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PRACTICE OBSERVED

An Ethical Dilemma

‘Who should be concerned?

K G DICKINSON, AV CAMPBELL

Mary is aged 20, the youngest daughter in a family of three. Her
two elder sisters graduated with honours at a top university. She
is resitting her first year at a somewhat rundown polytechnic
college. A local practice registers most of the “poly” students
and has close links with the institute. My first contact with Mary
came with a phone call from her tutor asking for information
about an admission because of an overdose at the weekend. The
practice had no information and I contacted the hospital, to find
that she had taken overdoses on two consecutive days. The first
time she had been secn and not admitted. The ward sister was
worried about her
wandering off the ward scantily dressed and being found ovrde
in the hospital grounds, sudden outbursts of crying, demands for
instant discharge, lack of anywhere to go that she was happy
about. The psychiatrist did not think she was “sectionable.” I
visited the ward, saw Mary, and after onc and a half hours felt
exhausted trying to understand her problems and trying to
establish some rapport.

It was arranged that she would be transferred to the “poly”
sick bay. Her father, who “happencd” to be in the town,
brought her across the next day. He did not stay or discuss the
matter. A stormy 10 days followed, with Mary being reasonably
calm during the day and very restless and agitated at night. Her
parents apparently knew that she was in the sick bay but made
R0 attempt to contact me. Mary had told me that I must on no
account talk to them as the problems were nothing to do with
them. 1 agreed reluctantly. One day she told me that her father
would collect her on Friday and take her home for a weck. I was
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asked not to see her father. During that weck a terse phone call
from mother asked the nurse on duty to readmit her the next
Monday. We did. Mary returned irritated and restless. She
wished 1o leave at the end of the week and return to her flat even
though she did not like her flat mates. I agreed. On Thursday
afternoon she took a further overdose while in the sick bay. She
was admitted to the local district general hospital overnight and
T told her that I was going to talk to her parents. She was very
cross and told me that I must not do that. I did not agree with
her and insisted on making contact. Four days later they came.
They seemed reasonable, sensible, concerned, and wished to
help. They had not contacted me or the nursing staff because
they had been told by Mary that she did not wish it.

At the end of the session I felt that at last I had a better under-
standing of the case. The parents seemed relieved to be able to
discuss Mary's problems that had occurred over many years with
a doctor. Mary, when seen later, said that her parents had told
her that the interview had been a waste of time and that she was
not at all surprised.

Commentary by A V Campbell

This case is distinguished by its ordinariness. Many practi-
tioners will recognise the outlines of similar cases in their own
experience—patients who seem to need help, yet create effective
barriers against receiving it, elusive relatives who nevertheless
seem 10 be concerned when finally contacted, fuzzy boundaries
between physical, emotional, and social problems, a sense of
inconclusiveness, and a lack of clear medical functions to
perform. This is the stuff of everyday cthics in general practice,
and so this ordinary case has more relevance to most practi-
tioners than the dramatic situations often featured in the media.

We may discern three interrelated issues of debate that arise

m this case: (a) How far does the doctor’s responsibility
extend ? (b) Does the risk of suicide create special problems of
control and supervision ? (c) How is the autonomy of the patient
(and of the other people concerned) to be respected, or indeed
enhanced 2
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Practice Research

Screening for asymptomatic bowel cancer in

general practice

R C LALLEMAND, P A VAKIL, P PEARSON, V BOX

Abstract

General practitioners screened 4284 asymptomatic
people aged over 40 to compare the incidence of large
bowel cancer and polyps with a control general practice
(4288 patients). Compliance was best in young women
(60%), and overall it was 42%. Twenty six patients who
had a positive Haemoccult test result (1-5% of those
screened) were examined by colonoscopy and 10 had
polyps. The incidence of cancers in the two groups was
similar but in the control (unscreened patients) practice
n0 polyps were found.

Introduction

Colorectal cancer is the second commonest cause of death from
cancer in the British Isles.! Five year survival rates of 90°;
after treatment for lesions limited to the mucosa suggests that
colorectal cancer is potentially curable.? Survival figures for this
condition of slowly increasing incidence, however, have not
improved over the past three decades despite advances in diag-
nostic and surgical techniques.*

Most patients continue to present with advanced discase,
where survival for five years is expected to be less than 30",
Indeed, it is doubtful whether the results of treatment could be
improved among symptomatic patients.* It therefore scems
reasonable to seck to improve cure rates by scarching for pre-
symptomatic paticnts with colorectal tumours. Morson showed
a strong association between a benign adenoma and the incidence
of cancer, suggesting an evolution from adcnoma to cancer,
although the lead in time for the development of malignant
change in an adenoma is not certain.® Gilbertsen showed that
carly tumours can be found by screening when compliance is

low

Patients and methods

In this pilot study 4284 people aged over 40 who were registered
with two adjacent gen:nl practices were invited by their family doctor
to do a Haemoccult test. A letter was sent to each person explaining
the reason for the survey and in one praciice aivs encionn the

Haemoccult test kit with detailed instructions.” In the second practice
people were asked to collect the test kit from the doctor’s surgery;
those who did not were subsequently sent the kit by post (table 1).

