
reappeared. We are paying insufficient attention to this
probable global event. We have limited understanding of
the molecular events that underlie pandemics of influenza:
to have any hope of preventing one of these outbreaks we
need to identify the specific interplay among people, pigs,
and birds that spawns a new pandemic virus. Current
preventive strategies involving vaccines and antiviral drugs
could be expected to blunt the pandemic in only a few
regions of the world. Inactivated and live attenuated
vaccines for influenza are about equally efficacious
(60-90%) when antigenically matched vaccines are used.6
Reverse genetics offers a new strategy for improving

influenza vaccines-namely, inserting defined mutations
into attenuated vaccines or increasing the yields ofvirus for
inactivated vaccines.7 But this strategy could not be
expected to overcome the initial lag time in the preparation
of a matched vaccine. Although antiviral drugs such as
amantadine and its analogue rimantadine would probably
be efficacious in the first wave of infection, drug resistance
would emerge rapidly, making control of the pandemic
unlikely. A new group of antiviral drugs, designed around
the structure of the sialic acid binding site on the
neuraminidase molecule, have shown promise in animal

model studies and are now being tested clinically.8 These
first generation antiviral drugs based on structure will
probably also have limitations, but they herald future
strategies that may provide some control of new pan-
demics. In the meantime, we need to plan for the next
pandemic.
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The referral system

Prevents overmedicalisation and keeps costs down

The implementation of the British National Health Service
in 1948 as a system based on generalists, with general prac-
titioners as the gatekeepers to secondary care, institution-
alised the separation of primary and secondary care. Since
then it has proved a cost effective model,I2 emulated by
several health maintenance organisations in the United
States in an attempt to contain costs.3 Now, however, the
internal market is raising questions about the separation of
primary and secondary care and may undermine a key
component-the referral of a patient by a general practi-
tioner for advice on diagnosis or management by a specialist.
Two elements of the reforms in particular are changing

the relation between primary and secondary care. Firstly,
the shift of emphasis from secondary to primary care has
altered the historical imbalance in the relationship between
general practitioners and specialists. Primary care now has
a pivotal role in the NHS, and the new commissioning
arrangements give general practitioners the power to plan
and manage more directly their patients' care. Contracting
encourages interaction between general practitioners and
hospitals, which, at best, can lead to more cooperation and
a more responsive service from the specialists to whom
general practitioners refer their patients.

Secondly, there is an increasing emphasis on care in the
community, with fewer inpatient admissions, shorter
inpatient stays, more day case surgery, and a policy of
encouraging long stay patients to leave institutional care
and live in the community. Some specialists now consider
at least part of their work to be outside hospital, in out-
reach clinics in the community.45 This has sometimes
happened in response to general practitioners' requests
and has made the referral process more convenient for
patients. But a danger exists that the growth of outreach
clinics may gradually but inexorably provide open access to
patients without the need for referral. What are the dangers
in such a development?

The key role of the general practitioner is as the inter-
preter of the interface between illness and disease. Accord-
ing to Kleinman, "Illness complaints are what patients and
their families bring to the practitioner ... disease, however,
is what the practitioner creates in the recasting of illness in
terms of disorder. Disease is what practitioners have been
trained to see through the theoretical lenses of their par-
ticular form of practice."6 General practitioners accept the
responsibility for making an initial decision on every prob-
lem with which a patient presents, and 90% of problems
are dealt with entirely within general practice.78 An aware-
ness of the psychological and social factors in a presentation
combines with history taking and clinical examination to
produce a diagnosis and a management plan.9 Part of that
plan is to help the patient interpret and cope with illness'0
and to refer to specialists when appropriate. This role is
crucial and will be lost if the referral system is bypassed.

Routine open access to specialist clinics would inevitably
lead to fragmentation of patients' care and undermine the
unique role of the general practitioner as a generalist. It
would also increase the likelihood of overinvestigation of
patients with psychosomatic illness and of Balint's "col-
lusion of anonymity," in which many specialists see a
patient but no one accepts overall responsibility."I
The referral system enables a patient to have at least two

opinions: the view of a specialist about a specific disease
and the view of the general practitioner who knows the
patient and family'2 and the context of the patient's
problem.'3 Self referrals to specialists often generate follow
up appointments to review progress-these are more
appropriately the responsibility of the general practitioner.
Specialists also tend to refer to other specialists rather than
the general practitioner when they encounter problems
outside their sphere of competence, many of which could
be managed by the general practitioner.

