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Professor M P Vessey for the detailed data on normal women shown
in fig 4. Pituitary adenectomy was performed by Mr H B Griffith
at Frenchay Hospital, Bristol, and Mr R A Williams at the Middlesex
Hospital, London.
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General Practice Observed

How to find a practice

H R GULY

British Medical3Journal, 1979, 1, 1261-1263

General practices vary considerably and it has been said that it
is as important to find the right practice as it is to find the right
wife, since you will spend more of your waking hours at work
than you will at home. While most people spend a year or more
sizing up a marriage partner, one often has to choose a practice
on the basis of one short interview. I have recently been through
the traumas of finding a practice, and to others about to embark
on the same journey I offer a few thoughts.

Deciding on a practice

From the time you decided on general practice as a career you
probably had a rough idea of the kind of practice you wanted-
for example, where you wanted to live (or where you did not want
to live) and the size of practice you wanted. Although you
decided these long ago, think again. If you dream of a rural
practice in the Yorkshire Dales, have you thought of doing
night calls in winter with snow on the ground? If your only
knowledge of the West Country is an idyllic summer spent
sunbathing and surfing you may be surprised by how hard
general practitioners have to work in July and August while
their colleagues elsewhere are on holiday. The South coast is
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also nice, but what will your work load be like if most of your
patients are retired ?
Think again, too, about singlehanded practice. I realise that

most of you will have already dismissed the idea, but it does have
the advantage that you can organise your work in a way that is
impossible if you join a partnership. If you want to problem-
orient the records or do some research no one can stop you. If
you want to use A4 records or buy a computer you have no one
to convince but your bank manager. If there are other small
practices in the area you can make a rota and have as much time
off as in larger practices. If the area grows you may be able to
take on a partner. For singlehanded practices one applies to the
family practitioner committee and is interviewed by them and
the medical practices committee.
Undoubtedly the place for finding a practice is the BMJ, and

you should start reading the advertisements at least 18 months
in advance. This has several advantages. Firstly, it gives you an
idea of what is available. Thus, if you are looking for a practice
in a specific area or a practice with a research interest you will
get an idea of how often such vacancies occur. You will also get
some idea of the kind of salaries offered and time to parity, and
generally you will learn to "read between the lines." A few
practices may advertise vacancies a long time in advance and
these you will miss if you wait till the last minute.

If you already know where you want to settle, then in addition
to reading the advertisements you should put our "feelers" in
the area by asking general practitioner or consultant friends to
recommend you if they hear of a practice with a vacancy for a
partner. If a practice can find a partner by personal contact then
they may not even advertise the post. The administrator of the
local family practitioner committee may also know of coming
vacancies.
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Applying for the job

So you have found an advertisement for a likely looking
practice-what next ? If there is a doctor's name to reply to you
can look up him and his partners in the Medical Directory. Here
you will find a wealth of detail (dates of qualification, medical
schools, postgraduate examinations, clinical assistantships, other
medical appointments, etc) that will enable you to picture the
practice more clearly and to decide whether you want to apply
for it. If you get to an interview you will also feel that you
"know" the people interviewing you. Other advice at this stage
is to go and look at the premises and surrounding area and ask
friends (medical and non-medical) in the area what kind of name
the practice has. If all there is is a box number to reply to then
then you can find out more only by applying.
The purpose of the application and curriculum vitae is to

prove that you are the kind of person that they are looking for
and that you are better than all the other applicants. It is worth
spending time working out the wording and layout of your
curriculum vitae as a scruffy presentation will make them draw
the same conclusions about you. Unless you have perfect
handwriting your curriculum vitae should be typed (preferably
by a trained typist). Remember that they are also interested in
you as a person, and so as well as qualifications, diplomas,
house jobs, etc, you should include details of age, marital state,
number of children, non-medical interests, and education, none
of which would be required if you were applying for a hospital
post. As you are also out to prove that you are better than the
other applicants include all prizes, publications, university
blues, or anything else that will make you stand apart from the
others. (If they are frightened by your PhD and publications
then they probably aren't the practice for you anyway.) Lastly,
give the names of two referees, with their addresses and tele-
phone numbers, but don't forget to ask for their permission
first.
Accompanying the curriculum vitae should be a letter of

application in your own handwriting (this gives them a little
more information about you). Do not write on hospital notepaper,
since this gives a bad impression. The letter might read some-
thing like this.