TABLE 1—Response to letter of invitation to Haemoccult screeming

Rasponse o imutation in practice A
Sirhpie semt P Rerurmed without

Toralreturned afte lrter
3

o 361 P
esponse 10 imrtation jn practice
Sampic sent lewer only | Returned withou
769 “100,
Sample sent sccond letter Returned withaut
Wit Haemoceait
527

Hacemoceult kit had to be
lected from surgery

Total returned afce lewer
3

Patients were asked to take a high fibre diet and abstain from taki
iron and vitamin C for three days before and while performing the
test. For this they were asked to take two separate samples from each of
three consecutive stools, putting the samples on a Haemoceult test
card before returning it 10 the practice for testing. The practice nurse
put a drop of peroxide reagent on the test card and observed the
colour change.

One or more positive test results indicated referral to hospital, where
the patient was scen by one of three surgeons. A routine history and
examination were carried out in outpatients and explanation given of
the need for colonoscopy. The existing outpatient and colonoscopy
services were used.

Patients for colonoscopy cxamination were admitted for the day
afier a 24 hour prcparation consisting of dietary restiction, copious

Picolax, which usually induced diarrhoea.

high.* Studies in Britain have shows
compliance rate from screcning for ccult blood 1 th steol, and
the yield of early tumours has been correspondingly low.” * In a
recent study, however, a detection rate of 3-6 cancers (75%,
Duke’s stage A) and 7-4 adenomas per thousand persons screened
was found.®

e e etone colonoscopy examination an enema was given,
consisting of 300 ml phosphate in twice the volume of water. This
preparation was well tolerated and the bowel well cleared of stool.
After a bolus dose of intravenous diazepam total colonoscopy was
carried out and, where appropriate, polypectomy performed. Biopsy
material was submitted for histological examination. Those found to
have a polyp have had colonoscopic examinations yearly.

The incidence of symptomatic large bowel tumours was recorded for
the patients in the practice offered screening (4284 patients) and in a
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practice consisting of 4288 people aged over 40,
chosen for similarity of social class, age, ethnic origin, and sex. Names
were obtained from the age-sex register in each practice but screening
was not offered to controls. Sources of information on colorectal
tumours were the hospital pathology department and general prac-
titioner reporting.

Results
COMPLIANGE

e invitation to test the stool using the Haemoccult kit was
accepted by 1776 people, a compliance rate of 427, overall. No
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WHO IS “MY PATIENT" ?

‘The World Medical Association Geneva Convention Code of
Medical Ethics states (in an echo of the Hippocratic Oath): “The
health of my patient will be my first consideration.” Although
admirable so far as it goes, this principle ignores entirely the
complex social interactions within which medicine is practised.
Mary’s disturbed behaviour cannot be sensibly assessed if it is
viewed in isolation from her relationship with her family. The
implication of the case report is that she felt a failure in com-
parison with her academically successful elder sisters and one
suspects that parental aspirations for Mary are literally a vital
factor in this case. Yet Mary insists that no contact is made with
her parents. When the general practitioner finally decides to
override her wishes and talk to the parents some of the mist
surrounding her problems evaporates. Mary loses no time
restoring it, however, by trying to persuade the doctor that her
parents have no interest in his help and by demanding that she
alone be the object of care and attention.

‘What should a doctor do in such circumstances ? It is difficult
o see what can be done effectively. The practitioner is at the
boundary (if not over the boundary) of medical competence.
General practitioners are not experts in family dynamics and do
not usually have any specific skills in family therapy. So, although
it may be obvious that Mary needs to work out a more helpful
relationship with her parents, it is not clear who can confront her
evasions and help her to do this. The general practitioner would
be ill advised to define the family as “my patient” if there is
really nothing medical that can be done for such a patient. Of
course, the term “medical” can (and should) be interpreted
widely in general practice, but it still needs to have some
practical application. The task of helping a whole family requires

e and an appropriate therapeutic context. These are not
available to the general practitioner. It seems inevitable that
Mary will get her wish and will remain the focus of medical care.

SUICIDE, ATTEMPTED SUICIDE, MANIPULATION

This leads us to the special feature of this case—Mary’s use of
suicide attempts to attract or regain attention. The case report
makes it obvious that Mary’s behaviour is highly manipulative.
She creates disturbances in the general hospital, at the “‘poly™
sick bay, and at home, all of which have the effect of forcing
people to move her around from place to place without really
helping her. The disruption that she causes gains her attention
of a kind, but not attention of much therapeutic value. She both
seeks help and sabotages it.

This type of manipulative behaviour creates
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for her own recovery. But it is obvious that she needs to co-
operate with at least one of the several resources she has called on
(college tutor, hospital staff, sick bay staff, general practitioner,
parents) or attempis to help are pointless. Perhaps then it falls to
the general practitioner not to be intimidated by her suicidal
behaviour. But, one must repeat, what is he to do?

