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A Good Report

At the end of a miserable winter of medical discontent,
suddenly and unexpectedly the Merrison Report' on the
future ofthe G.M.C. has opened up a prospect ofreversing the
decline in standards within the N.H.S. For the first time an

authoritative body has had the courage to state that the
N.H.S. has been kept going by employing overseas doctors
"whose skill and the care they offer to patients fall below that
generally acceptable in this country." The committee flatly
refused to go along with this expedient approach: "We do not

accept," says its report "that doctors in the British Isles are

trained to an unnecessarily high standard-and we doubt
whether the assertion ofthe contrary by the Health Department
would be accepted to be a disinterested comment."
The central theme of the report (summarized at p. 183) is

the value to the public and the profession of a register of
adequately trained, competent practitioners. Since the
introduction of the N.H.S., the public has used the Register at

one remove, expecting that only properly registered doctors
will be employed by the State service; but the underlying
assumption has remained that registration guaranteed com-

petence. In the 19th century such a guarantee could be given
on the basis of the standard set by the qualifying examination,
and the G.M.C. was given the job ofmaintaining that standard.
The report presents a convincing case for increasing the scope

ofthat control to postgraduate education, too, by the establish-
ment of a specialist register. Why, it might be asked, is such a

register needed? Cannot the N.H.S. be trusted to appoint
only competent specialists to consultant posts? The answer

given is plain. "The temptation to appoint a bad specialist
simply because a bad one may seem better than none at all
should not be permitted to distort standards of medical
education."
The proposals do not imply a take-over bid by the G.M.C.

for the Royal Colleges and Faculties. Just as the undergraduate
medical schools have remained independent while satisfying
the standards applied by the G.M.C., so the various committees
on higher specialist training would continue to recommend
appropriate training within a specialty and decide on the
admission to specialist status. Nevertheless, the report does
recommend some major changes in the transition from medical
school to professional training. Recognizing that service needs
have only too often been the overriding factor in preregistration
jobs, it suggests that the preregistration be abolished and that
instead there should be a two-year period of "graduate clinical
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training." The trainees would be closely supervised, with a
tutorial system giving personal guidance, by the university
medical school. Almost certainly there would be a reduction
of a year in undergraduate training-so that doctors would
start to be paid one year earlier than at present. The importance
of the change would be its recognition that undergraduate
education should provide a broad basis from which graduates
could progress in many different ways-some, for example,
with non-clinical interests could begin specialist training much
earlier. If such an individual decided later on to change to a
clinical specialty he could complete graduate training at that
time.

After the period of graduate training all doctors would be
registered and would be free to set up in independent practice;
but most would go on to a period of specialist training, for the
report recommends that specialist registration should include
general practice as well as hospital disciplines. While accredi-
tation would mostly be in the hands of the Royal Colleges and
their joint committees, the G.M.C. would be given the final
power to withdraw their recognition or recognize other bodies
whose standards it found acceptable.
The register would be indicative, not restrictive; meaning

that the N.H.S. could appoint a consultant or a G.P. who was
not a registered specialist-but the public would soon become
aware of the areas of the country and the branches of medicine
that failed to attract the best candidates.
The realities ofthe current position appear starkly enough in

the section of the report on overseas doctors: between 2500
and 3000 come to Britain each year, and while many return
others settle here permanently-14% of current general
practitioner principals are from overseas. Measured on their
performance in postgraduate examinations these doctors have
lower average standards than British graduates; out of 1000
candidates for the M.R.C.G.P. examination (essentially a
voluntary test of competence) the pass rate for doctors from
the United Kingdom and Ireland was 82%, but for the others
-mostly from India, and Pakistan-it was only 21 %. No one
doubts the immense contribution to the N.H.S. made now
and in the past by overseas doctors, and indeed the report
pays a generous tribute to them. These doctors have worked
hard and willingly, often in the most decayed corners of the
N.H.S.; and many have brought to Britain talents and insights
of great value. But their readiness to work in substandard
hospitals has propped up the N.H.S. for far too long. It seems
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inevitable that the new examinations to be introduced later
this year by the G.M.C. will reduce the number of overseas
doctors entering the N.H.S.-for if they are to be of any value
the tests must exclude those whose English comprehension or
medical competence is below the minimum required ofa British
medical graduate. These new procedures, approved by the
Merrison Committee, can do much to improve standards;
and in time they should free the many excellent overseas
doctors practising here of the blanket criticisms that the
minority of incompetents have provoked.
The general problem of surveillance of doctors' competence

in the years after registration was not considered by the
committee, for that is the subject of a separate inquiry chaired
by Mr. E. A. J. Alment.2 But, sticking to its theme that
registration implies fitness to practise, the report maintains that
the justification of disciplinary proceedings is protection of the
public and not punishment ofthe doctor. Much ofthe confused
argument on this topic has come from the semi-judicial nature
of the power of the G.M.C. to remove doctors' names from
the Register: the crucial decision is whether or not the doctor's
condition or conduct represents a risk to the public, not
whether it is reprehensible or simply unfortunate. The report
suggests that all allegations should be sifted by the president,
but that the main work would be done by a complaints com-
mittee, which would decide whether the matter concerned
professional conduct or the doctor's health. Little change is
recommended in the handling of professional conduct-
though the report includes some sound sense on sexual
conduct and calls on the G.M.C. to provide clear guidelines
on this and other aspects. Another welcome proposal is that
press reports should be banned on cases where the charge is not
proved.