Dear Dr ...
I am writing to apply for the partnership vacancy

which you advertised in last week's BM7. I enclose
a curriculum vitae from which you will see that I
finish a trainee year on 1 10 79 and will be available
from that date.

Yours sincerely,

All the achievements (academic, sporting, etc) that you listed
on your curriculum vitae will help to get you shortlisted, but
once at the interview they count for nothing. At the interview
your medical abilities are taken for granted and the partners are
trying to see whether you will fit into their partnership. The
form of the interview will vary between practices, but it may
well include a meal for you and your spouse at the home of one
of the partners, and you will be observed the whole time. At
the same time you will be assessing them, and you may find it
psychologically advantageous to regard the day as your interview
of them (only don't let that attitude come across). There are
many things that you will want to find out about the practice
and area before you commit yourself, and I have listed some of
them in the Appendix. I shall go on to discuss a few of the more
important ones.

Partners

General practice is a business partnership like any other, and
if you have any doubts about the honesty and reasonableness of
the partners or if they do not seem to get on well together it
would be wise to reject them. If you do make a mistake you can

always leave the partnership later, but (like divorce) this can
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rarely be done without some ill-feeling; it is still looked down
on and it may turn out to be very expensive.

Obviously no practice is going to meet all your strict criteria
for a "perfect" practice (life would be very boring if you had
nothing to aim at) but you must assess their attitudes to changes
-for example, whether they would buy an ECG or peak-flow
meter if you wanted it and any chance of changing to A4
records? Direct questions are clearly limited, but you can
assess their past record-for example, whether they have
introduced any changes recently or whether the last partner
introduced any new ideas. If any of the partners' wives work in
the practice you should meet them too as, unfortunately, wives
are a common source of friction in a partnership. You should
also inquire whether your wife would be expected to help out.

Money

Unlike hospital medicine or a traineeship, general-practitioner
principals do not draw an income, but take home a share of the
practice profits. Depending on the practice (number of patients,
maternity work, dispensing, non-NHS work, etc) this varies
from as little as £9-10 000 to as much as £20 000 a year. Money
can't buy happiness, but it can educate your children or keep you
comfortable in your misery. Whereas many will aim for a higher
income, others would rather work less hard and take home less.

It is also important to find out how the profit is shared.
Common ways of doing this include: total profit is shared equally
among partners; total profit is shared equally, but each partner
keeps his own seniority payments or vocational training allow-
ance; NHS profit is shared equally among partners, but each
partner keeps any non-NHS or private earnings himself; each
partner keeps what he earns. The first two methods are obviously
fair, since when one partner is doing some factory work the
others are covering his NHS work for him; the third method
may cause strife if one partner expects others to do his NHS
work while he sees private patients. Nevertheless, it works well
in many practices and each person must decide what suits him.
If a partner has medicopolitical interests he may spend time
away from the practice without financial reward, but knowing
what is going on more than compensates. Your salary while you
are "assistant with view" must also be considered, as this may
vary between £6500 and £9000 a year.
Another important consideration is the capital that you have

to raise to buy your share of the premises, equipment, and drugs.
This varies from nothing to £20 000 or more. The repayments
are partly offset by the taxman and the cost rent scheme and
you will also have some capital on retirement (if by then doctors
can afford to buy your share) but even so they can take a hefty
chunk of your income. If you have any doubts about the
financial position of the practice then you should ask to see the
accounts. If they are seriously considering your application
they should have no objection. (You should see them anyway
before becoming a partner.)

After the interview you must decide whether you want the
post, for if they offer you the job they will want an answer there
and then so that they can inform the other applicants. If you
ask for 48 hours to think about it they may well offer it to
someone else. Once you have accepted the post-congratulations,
but your troubles are just beginning.

(Accepted 16 March 1979)

Appendix
Information needed before accepting partnership

(1) Why did the last partner leave ? If he resigned, why did he do
so?

(2) Practice. (a) Premises: are they owned by the practice ? If
owned by the senior partner what happens when he retires ? Are there
any plans for improvements or a health centre? Are there branch
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surgeries ? Find out number of patients and area covered. (b) Other
possible queries concern dispensing; deputising services; records
(Record envelopes or A4 ? Problem-oriented ?); teaching medical
students, vocational trainees, and others; research interests; whether
the practice is RCGP-oriented; and whether patients see one doctor
or can see any doctor.

(3) Partners. (a) Ages. (b) Interests: medical; medicopolitical;
clinical assistantships; police; industrial; old people's homes; political
and religious; and other. (c) Attitudes: to private practice; to termina-
tion of pregnancy-are they willing to accept change ? Do they get on
well together ?