ENHANCING AUTONOMY

The moral philosopher’s answer to this question is likely to be
that the doctor should seek to enhance his own and his patient’s
autonomy, both of which are in jeopardy in their present inter-
actions. Like most answers from philosophers this sounds too
vague and generalised to be of much practical relevance. Yet, it
is indeed autonomy which is the main value at stake in this case.
We must first clarify what the term implies and then see what
practical implications might be drawn regarding the medical
care of Mary.

Central to the notion of autonomy is the idea that each person
has at least some capacity for self control and self direction. The
notion is an anti-deterministic one in the sense that it assumes
that people are not merely the victims of circumstances, that
their present behaviour, although partly the result of past
influences is not inevitably determined by them, and that cach
person has certain personal goals and aspirations which he or she
is able and entitled to pursuc independently of others. Thus the
morally autonomous individual plans and dirccts his or her
actions in accordance with a nomos, a pattern of rules or values
to which he or she subscribes. To be morally acceptable,
however, the pursuit of goals by any one individual must be at
least consistent with (and ideally supportive and productive of)
the pursuit of goals by others. In other words, autonomy is not
the same as cgoism or individualism. The morally autonomous

rson cares as deeply for the freedom of others as for the
freedom of self. Autonomy is to be universally, not indi-
vidualistically, enhanced.

These gencral principles apply to the care of Mary in the
following way. Mary, although of adult years and of at least
normal intelligence, is acting in a way more consistent with a
child who cannot predict the future and who secks constant
attention from others. Thus she is considerably less autonomous
than she might be capable of being, were it not for her emotional
distress. The medical task is to relieve her emotional disturbance
by whatever therapeutic means are available but, more than this,
to mediate a professional relationship which treats her as a
respunsible adult, capable of sclf direction. Autonomy, like
charity, begins at home. The practitioner who is capable of

moral dilemmas for the people trying to help Mary. To rush to
help Mary is o join her self defeating game: but to refuse to do
so might be to let a young, emotionally disturbed person kill
herself. Neither alternative commends itself morally. People who
threaten or attempt suicide put considerable moral burdens on
others. They find themselves in danger of cither undue inter-
ference or seemingly callous indifference. In Mary’s case there
seems 1o be a determination to remain a patient more than a
serious wish to kill herself. But such a view of the seriousness of
her intention could be mistaken, and in any case suicide gestures
sometimes go fatally wrong. The oddness of Mary’s behaviour
and the frequency of her suicide attempts will make it difficult
for anyone to “call her bluff” by, for instance, threatening to
withdraw help if she does not begin to take some responsibility

a consistent with Mary
will both safeguard his own autonomy and create the opportunity
of enhancing hers. Too much involvement results in being a
fellow victim with Mary in her panic and childishness. Too much

leaves her unaffected, confirmed in
her hatred of self. A professional relzuonshlp both offers and
demands, combining humanity with clinical judgment, giving
help but also expecting consideration and espect, teaching
autonomy by maintaining it.

Not for the first time, the best drug in this case is probably the
drug doctor. But we must expect that it too might be ineffective.

We will be pleased to receive from general practitioners reports of
other cases posing medical problems. We will then ask an “expert” to
comment.—E, BMJ.
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difficulty was reported interpreting instructions and 40", of non-
compliers returned the unused Haemoccult kit when asked in a letter
of reminder. The figure shows the compliance rate by age and sex
In contrast with men, among whom compliance was steady at 35-40°,
for all age groups, compliance was as high as 60°,, in younger women
but diminished with advancing age.

60°

Men (764)  ——
Women (1032)— ——

40-50 51-60 61-70 >70
Age group (years )

Compliance to screening by age and sex

Sending the Haemoccult kit with the first letter achieved a better
compliance (36"} than when patients were asked to collect the kit
rom the doctor’s surgery (10”,). As shown in table T and in more
detail clsewhere! compliance improved by 8", with a reminder when
the first letter contained the Haemoccult kit. When it did not, the
response to sending a reminder with the kit was improved by 9", and
subsequently o a toral of 37", by a second reminder.

Sixty four out of a random sample of 100 non-responders (36 men,
28 women) were interviewed by an experienced health educator to
assess reasons for non-compliance. The interview was structured to
avoid any threat implied in non-compliance by introducing questions
about attitudes to health and facilities. Twenty four people (38",)
denied receiving the invitation and kit. Surgery records had been
checked as accurate, and it is assumed that these people either had
falsificd their reply or forgotten. Of the 43 replies, 17 expressed
revulsion against facces and 13 did not believe they could benefit.
Eight did not wish to know and eight had no time for the study. There
was a preponderance of women only in the group which had no time.
When asked, 23 out of the 43 said they would comply if reinvited.

