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The RAWP formula takes account once of
the national bed usage by International Classi-
fication of Diseases (ICD) chapter headings;
a weight is allocated to each broad condition
by the use that is made of available facilities.
Another weighting is then added according
to the condition-specific SMR in the region
or other authority; this weighting reflects, as
an approximation, the health status of the
region, and particularly ignores the facilities
that are available there. It is introduced with
the purpose of redressing the imbalance be-
tween provision and need.
The formula is a hotch-potch of compro-

mises and is to be judged on the appropriate-
ness of the solution rather than the mathemati-
cal purity of its terms. The decision to use
condition-specific SMRs was not made be-
cause of an inevitable logic; the correlation
between morbidity, measured by admission
rates, and condition specific SMRs is almost
irrelevant. The important relationship is
between one region and another with regard to
that condition.

If, as is suggested, regions are really alloca-
ting resources to specialty services by way of
the RAWP formula, some modification may
be desirable. But it is a fair assumption that the
crude formula has never been used for the
direct allocation of resources to services or
even hospitals. Its proper application is to
population groups in which services are plan-
ned. One part of these services is delivered in
hospitals.

ANGUS HARRIS
West Sussex Area Health

Authority,
Goring-by-Sea, Worthing,
W Sussex BN12 4NQ

Using computerised lists of doctors

SIR,-I would like to acquaint your readers
with a Scottish BMA practice which I regard
as an unwarranted interference.

In July this year I received a circular letter
from Dr D Buchanan, writing in his capacity
as secretary to the Scottish Committee for
Hospital Medical Services. This circular
was headed "To: Non-contributors to the
Scottish Committe for Hospital Medical
Services Fund." Its tone was politely repri-
manding. I was interested to find out how the
BMA had been able to identify non-contribu-
tors and so I wrote to Dr Buchanan. I was
amazed to discover from him that the BMA
obtains "from health boards throughout
Scotland computerised lists of the names of
contributors to the fund and also . . . periodic-
ally the names of senior hospital staff em-
ployees" (I presume he means senior medical
staff ?).

I tried to point out to Dr Buchanan that
many reasonable people would feel that
obtaining of computerised lists such as this and
then using them to determine how doctors
disposed of part of their income was exactly
the sort of practice that the BMA ought to be
opposing rather than actively promoting.
Dr Buchanan's last word on the matter was to
state that he saw nothing undesirable in the
BMA's taking steps to find the names of all
doctors working in Scotland. I also see nothing
wrong with this; indeed it would seem to be
necessary information for the Association to
carry out its function of representing the
profession. However, I consider that there is a
world of difference between this listing of all
doctors and the taking of deliberate steps to

find out how these doctors dispose of part of
their income.

This seems to me to be the thin edge of a
very long wedge and an important principle
is involved. I have resigned from the Associa-
tion. Am I alone in my feelings of disquiet
over this example of misuse of computer data ?

J WILLIAMSON
Department of Geriatric Medicine,
City Hospital,
Edinburgh EH10 5SB

***The Secretary writes: "We are sorry that
Professor Williamson is worried about this
matter. We agree, of course, that it is reason-
able for the BMA to seek the names of all
doctors working in Scotland. It is a facility
that is available to recognised professional
bodies and trade unions in the public service,
and is essential for representing the profession
as a whole. But since we also know the names
of those doctors who contribute towards the
costs of this representation by subscribing
to the BMA and the various defence funds,
there is no breach of confidence if these lists
are subsequently compared for the purpose
of identifying non-members and non-contribu-
tors so that an approach may be made."-
ED, BMJ.

Training and employment of immigrant
doctors

SIR,-I read repeatedly of the dissatisfaction
expressed by immigrant doctors at the lack of
training and the treatment they receive in the
National Health Service.
The time has surely come to state quite

clearly a policy on this issue. Would not we all
agree that any medical student coming into
this country should have mapped out for him
a course of training to match his aspirations
and abilities? Likewise, a qualified immigrant
of whatever colour, race, or creed entering this
country for medical training should have such
a course arranged. At the end of an agreed
training period such doctors should normally
return to their country of origin and have no
right to expect permanent employment under
the NHS.

If these doctors fail to achieve their object
in other specialties they should certainly not
expect to "fall off the ladder" and be caught
in the net of general practice, for this branch
of medicine needs to be staffed by men
committed to it from the start.
Now that the increased output from our

own medical schools is hitting the market,
immigrant doctors should realise that their
opportunities for permanent settlement here
have been considerably reduced, and failure
to accept this situation can only lead to much
ill feeling and resentment. The question is
who is responsible for putting this philosophy
into practice ? Is it the DHSS, the GMC, or the
BMA?

H W ASHWORTH
Darbishire House Health Centre,
University of Manchester,
Manchester M13 OFW

BUPA has boobed

SIR,-I refer to the letter of Dr P Wood,
chairman of the Fellowship for Freedom in
Medicine (15 November, p 1357). As a private
physician who firmly believes in freedom of

choice, I am completely in agreement with
Dr Wood's statements.

It is probably pertinent to remind readers
once again that all general practitioners are,
in fact, private practitioners. The National
Health Service contracts them to look after
patients on behalf of the United Kingdom
Government. This single fact alone means that
all first-contact doctors are in essence private
practice doctors. It follows logically that a
patient seeking a doctor really has a choice.
It is basically irrelevant whether the doctor
has a National Health Service list or not. I
make these points because it has recently been
suggested to me that I cannot see patients
unless they are referred to me by their National
Health Service doctor. I understand that this
may be the view of the General Medical
Council. I wish to put it on record that I
disagree with this view and am prepared to
marshal the necessary arguments against it.

W R GREIG
Hope Medical Clinic and Nuclear
Advisory Agency,

Glasgow G2

Staff problem in old people's homes

SIR,-Local authority residential homes for
the elderly ("Part III accommodation") have
been notoriously understaffed. At any given
time there is only one attendant for 10-13
residents as most of them are only part-timers.
At weekends the situation becomes even
worse. The majority of residents are more or
less severely disabled and often demented
people. Recruitment of a larger staff seems to
be a logical step yet monetary stringency
prevents this.

Recently I visited an old people's home in
Bristol which accommodates 55 residents. It
has a most excellent arrangement. A suitably
equipped nursing home with 25 beds is
annexed to this residential home. The number
of the staff in the home is similar to that in the
local authority residential homes but there is a
much better staff-numerically and in terms
of training-in the attached nursing home.
Consequently, the quality of care is better for
those patients who need it most and who are
transferred, temporarily or for a long stay, to
the nursing annex. You may guess that the
home is run by private funds with the support
of a voluntary organisation.
For local authority homes this arrangement

remains a dream for the future. However,
such a scheme in the long run would save
money by keeping a great many patients out
of costly hospital wards. There is too big a
gap at present between the geriatric ward and
the old people's home. Perhaps one day. ...

CHARLES ROBERTS
Harrow, Middx HA2 6LY

Correction

Taking blood and putting up a drip in young
children

In the letter by Dr Colin S Ball (27 September,
p 875) Vygon was unfortunately mentioned in place
of Viggo as the manufacturer of the Venflon
cannula.
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