participate in
the All Party Group on Primary Care and
Public Health, chaired by College member,
Howard Stoate MP.
Devolution
Council noted the progress of the bills for a
Scottish Parliament, a Welsh Assembly and a
Greater London Authority, should a majority
vote in favour of an authority in a referendum. There will be more detailed proposals
submitted to Council after Scottish Council
has discussed devolution at its next meeting.

Reconfiguration of the Networks
Council approved a reconfiguration of the
networks to take account of current College
activity. The Services Network will be extended to include the Inner City Task Force
and the Rural Practice Group. The Quality and
Clinical Networks will be united into one
Quality and Clinical Network under the chairmanship of Lindsay Smith. An Assessment
Network will be established, which will coordinate the College's activities in assessment

issues such as the Examination for Membership, Membership by Assessment of Performance, Fellowship by Assessment, and
Recertification and Accreditation.

MRCGP and Summative Assessment
Council noted that amended Vocational Training Regulations for England and Wales and
for Scotland had now been published and
came into effect on 30 January. The Regulations put summative assessment for registrars
entering vocational training on a statutory
footing and enhanced the powers of the Joint
Committee to supervise training. Council also
noted that the JCPTGP had agreed in
principle that candidates who are successful
in the examination leading to membership of
the College and have a satisfactory trainer's
report should be considered to have
satisfactorily completed summative
assessment. Discussions are continuing on the
details of how the College Examination will
fit in with summative assessment under the
regulations.
Stress Fellowship
In noting the final report of the Joint RCGP/
DoH Fellowship, Council congratulated the
Joint Fellows, Ruth Chambers and Richard
Maxwell, for their considerable achievements
over the past three years. In particular,
Council expressed the hope that the
occupational health for general practitioners
initiative should be built on and brought to
the attention of health ministers, who
themselves had recently stated that a
comprehensive human resource strategy was
needed for the NHS.
Sports and Exercise Medicine
Council approved the constitution of the Intercollegiate Board of Sports and Exercise Medicine (SEM) of the Academy of Medical Royal
Colleges, which will promote education and
training in SEM and set up a diploma examination. One of the sponsoring Colleges will
provide the administrative support for the
Board.

Fellowship by Assessment
Council approved revisions to the criteria for
FBA to come into effect as FBA9 on 1 April.
Enquiries about Fellowship by Assessment
should be made to Janet Baily, Vale of Trent
Faculty, Department of General Practice,
Queen's Medical School, Nottingham, Notts
NG23 2UH, 01602 9709391.
Ballot for Council
The ballot for the election of six members of
Council will take place in April and May. The
closing date for receipt of nomination forms
is 31 March 1998. If you would like a nomination form, please contact the Returning
Officer, Central Secretariat, 0171 581 3232
x203.
Next Meeting of Council
9.00am on Saturday 28 March 1998
at the College.
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diary
Mar 24

Conference on Medical Negligence
Mar 31
Conference on A&E Medicine
Apr 17-18
Spring Symposium (Exeter)
Further information: please telephone
01395 567 808 or 01392 403 031
May 11-15
International Course on Developing
Teaching Skills- Module II
May21
Research Symposium Regent's College

June 4
Study Day on
Counselling in General Practice
June 11-14
WONCA (Dublin)
For further details please contact the
Irish College of General Practice
Tel: + 353 1 673 3706
or Fax: + 353 1 676 5850
Sept 8-12 MRCGP Course
UNLESS OTHERWISE STATED,
ALL EVENTS TAKE PLACE AT
RCGP, 14 PRINCES GATE
For further details of any of the above
events please contact:

RCGP Courses & Conference Unit,
14 Princes Gate, London SW7 IPU.
Tel: 0171 823 9703
Fax: 0171 225 3047
Email: courses@rcgp.org.uk
Inner City Web Page
The Inner City Web Page made its
debut on 1st March, joining the other
specialist group pages (GP registrars,
Rural Doctors & Women Doctors).
The site features...
*0 A quiz - "How Inner City am IT"
* Information about the task force
* Resource and reference material
relating to urban deprived areas
* A bulletin board service where
ideas may be exchanged or debated.
Log on at http:/www.rcgp.org.uk or
enter "rgcp" in your browser. You
will reach the College's home page
and as well as the Inner City Page
you will be able to access information about the College, College
activities, College services and
Discussion forums.