In cases where the health of a doctor gives rise to disquiet,
the chairman of the health committee would first of all see the
doctor concerned informally and invite him to agree to an
independent medical examination. Only if agreement proved
impossible would the committee have to consider the case,
and its powers would include suspension. This is a definite
improvement on the present position, where a doctor's
sickness has to lead to professional misconduct before the
G.M.C. can act.

If the profession is to accept all these new and wider
functions, then clearly a more democratic G.M.C. will be
needed, and the Merrison proposals are for a council of 98
members, 54 elected, 34 nominated by the universities and
colleges, and 10 lay members. Sectional interests would not be
represented with the exception of youth-eight places should
be reserved for young doctors, says the report. In addition to
an elected president there would be a chairman elected by the
council, whose role would be to represent the whole council's
views on the executive structure. Equally clearly the new,
enlarged G.M.C. will be expensive, and the report proposes
that in addition to registration and annual retention fees paid
by the doctors, the council should receive some Government
finance. The implications ofthis proposal for the independence
of the profession will no doubt be the cause of prolonged
debate-but it may prove an inescapable necessity.

Overall, the report (outstandingly well written, with
occasional welcome touches of humour) represents a challenge
to medicine in Britain. What has been proposed is a system of
regulation and registration in touch with contemporary needs
but flexible enough to accommodate most later developments,
and indeed flexibility should be the most obvious characteristic
of the G.M.C. of the future. Ifwe care about our professional
standards then the Department ofHealth and the Government
should be told-as the report states in its conclusion-that

many of the changes called for do not need to Wait for the
reformation of the structure of the G.M.C. This report must
not be shelved to gather dust.

I Report of the Committee of Inquiry into the Regulation of the Medical
Profession. Chairman, Dr. A. W. Merrison, F.R.S. London, H.M.S.O.,
1975. Cmnd 6018, price C175.

2 British Medical3journal, Supplement, 1974, 2, 30.

Gold Therapy in 1975
Rheumatoid arthritis presents the physician with one of his
most difficult therapeutic problems. There is no evidence that
any therapy, including synovectomy,' really alters progression
of the disease, and Bayles2 has provocatively proposed the
iconoclastic therapeutic equation: time x inflammation =
joint damage. The very number of drugs currently used to
treat patients with rheumatoid arthritis testifies to their
individual inadequacy.

After the publication of the results of the double-blind
trial3 of the then Empire Rheumatism Council in 1961, which
confirmed Fraser's observations4 in Glasgow of the value of
gold, chrysotherapy has steadily gained popularity; by 1970
no fewer than 17 000 prescriptions for sodium aurothiomalate
injections were issued in Britain. Four clinical therapeutic
trials3-6 have testified to the improvement of patients with
rheumatoid arthritis after a course of gold injections; but the
improvement was moderate, and at the end of the course of
treatment there was still evidence of active joint disease. In
the trial3 reported by the Empire Rheumatism Council "by
month 30 most of the advantage seen in the gold-treated
series at month 18 had disappeared." Sigler et al.6 claimed
that chrysotherapy arrested bone and cartilage destruction, but
the number of patients they studied (13 on gold and 14 on
placebo) was small.
The main problem which faces the rheumatologist is

whether he should prescribe gold at all when the incidence of
side effects is so formidable. As Girdwood7 has pointed out,
gold is one of the major causes of reported deaths from drug
therapy. The real problem with gold toxicity is that it often
arises without any prior warning. Estimations of IgE and
eosinophil counts may be useful in predicting the onset of
toxicity,8 but this is not always the case. Moreover, toxic
reactions to gold do not appear to be related to blood concen-
tration or to total dose when standard recommended dosage
is employed.
About three patients die each year in Britain as a result of

chrysotherapy. It may be argued that this is a statistically
small risk in comparison with the total number of prescriptions
for gold: but the patient who happens to be the unfortunate
statistic might reasonably pose the question whether it is
justifiable to prescribe gold in an essentially non-fatal disease
when the benefit is marginal. Huskisson et al. 9 have recently
reported that penicillamine may be superior to gold. The
advantage of penicillamine is that serious side effects are
slightly less common, and-more important-they tend to
disappear on withdrawal of the drug. Currey et al.'0 have also
conducted a comparative trial of azathioprine, cyclophospha-
mide, and gold in patients with rheumatoid arthritis and
concluded that the immunosuppressive drugs were superior,
especially azathioprine, which carried fewer side effects than
cyclophosphamide.
At present the Committee on Safety of Medicines in the

United Kingdom has set itselfthe unenviable task ofreviewing
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