(4) Facilities. Is there open access to: a pathology laboratory;
x-ray facilities (including contrast studies); physiotherapy; maternity
and medical beds; audiograms; and a dietitian.

(5) Equipment owned by surgery and special clinics: ECG; peak-
flow meter; vitalograph; cautery; radiotelephones; and other-for
example, audiometer, sigmoidoscope. Do they do suturing and minor
operations ? Are they equipped to go to road accidents ? Is there a

baby clinic; well-woman clinic; antenatal clinic; or other clinics ?
(6) Staff: number of receptionists; secretary (are letters typed or

handwritten ?); do they have a practice manager ? What is the relation
with district nurses, health visitors, and social workers ? Is there a
"health-team" atmosphere ?

(7) Hospital: relation with consultants: How long are waiting-lists
for x-rays, outpatients, and routine surgery ? Is there a postgraduate
centre ?

(8) Time off: off-duty rotas; holidays; and study leave. Is there
provision for sabbaticals ?

(9) Money: how is it shared out ? What is the starting salary ? Find
out about income at parity and capital required, and possibly look at
accounts (see text).

(10) Area: what is the provision for private and state schools?
Check theatre, arts, and sports facilities and shops; parking and traffic
problems; and public transport. Find out whether any changes are
expected and about the likelihood of finding a job for your wife.

(11) Housing: any chance of accommodation while you find a house ?

Today's Treatment

Drug-induced diseases

Drug-induced gastrointestinal disease

P L ZENTLER-MUNRO, T C NORTHFIELD

British MedicallJournal, 1979, 1, 1263-1265

Surveys of hospital inpatients show that 20-400o of all side
effects of drugs affect the gastrointestinal tract. Because most
drugs are taken by mouth, patients tend to blame medication for
their gastrointestinal symptoms; nearly all oral drugs have gastro-
intestinal side effects. Gastrointestinal symptoms are important
because they may reduce patient compliance, and also because
they may herald the development of a drug-induced disease. In
this article attention will be restricted to specific gastrointestinal
diseases attributed to drugs. Usually, these diseases have patho-
logical changes that do not resolve immediately the drug is
withdrawn.

Mouth

Aspirin, potassium supplements, corticosteroids, pancreatic
enzyme tablets, and sublingual isoprenaline cause ulceration of
the buccal mucosa if the tablets are sucked. Patients, especially
children, should be advised to swallow tablets with water. Buccal
ulceration may also occur as part of a generalised hyper-
sensitivity reaction, the most severe form being the Stevens-
Johnson syndrome. When drug-induced, usually after sulphona-
mides, barbiturates, or penicillin, it responds to withdrawal of
the drug.

Department of Medicine, St George's Hospital Medical School,
London SW17 ORE

P L ZENTLER-MUNRO, MA, MRCP, research fellow and honorary
senior registrar

T C NORTHFIELD, MD, FRCP, consultant physician and senior lecturer

Bone marrow suppression induced by antimitotic drugs,
carbimazole, or chloramphenicol may present first as buccal
ulceration, or as petechial haemorrhage or infection within the
mouth. Herpetic ulcers are common during immunosuppressive
treatment. Oral candidiasis may complicate treatment with
antibiotics, corticosteroids (including inhaled beclamethasone),
or immunosuppressive agents.

Oesophagus

Candidiasis may also effect the oesophagus and can cause
dysphagia. It may not be suspected clinically if the mouth is not
affected, but can be diagnosed endoscopically or radiologically.
There are many reports of oesophageal ulceration from slow-
release potassium chloride tablets; in some cases a tablet has
been found adjacent to the ulcer, providing strong evidence for a
causal relationship.
Drugs known to cause mucosal ulceration should not be given

in conditions where there may be a delay in oesophageal
emptying, as in oesophageal stricture, scleroderma, enlargement
of the left atrium, or immediately after cardiac surgery.
Symptomatic gastro-oesophageal reflux may occur with anti-
Parkinsonian drugs of the anticholinergic group, which are
known to decrease lower oesophageal sphincter pressure.

Stomach

Peptic ulcer has been reported in association with many drugs,
but as it is common in the general population it can be expected
to occur at least as commonly in patients taking drugs. The
incidence of peptic ulcer is said to be higher in patients with
rheumatoid arthritis, irrespective of treatment, than in the
general population; this has given the drugs used to treat
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