Happy browsing!

Carolyn Sunners
Health Campaigns
There seems to be a large number of health campaigns and national 'disease' days,
and there is concern that too many may reduce their effectiveness. In Bushmanland,
Namibia, we celebrated many such campaigns, such as World Health Day and
National Malaria Day.

Each year, one week focuses on tuberculosis and, when I was there, culminated in an
afternoon of activities at the local clinic. The day started with buying a cow from a
nearby village to be slaughtered for the evening. The rest of the morning was spent
preparing food and speeches. I was asked to find some flowers - not an easy task in
the desert at the end of the dry season. However, some spring bougainvillaea came to
the rescue. A table was put in the shade and the flowers placed on top as the local
communities and officials gradually arrived. At last, by three o'clock, everyone was
present: not bad for an official starting time of two o'clock.
The serious business of the opening speech and a talk about TB were interspersed
with entertainment of traditional singing and dancing by groups of school learners.
Then came the main entertainment of the day: the soccer match.
Everyone moved to a cleared area where two goalposts, made from piping borrowed
from the local government department, had been raised. The two teams were 'On TB
treatment' and 'Defaulters'. Signs pinned to the shirts of the former revealed
they had taken all six months of treatment and had stopped smoking and drinking
alcohol. The latter revealed they were still smoking, had stopped their tablets
themselves, or had run away from the clinic. A biased referee was appointed to ensure
that those on treatment would win, and his help proved to be badly needed. Those 'on
treatment' included myself, clinic nurses and the ambulance driver, two large female
teachers and a local government official, who did more work during that game than
had been seen all year. The 'defaulters' were mainly female school learners who claimed
to have had only one day of training but who proved difficult to beat even with the
help of the referee.

The breeze that had been blowing all day kept the temperature just below 400 C but
blew sand into the players' faces, leaving us coughing like true TB patients. The deep
sand also made sophisticated football impossible with the ball bouncing in all
directions or suddenly stopping dead. This resulted in several 'air' kicks and falling
bodies - some coupled together until the referee separated them. The goalkeeper's
large bulk and skirt proved useful in hiding the ball from the opposition's attack
force, and several off-the-ball incidents kept the crowd well entertained.

Finally, extra time produced the winning goal for those 'on treatment'. Although no
formal evaluation was done, it seemed that the message about TB had been
understood. The campaign was certainly a successful way of bringing the community
together and it appeared that the frequency of campaigns had not deterred
participants' enthusiasm. Next year's was already being planned.
Carolyn Sunners worked in Namibia from 1994-1997 with Health Unlimited. Further information can
be obtainedfrom Pam Rumfitt, Fundraising and Publicity Manager; Health Unlimited, Prince Consort
House, 27-29 Albert Embankmnent, London SE] 7TS (0171 582 5999)

web site of the month

Hey Doc
You never told me there were over 500 self-help groups!!!!! When I went
looking for that one for my mate Jim, I found this really great site:
http://www.patient.org.uk/
It's got everything, and I mean everything. If you can't find the self-help
group you want here you may as well apply for some lottery money and set up
your own.
I also found a book called the DIRECTORY OF BRITISH SELF HELP
GROUPS AND SUPPORT ORGANISATIONS by Steve Garrill and Pam
Spring. The book looks quite useful but the background on the website is
terrible. If you want to re-live some of those experiences we had on cheap
scrumpy cider when we were young, try it at:
http://www.blackpool.net/www/g-text/
I've got a headache and I'm going to bed. Nighty-Night!
Rob www.schin.ncl.ac.uk
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Liam Farrell
I wanna be like you
I reckon that Plato, that mischievous imp, knew very well the forces he was
unleashing when he founded his school of philosophy in the gardens of Academe, just
across the fields from Athens.
Invited to a meeting in Cambridge, I reckoned a day among the dreaming spires might
help satisfy the frustrated scholar that lurks within every country doctor; in
Crossmaglen, plutonium is easier to acquire than academic respectability. Lectures in
the School of Pythagoras, madrigals and port at dinner in the Great Hall; if my ma
could see me now, I thought, it's far from all this I was reared.

contributors...

our

Bashir Qureshi is a GP in Hounslow, west London, and is a member of
the Royal Society of Medicine. His
seminal Transcultural Medicine was
published by Kluwer Academic
Publishers in 1994.

