
British Journal of General Practice, May 2004 389

In the aftermath of the Shipman affair,
some GPs may decide not to carry opi-
oids. This small study suggests that the
overall frequency of use is relatively
small (approximately 10 times per year)
but may be desirable; for example,
when analgesic problems occur in can-
cer patients who are dying at home.

From laudanum (tincture of opium)
to the 21st century, will future GPs
continue to carry controlled drugs?

PETER PERKINS

Southbourne Surgery, 17 Beaufort
Road, Southbourne, Bournemouth,
Dorset BH6 5BF.

The Shipman Inquiry

The proposals of the independent
public inquiry into the issues arising
from the case of Harold Shipman, as
currently l isted on The Shipman
Inquiry website, include the recom-
mendation that coroner’s investigators
should be trained to ‘think dirty’.1

Doctors will soon learn that medical
coroners are keen to discover medical
error and that such a search should
occur after every death. Donald
Berwick predicted the response that
such a search will produce, ‘Any good
foreman knows how clever a fright-
ened workforce can be. Practically no
system of measurement is robust
enough to survive the fear of those
who are measured’.2

The government is committed to
implementing the Shipman Inquiry’s
proposals. General practitioners will
then have a regular (typically every 2–3
weeks) interrogation by coroner’s
investigators ‘thinking dirty’. It is likely
that investigators will receive only
superficial help in a climate of fear.

We estimate that 10% of all deaths
have potentially contributory factors
that may have been prevented in pri-
mary or secondary care, but only
rarely have these caused the death.3 A
distinction now needs to be made
between ‘medical errors’ that have
caused the death and those that may
have contributed to the death.

Everyone hopes that the Inquiry will
indeed serve to protect the living.4 To
do this, it is vital that GPs and other
doctors who have treated the deceased

are informed of the medical coroner’s
conclusions and the reasons for them.

Fearful doctors could easily, and
probably justifiably, over-investigate,
over-refer and over-hospitalise the
main group of people who die, the
frail, chronically-sick elderly. The
Shipman tragedy may still cast an
even longer shadow.

JOHN HOLDEN

SEAMUS O’DONNELL

Park House Surgery, St Helens 
WA9 1BP.
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Fat intake and diabetes

It was with great interest that I read the
article on ‘Fat intake in patients newly
diagnosed with type 2 diabetes’ in the
March edition of the BJGP.1

In 1970, I was a house surgeon at
Freedom Fields Hospital in Plymouth,
working under the late Mr Peter Childs.
Mr Childs firmly believed that diet was
the major factor for most of his patients
with biliary disease, and also for the
patients with diabetes. He firmly
believed that the cause of type 2 dia-
betes was an excessive fat intake in the
diet, and the vast majority of his
patients were advised to have a strict
fat-free diet. It is of interest to note that
the main sources of saturated fats in
The Netherlands are meat, spreads,
and diary products. In the opinion of Mr
Childs, practicing in the West Country,
the main sources of dietary fat were
clotted cream and Cornish pasties!

Plus ça change!

JS MAKEN

Plym River Practice, Plympton Health
Centre, Mudge Way, Plympton,
Plymouth PL7 1AD.

Changes in perception of
workload

Dr Mulka has written an excellent and
stimulating article.1 He certainly
demonstrates a difference in workload
between the years. I believe it demon-
strates primarily a change in percep-
tion, not increased workload.

Numbers of patients seen are less.
Time spent seeing those patients is
similar, if one factors in time for visits.
If one assumes 20 minutes per visit, he
spent 34 hours in 1982 and 13 in 2002,
or if 30 minutes, then 51 and 20 hours
respectively. Added to the hours in
surgery, this equals 92 or 109 hours in
1982, and 97 or 104 hours in 2002.

He sees a different type of patient.
As he says, he has grown older with
his patients, so they have more com-
plex problems, but does a new doctor
have a different workload to an estab-
lished doctor? The type of patient he
saw in 1982 was the sort a GP registrar
could expect — more single problem
patients, more who needed a sick note
— patients who did not feel that continu-
ity of care made a significant difference
to their current problem. I certainly felt
that the complexity of work increased
after a few years in practice. Would the
type of patient Dr Mulka saw a few
years after starting general practice be
much different from the patients he
saw in 2002?

Waller and Hodgkin in General prac-
tice: demanding work mirrored Dr
Mulka’s finding — that of no objective
measurement of increased workload
other than an increased number of
repeat prescriptions and results.2

If one looks at out-of-hours work-
load, the situation is not clear cut.
Salisbury found ‘evidence that levels of
provision of out-of-hours care have
risen considerably, but the wide varia-
tion between areas, and differences
between studies … make it difficult to
confirm this finding.’3 Data from my
practice show variation but no
increase in night visiting in the period
1995–2002 (Table 1). 