If fragmentation of a patient's care is to be avoided the
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general practitioner must remain the focus of referral from
primary to secondary care. People are vulnerable when ill
and may not have enough information to select the most
appropriate service. Moreover, some patients present with
non-specific symptoms, such as tiredness, in which case
the right specialist is not obvious. Here, above all, they
need the diagnostic skills of a generalist. Furthermore, if
specialists were to be confronted with the complex of
organic and functional disease that is characteristic of
many presentations in general practice their specialist
knowledge might be diluted. The erosion of the referral
system would be likely to slow the development of special-
ist medicine and make it less effective, efficient, and inno-
vative.'4
There are other strengths of the gatekeeper system that

would be lost should self referral become widespread. Self
referral would undermine the general practitioner's
responsibility to unravel the patient's symptoms, which are
often non-specific and disorganised, and to help the
patient choose discriminately when specialist advice is
needed. The single comprehensive lifelong record of a
patient's health and care would also cease to exist. This
record is kept and collated by the general practitioner, is
passed to successive general practitioners, and is indis-
pensable for long term medical management.

In short, therefore, the referral system contributes to
high standards of care by limiting overmedicalisation, by
permitting an efficient division of tasks between generalists
and specialists, by freeing specialists to develop their
special knowledge, and by containing the cost of medical
care.
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Switching devices and independence of disabled people

Their prescription should be better inteirated with broader assessments of disability

An environmental control system is a switching device that
allows a disabled person to control many aspects of his or
her home environment from a single unit, and the pre-
scription of one may allow people with severe physical dis-
abilities to continue to be independent and to live at home.
The most common equipment that can be controlled is a
door intercom, telephone, lighting, and domestic appli-
ances such as television, radio, and video recorder. The
system can be operated in various ways, from simple hand
or foot switches to more complex chin controls, suck-puff
controls, and even controls governed by eye movements.
Environmental controls can have a major impact on the
lives of severely disabled people, not only by enhancing
their independence but also by reducing the stress and
workload on their carers.

This equipment is currently supplied on prescription,
from the Department of Health's central funds, after a
nominated environmental control assessor has granted
approval according to written criteria for eligibility,'2 but
two recent reports have criticised this system.34 In particu-
lar the report of a working party of the British Society of
Rehabilitation Medicine highlights several deficiencies.
The environmental control assessor often receives no
training and does not always have expert knowledge in
physical disability. The assessment process tends to be
carried out in isolation from a broader assessment of the
needs of the disabled person. For example, around 40% of
users of environmental control systems are without speech,
yet the disabled person is not assessed for a communica-
tion aid at the same time-or, sometimes, at all. Health
professionals generally are ignorant about the availability
and scope of environmental control equipment. Con-
sequently, many potential users never get referred: around
2% of the adult population in Britain has a severe dis-

ability but only around 3000 use a system. The needs of
disabled people change over time, yet there is no system of
clinical follow up after the initial prescription.

Clearly the present system needs an overhaul. The
Department of Health is in the process of making two
important changes. Firstly, new contracts have recently
been let that enable the prescription of more modem
systems, using radio frequency and infrared technology.
These new systems have small, internally powered selec-
tion units, which can be mounted on a wheelchair. The
systems are modular, and this should facilitate better
integration with other technological advances in robotics,
computers, communication aids, and "smart house" tech-
nology.

Secondly, the budget for environmental controls is to be
devolved from central funds to the new regional offices
with effect from next April. The budgets will probably then
pass further down to district purchasing level. Decen-
tralisation should promote better integration with local
rehabilitation services, but it is important to guard against
these budgets being reduced or lost altogether if districts
give environmental controls low priority. This would have
a serious effect on severely disabled people, who are
already disadvantaged when it comes to expressing their
opinions.
The report of the British Society of Rehabilitation

Medicine makes several recommendations. There should
be a lead provider with whom the purchasers contract for
the overall delivery and coordination of the service for a
population of around three million people. The central
coordinating role should include not only organisation of
the service and budgetary management but also training
and education of staff, review and follow up arrangements,
and a system for audit and quality assurance. The central
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