Letters

those with more severe depression, due
to the inaccuracy of practitioner clinical
assessment of severity when compared
to the HAD-D.2 In the previous study
more than 40% of antidepressants were
offered to patients with sub-threshold
scores compared to around 13% in this
study. Measuring severity therefore does
seem to improve the targeting of GP
antidepressant treatment, which is the
aim of the quality indicator.
Tony Kendrick
Professor, Medicine (Primary Medical Care),
University of Southampton
E-mail: A.R.Kendrick@soton.ac.uk

REFERENCES
1. Jeffries D. Ever been HAD? Br J Gen Pract 2006; 56:
392.
2. Kendrick T, King F, Albertella L, Smith P. GP
treatment decisions for patients with depression: an
observational study. Br J Gen Pract 2005; 55: 280–286.

Competing interests
TK has received fees for speaking at
educational events from Pfizer, Lilly, Wyeth and
Lundbeck pharmaceuticals. He was a member
of the expert advisory group on the mental
health indicators for the 2005 Quality and
Outcome Framework. He is Chief Investigator
on a successful application for pharmaceutical
company funding for a larger study of changes
in the treatment of depression following the
introduction of the severity indicators.

Privatising primary
care
At last an article1 in the BJGP reflecting
the concerns of a large number of GPs.
How can we stop the current politics?
How can we move away from the needs
for points towards the needs of patients?
How can we spend more time in patient
care and less in practice-based
commissioning? Thanks again for
publishing this leading article. Lets hope
it is read by PCT chiefs, politicians and a
pang of conscience is raised in the promarketeers.
John Sharvill
Balmoral Surgery, Deal, Kent CT14 7AU
E-mail: jargshar@aol.com
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Should I go or
should I stay?
Having been an NHS GP for 16 years,
nowadays two things go through my mind
every day I am in my practice:
• How to take the line of least resistance to
get to the end of the day;
• How do I continue to engineer my career
to reduce my frontline GP work (having
already succeeded in reducing it to half
time over the last few years, while being
able to pay the mortgage).
It has been said that GPs become GPs
rather than specialists because of their
independence of spirit. This tendency has
become an increasing problem as we
move further and further towards being
micromanaged to the point of absurdity.
The control freakery, lurking in the
background for some years, has reached
new heights with the new contract.
The tipping point for me has been
intrusive interference in that central facet
of general practice, which is the
consultation. This is largely due to the
QOF requirements. Still, the pragmatic GP
tries to make it work, trusting the no
doubt wholly admirable intentions of those
who come up with the formulae for ‘good
practise’. But making it work is often in
the form of a ‘work around’ a system that
is too complex and intrusive. Hands up
those who have entered a systolic
measured at 152 as 148 in the patient
record, and then entered the code for the
absurd ‘Mental Health Review’ while they
are at it (it is unlikely anyone will actually
check, isn’t it?). Most of us just get on
with it, because it pays the mortgage and
we want to have a life rather than spend
our lives at focus group meetings or
conferences, or giving constant feedback
to anybody who demands it.
Surely the time has come for us, the
‘ordinary GPs’ to demand a re-evaluation
of the principles underlying the QOF,
unless of course all the potential noncompliant doctors have already left the
NHS? Is QOF likely to actually improve
the quality of overall holistic care of
patients, or just the quality of electronic
coding to further its abilities as a
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management control tool, with annual
incremental tightening of the screws?
Like most things in general practice
one needs to try and get a feel for the
potential benefits versus harms of the new
contract. I don’t see how the quality of the
consultation is not being harmed by the
present set up, but this is a lot more
difficult to measure than checking for the
right codes. In my view we need to find a
way of trusting GPs with the freedom to
do their job without constant interference,
particularly if a robust system for
individual revalidation is introduced. I
won’t mind if some computer nerd taps
into my system as often as he wants and
does all the interrogation he needs to do
in order to test out the quality credentials
of my work. Let these people do what
they have to do, but please stop
interfering with the area of my expertise.
I still have one foot in general practice, I
am not sure that it will still be there in
10 years time. All I can say for now is thank
goodness for the patients, and the
observations and vitality of medical
students and registrars who still have some
room to think, and can see that there are
always novel and alternative solutions to
any problem. But I feel sorry for young GPs
who will have no chance to work in an
environment that allows for ‘discovery’,
because everything is prescribed. For my
generation of GPs I believe the zenith for
general practice was reached when we
were able to create novel solutions with
fundholding and the out-of-hours
revolution. It has now all gone sour.
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Euthanasia abroad
Rhona Knight1 forms an interesting
hypothesis in her letter and I think her
opening point answers the question in her
final paragraph. I would like to further the
perspectives on this debate, the
arguments about which do not seem to
have progressed for decades. The point
being that this country already condones
assisted suicide. In that it allows patients
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