Subjectively, the workload was lighter.
Early in my career a night on call without
visits would have been inconceivable,
15 years later and it was not rare. In
terms of time commitment, the majority
of GPs have worked fewer hours on
call, as Hallam noted, ‘25 years of
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decreasing personal commitment and
increasing reliance on rotas and com-
mercial deputising services’.4

If one looks at total out-of-hours con-
tacts for our local GP cooperative, the
figures for 1999–2002 (Table 2) show a
2.6% change (that is, approximately
1.25 more calls a day in 2002 than in
1999), despite the increasing popula-
tion of Burton upon Trent, and our
practice joining the cooperative in
September 2000. The sharp rise in
2003 is owing to all of the local prac-
tices shutting on Saturdays and the
cooperative taking over Saturday
morning surgeries.

If one cannot say with certainty that
workload has increased to a major
extent, what has happened?
Undoubtedly out-of-hours time burden
per GP has decreased because of the
rise of GP cooperatives, yet the pres-
sure to opt out of on call work has
increased — almost in inverse propor-
tion to the number of hours worked
(an inverse workload law — the fewer
hours worked on call by an individual
GP, the more stressful those hours are
perceived to be?). I believe GP atti-
tudes have changed, as has the soci-
ety of which we are part.5,6

We should be more honest with the
public and ourselves. Our perception
of our work has changed fundamentally,

not the workload. It is not wrong to say
that the hours and conditions we readily
accepted 20 years ago are no longer
right for us or our families. To blame
significantly increasing workload for
our woes does not fit the evidence. 

From blaming workload for our low
morale, it is a short step to blaming
patients. Not only is this perversely bit-
ing the hand that feeds us, it also
encourages us to see the patient as at
best, a consumer and at worst, the
opposition. When we cease to work
alongside our patients we risk losing
the two core aspects of our profession-
alism identified by Heath — the biogra-
pher of our patients, and the inter-
preter of their symptoms.7

As a GP, I love my job, feel I am well
paid and do not think I am working sig-
nificantly harder than before. Is there is
something wrong with my perception?

CHRIS GUNSTONE

General Practitioner, Gordon Street
Surgery, Burton upon Trent. 
E-mail: gunstone@talk21.com
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GP workloads in Europe

Orest Mulke wonders if it would be diffi-
cult to demonstrate that GPs’ workload
had increased over the years.1

International research on burnout,
presented at a European General

Practice Research Network (EGPRN)
meeting in Verona and to be managed
as a workshop at the forthcoming
meeting in Antwerp, has shown that
GPs’ workload is moving towards
burnout almost everywhere in Europe.2

In Italy, GP workloads have increased
in recent years, and this has not neces-
sarily coincided with an improvement in
quality of care and clinical efficacy, but,
as a rule, quite the contrary with more
bureaucracy, less consideration and
respect for the professional role, worse
organisation, and lower incomes.

Research managed by the Italian
College of General Practitioners in
North-east Italy, studied GP workload
by looking at patients seen in GPs’
surgeries.3 The work carried out by the
GPs was recorded on computerised
systems (not easy in Italy) and it was
clear that patients were attending prac-
tices 4.7 times a year in 1996 and 7.5
times a year in 2002, an increase in
workload of 57%.

This could be linked to a greater per-
ception of ‘health needs’, which are fre-
quently inappropriate and brought
about by acts of law from the Ministry
and from the Health Authorities (for
example, fewer drugs prescribed on
prescribing cards, modifications on
free-of-charge examinations and so on).

In Italy, it’s time to take care of the
massive burnout and overload in pri-
mary care, beginning with workload
issues and then looking at other factors.

It’s time to take care of patients’
health (before they are ill), through an
awarding system that measures
processes and results (not only struc-
ture).

Last but not least, as for Orest Mulke,
if we look at income in 1982 and now,
the situation is simply a disaster.

FRANCESCO CARELLI

National Representative, EURACT
Council, Italian College of General
Practitioners, 20123 Milan, Italy.
E-Mail: carfra@tin.it
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Table 1. Number of night visits made by the
Gordon Street Surgerya 1995–2002.

Year Number of night visits

1995 339b

1996 378
1997 196b

1998 288
1999 341
2000 329
2001 316
2002 240

aPractice 10 000, urban with deprivation 
payments and 16% ethnic minority.

Table 2. Number of out-of-hours contacts
for the local GP cooperativea 1999–2002.

Year Number of 
out-of-hours contacts

1999 17 569
2000 17 726
2001 17 651
2002 18 026
2003 21 188

aPopulation 103 000 in 2003, urban and rural.