Martin Gaba is an SHO on the North
Wiltshire GP scheme (Swindon).
The work of Paul Schatzberger can
be viewed at http://www.ndirect.co.uk/
-p.marchetto/A04.html and http:II
www.channel.org.uk/opensesame/
x_sitl.htm.

Geraldine Meagan is editor of
Forum, the journal of the Irish College
of General Practitioners.

David Kernick is a GP with the
St. Thomas' Medical Group, a research
practice in Exeter.
Malcolm Nicolson is Senior
Research Fellow at the Wellcome Unit for
the History of Medicine, University of
Glasgow.

Peter Campion is professor of
general practice in Hull.

Paul Keeley is a registrar in Glasgow.
Owen Pooley is an arts student at
Camberwell Arts College in south east
London.

Carolyn Sunners is currently in
Liberia, with Children's Aid Direct
(Liberia programme).
The irrepressible Liam Farrell is a
general practitioner in Crossmaglen,
when not writing for the BMJ, the
Lancet, the Guardian, ad infinitum. He is
famously unfond of cats.

But the highlight was punting down the river Cam. Myself and my comrades had had
the few beers mandatory at such elitist conventions, and had entered a happy state of
camaraderie so enthusiastically that if a feather had floated down onto the scales of
staying for a few more drinks instead of savouring the unique punting experience,
we'd have stayed. But I'm glad we took a chance on adventure; what a rush it was.

Our only experienced punter had a gammy leg, which greatly increased the inherent
instability of the craft, but the augmented danger only heightened the thrill. 'Work
hard, play hard', with primitive Britpop jubilation we screamed our in-your-face
anthem, the wind in our hair, a storm in our hearts, and a wild party in our heads.
But Armageddon lay just around the river bend. Despite our combined 120 years of
medical education, no-one had considered the dread, diabolic, metabolic implications
of four quick pints of bitter, each chased tenaciously by a wee ball of malt, to be
immediately followed by a journey on a punt with no bathroom facilities.
Embarrassment be damned, the implacable laws of physiology would not be denied
and produced the expected response in all four bladders, though not at the same time
- two of the company being of greater seniority and therefore with palpably (I speak
metaphorically) larger prostates. The displacement of significant amounts of fluids
in close proximity to the punt further compromised our seaworthiness, and two
of us fell in. But it was worth the embarrassment the things we do for academic

respectability.
*

*

*

This year's BMJ Christmas issue was up to its usual high standard; no-one does
obscure self-indulgent humour quite as well as the Boys in Blue. Most hilarious of all
was to read how the fledgling Faculty of Accident and Emergency Medicine had
spent £6000 on acquiring a coat-of-arms; my God, the pageantry. That's one club I
can't wait to join.

So next time I'm stuck at a road accident in the middle of the night, blood and muck
and drink to the knees, shooshing back uncooperative spectators and listening to
people shout 'DON'T MOVE HIM!!' at me, at least I'll have the satisfaction of knowing that I am inadvertently partaking, albeit at the sweaty coalface, in a new medical
specialty that has the practical elan to make a priority of providing some nice headings for their notepaper.
Do I, though, detect just a tad of insecurity? Or even a major inferiority complex,
perhaps? The Faculty of A&E already has the diploma, soon the chain of office, next
the honorary fellows and the postgraduate procession and garden parties, and
ultimately the flag and a few knighthoods. Does it sound like the RCGP or what? And
didn't we turn out well? Shouldn't somebody warn them? The things we do for academic respectability.

All our contributors can be contacted
via the Journal oMce
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