NUMBER OF POSITIVES

Table 11 shows that 26 patients (1-5°,, of those who did the test) had
positive Haemoceult results. One carcinoma, an apparently asympto-
matic rectal ulcer of 10 cm diameter, was found in a woman of 70,

TABLE 11—Results of investigation of 26
parients positive for the Haemoceult test

Adenocarcinoma (Duke's stage B)
Adenom:

Proctitisipiles
Upper gastrointestinal ract
No abnomalit

Declined ineestigation

After resection this was shown to be a Duke’s stage B tumour. The
yield of cancer was thus 06 per 1000 screencd. The commonest cause
of bleeding was a polyp, occurring in 10 patients. In one the histo-
logical diagnosis was a hamartoma, but the other nine all had one or
more adenomas, giving a yield of potentially premalignant neoplasia
of 5 per 1000 screened. Two patients had multiple adenomas (three
each) without any family history. Seven had a single adenomatous
polyp, six of a diameter | cm or less. One patient aged 72 had a polyp

em in diameter in the transverse colon. He had had a right helico-
lectomy for cancer six years carlier but no follow up examination. Of
these nine adenoma bearers, four were under 49 and three under 45.
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“The site of the polyp in seven cases lay beyond the reach of a rigid
sigmoidoscope and five were 45 cm or more from the anal verge. Two
adenomas of 15 and 3 cm showed histological changes of epithelial
atypia. Two patients have produced further adenomas at subsequent
yearly colonoscopic examinations.

Two patients positive for the Haemoccult test refused investigation
and in two no cause for bleeding was found. Among the remaining

Two
patients w-(h diverticula had mlnc:dent ‘piles and another & coinci-
dental fissure. The source of bleeding was identified as a duodenal

uleer in a fowrth patient. The patient who had cpistaxis remembered
having nose bleeds during the test period.

SYMPTOMATIC PATIENTS

Instructions with the kit advised that if symptoms were present the
doctor should be told. Five patients from the practice screened
presented in this way and were therefore not screened. Four had
adenocarcinoma (three Duke’s C and one Duke’s B), and one woman
aged 45 bled from a metaplastic polyp.

During the study period of two years, six patients from the control
practice (unscreened) presented with symptomatic large bowel cancer.
All had a Duke’s stage C tumour and three have died of the disease. No
polyps have been diagnosed in the control practice. Since screening
ended just over a year ago one woman aged 64 has presented with a
Duke's stage C rectal cancer palpable on digital examination. She had
a negative result on the Haemoccult test and remained negative on
repeated ftesting after presentation with symptoms. Table I
compares the total yield of colorectal ncoplasia in study and control
practices.

During the two years no undue strain was felt in gencral practitioner
or hospital services. Haemoceult testing took two hours of the nurse’s
time weekly. Secretarial time was estimated at three hours weekly. No
attempt has been made at costing hospital time owing to complexity of
accounting.

TABLE 11— Two year incidence rate of colorectal neoplasia per 1000 people.
(Numbers in parentheses)

Study practice (4284 patients)

Found by Interval - praciitioner ontrol practice
recning S D Semrems Toun I3 poeieats
" 02 (1) o2 09(5) 14 )
Adenoma 2009 20 None

Discussion

Gilbertsen et al showed that early detection of asymptomatic
rectal cancer by sigmoidoscopy can alter cancer incidence, and
that screening for occult blood in the stool will show early
colorectal cancer.” They did not find barium enema x ray
examination reliable and recommended colonoscopy. All
Haemoccult positive compliers in this study had a colonoscopic
examination.

We have shown that general practitioner screening detected
two asymptomatic adenomatous polyps per 1000 screened. No
polyps were seen in a matched control practice whose patients
were not offered screening. In both screened and control
practices 1-4 symptomatic cancers per 1000 were found. These
figures are slightly lower than Hardcastle et al,? who screened
almost five times more patients but with only 36-8", compliance,
compared with our 42V,. Ours was a feasibility study to look at
both patient compliance and incidence of polyps.

Compliance to screening was improved by a letter of reminder
(table I, but initial compliance was better when the Haemoccult
Kit was sent out with the letter of invitation than when the kit had
to be collected from the surgery (practice B). A 42", compliance
rate in this study was poor but no published report has yet shown
better results. Better compliance was expected from women'?;
the fall off with advancing age is attributed to diminishing less
exposure to health education. Adult health education pro-
grammes have been available only in the past 20 years.

d that half would
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comply if the offer was repeated, so that health education might
produce an improvement.'® A further study of 50 000 people is
under way to sce what effect education has on compliance. It is
difficult to see how revulsion to faeces can be overcome, except
perbaps by regular requests for sampling in the same way as for
urine tests. Leicester et al (ound compliance was 92", in

attenders at a inal clinic,' but whether
it was due to symptoms or education is not clear. The success o(
any screening wever, must hinge on

Questions about sensitivity and specaﬁcuy also remain to be
answered, but further evaluation of screening in general practice
is required to determine whether a reduction in mortality due to
colorectal cancer is possible. Detecting asymptomatic polyps at
arate of 5 per 1000 has yielded 13 polyps in 10 patients. Seven of
these were less than | cm diameter, the limit of resolution by
barium enema. Five polyps lay at or proximal to the splenic
fiexure and would have been missed by the flexible 50 cm sig-
moidoscope. All polyps were removed at colonoscopy without
an overnight stay in hospital and two showed atypical morpho-
logy of surface cells, a recognised prelude to malignancy.*

In formulating a policy for cost effective screening identifying
groups of patients at high risk merits priority. Our patients with
polyps showed no stigmata enabling identification, apart from
occult blood in the stool. Perhaps a more sensitive and reliable
method can be found, such as bile acid profiles of stool. Haemoc-
cult screening fits into the existing framework referrals by
general practitioners. Organisation of general practitioner
screening is time consuming and patient compliance poor. From
the hospital view, however, colonoscopic polypectomy is surely
more cost effective than treating advanced bowel cancer.

Only 16 out of 25 patients positive for the Haemoccult had no
tumour, and only two had no lesions. False positive results thus
were not a problem. One year follow up of our patients with
polyps has yielded two out of 10 with further adenomas,
ating the necessity for repeated colonoscopic examinations.
Since the lead in time from adenoma to cancer is not known*

£

we have elected to repeat colonoscopy yearly on all patients at

We gratefuly acknowledge help from Eaton Laborstories with
organisation and Haemoccult supplics, from Dr D Bryan
partners, patients acted as controls, and are gnldul o Dr 1
Chamberlain for reading the manuscript.
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Patients who usually consult the trainee in general practice

ROBERT FAIRLEY

Abstract

An analysis of every tenth case record from each year
of birth and for both sexes from a patient list in a practice

th three partners showed that 13% of patients who
attended the health centre at least twice a year had usually
consulted a trainee. These patients were usually young
adults, free from known important long term health
problems, and they had closely similar clinical character-
istics to those patients who did not usually consult the
same principal. Few patients usually consulted each
trainee over three years.

Introduction

The general practitioner has been defined as a doctor who
provides personal, primary, and continuing care.! The council

Health Centre, Bridge of Allan, Stirlingshire
ROBERT FAIRLEY, M8, MRCGP, general practitioner

of the Royal College of General Practitioners has also reported
that chronic illness makes up 30°, of general practice workloa
Several recent studies have dealt with the clinical experience
of a trainee in general practice and patients’ attitudes towards
trainees. Carney found that a trainee saw appreciably more
acute minor illness and less chronic illness than a principal in
general practice.® He also saw fewer patients with life threatening
illness or psychiatric iliness or consulting for obstetric and
gynaecological reasons. Stubbings and Gowers reported that
the trainee saw younger patients, a higher proportion of whom
were men.' Allan and Bahrami reported that most patients
thought that trainees give satisfactory care,* but a sixth of the
patients thought that the trainees were not “proper” doctors,
nearly half did not want chronic illness to be managed by a
trainee, and nearly a third did not find trainces easy to talk to.

Hasler monitored the clinical work of 59 trainees between
1976 and 1979 for 16 conditions requiring long term supervision.*
He found that many of these patients did not return to the
trainees after only one or two consultations, which raised
serious questions about the continuity of care by trainees.
Furthermore, Hasler showed that the percentages of such
patients returning to trainees bore no relation to their overall
workload.
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Home visit ratios between principals and trainees (table 1)
are unlikely to be due solely to differences in home visiting
habits between the principals and trainees because the hospital
attendance rates are also different for these two groups of
patients, despite similar patient refcrral rates to hospital by
the principals and trainees, which is compatible with different
types of morbidity between the two groups of patients.

Table 111 showed a group of patients free from known
severe long term health problems, who moved from doctor to
doctor in the practice over the years. But the resultant learning
value for the trainee with such patients, who may comprise a

35

a trainee during a 12 month period were trainee-accepters
rather than trainee-seekers.

T thank Miss Margaret Clark from the area medical records office
for clerical help during this study and Dr Jane Mitchell, from the
mathematics department of Stirling University, for the statistical
analysis of the results. 1 am also most grateful to Professor J D E

nox and Dr § L Barley for their constructive advice for the project.

large part of his caseload, i Certainly
in this study there was no evidence of a nucleus of patients with
continuous severe health problems for whom trainces had the
main responsibility for continuing care.

Fouracre and Savory showed that it is possible to steer
patients with selected conditions to the trainee.’ Since this
study was completed our practice has tried to concern cach
trainee continuously in the management of patients with major
chronic illness, including joint consultations with  selected
patients throughout the training year to widen the trainee’s
experience.

Lawson, however, in a survey of over 1000 patients found
that three quarters preferred to see the same general practitioner
at every consultation. Indeed, Cartwright and Anderson
noted that the highest proportion of patients expressing a
preference for their present type of general practitioncr care
occurred when the doctor worked on his own.* My conclusion
from this study is that those patients who had usually consulted

* Royal College of General Practitioners. The future general practitioner—
learning and teaching. Lon ritish Medical Association, 1972:1.

* Present state and future needs of general practice. Report from General
Fractice No. 16, 35d cd. London: Journal of the Royal College of
General Practitioners, 1973,

inee in general practice. J R Coll
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experience. J R Coll Gen Pract 1979:29:4
it L Baboami 1. Pavenms atnudes sowards trainees. 7 R Cal Gen
Pract 1981,;31:680-2.
* Hasler JC. Do trainees sec patients with chronic illoess ? Br Med J (in
press)
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trainees. 7 R Coll Gen Pract 1980;30:729-33.
son R). Patients’ attitudes to doctors. J R Coll Gen Pract 1980;30:

137-8.
* Cartwright A, Anderson R. Patients and their doctors. Occasionsl paper 8.
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Continuing Education

Taking the plunge
J A C HEPBURN

Some 18 months ago, during my customary scan of the BMJ

a notice in the column attracted
my attention. A new full time MSC course of one year's duration
for experienced general practitioners was being offered_at
Glasgow University department of general practice. The
prospectus indicated that roughly half the time would be
devoted to an original rescarch project, and the remainder
would be largely concerned with aspects of preventive medicine
and health education, subjects largely ignored in university
curricula of former years.

Since qualifying in 1964 I have attended the usual quota of
courses and lectures and found their value somewhat limited,
as the memory of even first class meetings soon fades into
oblivion. Theoretically, therefore, this new concept of post-
graduate education appeared very promisi

Oakfield, Hamsterley, Newcastle upon Tyne
) A C HEPBURN, Msc, MRCGP, general practitioner

Making arrangements

The practical details of leaving a singlehanded dispensing
rural practice for 12 months seemed overwhelming, but 1 had
not counted on my wife’s unbounded enthusiasm. Perhaps she
wanted rid of me for a year. I set about making steps to enrol
on this inaugural course, and, not surprisingly, the difficulties
were legion. One needs to apply and gain the approval of the
local postgraduate dean, the Department of Health and Social
Security, and the family practitioner committee and then attend
an interview at the university. The other major problem is
finding a locum of high calibre so that one has patients to come
back to. All these factors are interdependent, and permission
from one official body depends on permission from the others. It
becomes very complex. Suffice to say after much correspondence
all was resolved, and a Glaswegian medical friend of long
standing agreed to give me board and lodgings for one year. At
weekends 1 would travel home to north west Durham at half
price on British Rail, for as a full time student I was entitled to a
young person’s railcard, even at the age of 42 years, which caused
my teenage daughters much amusement. Finally, I was fortunate
in obtaining the services of an excellent locum fora year—a young
man sccking a trial run in a rural singlehanded practice before
himself to this type of existence.
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T wanted to determine whether any generalisations could be
made about those patients in our practice who usually consulted
a vocational trainee assistant during one year. The term
“usually” was applied 1o a patient who had consulted a trainee
at least twice, and for at least half of the total consultations,
and had consulted a trainee more often than any partner.

The training practice, whose list of 5440 patients has a
distribution by age and sex that is close to the national average,
is in a small health centre in a residential village three miles
from the county town of Stirling, where there is a district
general hospital. There are three men partners aged from
mid 30s to late 505, and we have had a trainee in post cach year
for 10 years. It s our policy to describe trainees to the patients
as “assistant general practitioners.” Patients may sce the
doctor of their choice, subject to his availability. There is a
partial appointments system at 10 minute intervals for morning
and afternoon surgeries, with patient asscssed urgent cases
“fitted in" the same day at the end of cach surgery (although
such patients will not necessarily be seen by their first choice
of doctor). The receptionists encourage patients to see the
trainee only when one or more of the partners’ surgerics arc
fully booked on a particular day. Our trainees undertake home
visits for each partner on the partner’s half day and patients
are encouraged by the staff to attend the trainee when their
usual family doctor is on vacation to try to give the trainee
experience of each partner’s list.

Method

The A4 records are filed numerically according to the patients’
sex and year of birth. It is our policy to record every consultation.
Every tenth case record from each year, for both sexes, was examined.
For cach of the 274 patients who had consulted at least twice in a
12 month survey period, out of the total sample of 545 patiens, the
following details were noted: date of registration with the practice;
family doctor usually consulted (and registered general practitioner
if different); number of recorded general practitioner attendances,
home visits, and referrals to the hospital service ; number of laboratory
reports; number of hospital attendances from the enclosed corres-
pondence; and any known major chronic illness, such as hypcmnmn,
obstructive airways disease, arthritis, or psychoses. The choi
of family doctor by these patients was then examined for the year
frer the survey period if they had usually consulted a
trainee during the survey year.

Results

The average recorded number of family doctor was.
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il the doctorsin the practice over the ycars. (A partncr intervencd to
nage one particularly frequent attender from this group.)
h\dlvldunlly, pariners. assumed slmost exclusive responsibilty
for matcrnity caee and infant immunisation, but oral contraception
o women in the Jate eens 1o i 20n wer more e equally
Gistrivated amon al the doctors
A single principal undertaking patient care made on average
twice as many home visits per patient compared with a trainec
(table 11). The average hospital outpatient attendance and admission
rates for patients referred by the usual partner were also more than
double the rates for patients referred by a trainee. The differences
in home visit rates between patients were statistically significant
(p<<0-05) by the ¢ test. But a few patients had high annual home visit
rates by principals compared with most cases, so that the ¢ test
pechaps not sppropriate. Despite the relatvely few patints in
the study, however, the difference in hospital outpatient attendance
rates between patients who usually consulted a partner or a trainee
remained statistically significant (p0-05), with the Mann-Whitney
test (or 2-sample Wilcoxon test).

Tamse ol conltation frequency ration betscen patints usually
consulting either a partner or a train
Family doxtor consultations®  Hospital atendances?
Average annual New
Comactratios  Auend-  H foral | Out  Admission

Visits 10 howpital  patient

Per patient consulting 2
‘partnce: per pauent

consulting a trainee B} 21 v 2sa o 24n
Excludes consultations for family planning and maternity care
*Excludes attendances for matermits care o 2t casualty department.

Patients who had usually consulted a trainee were drawn equally
from each partner’s list and had been registered with the practice
on average as long as those who usually consulted one partner. But
these patients comprised a group of mainly younger adults compared
with the age and sex distribution of the total sample, which paralleled
our age-sex register.

Only five (14°,) of these patients had usually consulted cach
trainee in turn over three years. Just over half of the patients had
usually consulted a single principal for at least one of the three
years (table 111), compared with the practice average whereby over
two thirds of attenders each usually consults one partner a year
(table I). These findings were also independent of the frequency of
consultation with a trainee.

ABLE 11—Family doctor usually consulted in years before and after survey by
patients who had usually consulted o traince during the 12 month surtey period

8 per paticnt a year from all 545 patients in the practice survey
sample (excluding family planning and maternity services). Table 1
shows that 36 (13%,) out of 274 patients consulting at least twice in
the year had usually consulted a trainee. The most common diagng

among this group were upper respiratory tract infection, gastro-
intestinal upsets, orthopacdic problems, and, in women only, urinary
tract infection. There was one case each of the following acute major
conditions: myocardial infarction with left ventricular failurc
(recurrent) pneumothorax, severe anaphylactic ~reaction, and
depression. Only 3 handful of patients presened chronic lincsses
for continuing management by a traince apart from a third of the
women, who-had s istory 6f recurrent. or continuing. aniety.
depression, were above average attenders, and had tended to consult

TABLE 1—Family doctor usually consulted by patients

No of patients consultin
No of consultations L ik

per patient 2 year® Various
Partner doctors
Two to three (125 patients) 87 25
Four or more (149 patients) 104 2
Total (274 patients) 191 (6977,) arin)

*Excludes family planning and maternity services.

No (") of paticnts usually consulting
12 months
Various
Trainee  Parner  doctors None
Before surves (3 patients) 12 (331 5% 3@ 23
After surve (36 patients) 925 1028 95 sz

The annual consultation rates, morbidity, and choice of family
doctor over three years for those patients who had consulted various
doctors during the survey year were closcly similar to the results
obtained for patients who bad usually consulted a trainee.

Discussion

1 used a 12 month period when there were two young men
trainees in post consecutively for equal periods of time in an
attempt to focus on the vocational trainee as an assistant and
not on a trainee’s popularity with our patients. Despite our
practice policy to record each consultation, some of the principals
may not have entered every consultation; thus the proporuon
of paticnts usually lting a trainec may
the results.
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My summer holidays were spent in great anticipation and in
dreaming up many research projects, all of which eventually
me overwhelming flaw when I considered

lities of actually doing the work. Eventually I
decided to follow up a cohort of patients in a geriatric day
hospital by assessing them at the time of discharge from the
hospital and repeating this assessment later in their own homes.
This attempt to measure the duration of any benefits fitted in
with my post as hospital practitioner in geriatrics at the local
district hospital, especially as a day unit is planned in the near
future. A review of publications at the excellent medical library
of Neweastle University indicated that such a survey had not
been carried out.

Soon the great day dawned and I matriculated as a full time
postgraduate student at Glasgow University, having said au
revoir to my patients. Rumour in the village had it that I was
emigrating to the USA or Spain, or that I was going to become
a professor. This last idea added greatly to my self esteem. My
fellow students were from Nigeria, Wales, and north cast
England, with only one from Scotland and Edinburgh at that.
University fees, plus some extra cash for out of pocket expenses,
were paid by a generous award from General Accident In-
surance. One i aiso entitled t© @ locum sllowance, which is

and an but the year still

proved financially expensive o the riion general prac-

titioners. The Department of Health ignored pleas for an cxtra
allowance.

The course

Throughout the university terms there were two formal
lectures or seminars a week on various topics, followed logically
from conception to the grave. There were many lunchtime
meetings in the department and at local postgraduate centres,
plus a weekly update on a relevant subject given by one of the
students. We were encouraged to follow our own medical
interests, and I spent many useful sessions at a local authority
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pacdiatric development clinic. Much of the first term was
taken up with and researc]

ground for most of us, but the staff enthusiastically guided us
and closely supervised our research projects. My preliminary
work had been invaluable, for time is very restricted, less than
10 months from birth to binding of the thesis. I was soon
secing patients at the Victoria Geriatric Hospital and receiving
much support from Professor Caird and several consultant
physicians in geriatrics.

As 1 mentioned above, emphasis was placed on preventive
aspects of medicine and it scemed logical to take the Royal
College of General Practitioners’ examination during this year
while time was available for study without burning the midnight
oil. 1 successfully negotiated this hurdle in July.

Now the year has drawn to a close. At the beginning of
August 1 proudly collected the bound copies of my thesis,
which were sent to the examiners in front of whom 1 would
conduct a defence. The to € recent written examination
were related to our tutorils though 1 found it taxing (o write
five essays in two and a half hours. Later in the day a modified
essay question gave ground for cautious optimism. Four weeks
later an oral examination based on my thesis was not too
daunting, and at the end of this I was informed of the successful
outcome.

Time has passed all too quickly, and I must now reflect on
the many benefits, not least of which was the opportunity to
engage in study without the stress of looking after a busy
general practice. My attitude and thinking have undergone
changes after many years of having set ideas, which needed
revising and modifying. I believe my outlook will now be much
more orientated towards prevention; 1 also hope to do some
teaching of general practice. The contact and prolonged, in
depth discussion with my peers on a variety of topics and
management problems was immensely valuable.

If you feel tempted take the plunge. The essentials: a good
university department to go to (Glasgow), a good friend to
stay with, a good locum to cover your absence, and a good wife
to come home to.

Diary of Urban Marks: 1880-1949

When the Public Medical Service was formed the chief clerk acted
for all the members of the service as collector and appeared for us in
the court to prove the debt. He was accepted as our agent by the regis-
trar. Ten per cent was charged on each account for collecting and this
went to the general funds of the service. On my suggestion a “black
list,” consisting of all the people who had been put into court, was
circulated to the members of the service so that when a patient made
application for his services all he had to do was to look up the list and
see if the name was there. By this method bad debts have been avoided
10 a large extent.

In the middle of 1909 it was announced that a medical officer was
required for the Unity Tent of Rechabites. On making enquirics as to
what it was worth I found that the income was between £250 and £300
per year. Each family paid 8/8d yearly for their medical attention,
which meant that there were over 500 families in the tent. It would
give me a tremendous advertisement throughout the town if I were
Hucky cnough to get . 1 obtained st of the members from the
secretary and began to canvass every ni

Now Rechabites are staunch teetorallers and at every house [ was
interviewed by the head of it and was asked if 1 had ever tasted liquor.
Of course I had to affirm that I knew not the smell of it and never pre-
scribed it for patients, knowing full well that a Rechabite would rather
dic than touch brandy even when ordered to do so by the doctor. Need-
less to say, while I was canvassing I did not go near a public house or
hotel for fear that I might be scen. Th for two months

Somc of the questions were insulting and some ribald, but I had to

my temper, thinking that if I became the medical officer those
Who had asked duft questions would get a pretty stiff purge on the first
opportunity that presented itsel me of their nonsense
out of their systems. It was a pretty degrading job, this canvassing.
Here was I a professional man running the gauntlet of brains in most
cases inferior to mine and asking that inferior brain to confer a
favour on me by allowing me to become his medical adviser. The idea

apply and then interviewed them by means of a small commitec of the
tent. However, the canvassing was an accepted procedure, and I had
to endure the indignity much against my will.

ONE HUNDRED YEARS AGO A police ambulance system has
been for some time at work in Chicago, with, it is said, excellent
results; it is a part of a system by means of which the occurrence of a
fire, a burglary, or an accident, can be rapidly communicated to the
police-stations. Boxes are placed in the streets for which reputable
citizens, as well as policemen, are supplied with keys; and in case of
necessity, by the mere pressing of a button, an alarm is sent 1o the

or more. It was tremendously hard work. 1 had to recite in some places
all about myself. Where 1 was born and why ? What were my qualifi-
cations and did I intend to sit for something better > Was I willing
to become a paying member of the tent? Had I cut my eye teeth?

r assistance. Wagons, carrying twelve men, arc

kept in readiness, and are ftted with appliances for sccuring prisoners,

and also with medical stores and apparatus, so that in case of acci-

dents immediate aid is rendered to the injured. (British Medical Journal
84;i:557.)

7 JANUARY 1984




