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contraceptive on the first day of their postoperative menses
since this provides immediate contraception."I
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Setting standards in general
practice
The Royal College of General Practitioners launched its
"quality initiative" in 1983,1 and the council of the college
has now proposed radical measures that will transform the
initiative from a voluntary exercise undertaken by keen
college members into a strategy for the whole of general
practice (29 June, p 1981).2 But the consultation document,
Towards Quality in GeneralPractice, makes two challengeable
assumptions: firstly, that "quality of care" can be described
and assessed; and, secondly, that quality of care is synonym-
ous with quality of doctor.3

Quality of care has been measured in terms of structures
(personnel, buildings, equipment), processes (the consulta-
tion, prescribing, screening, what we do), and outcome
(changes in individual and community health). Measures of
outcome are difficult to obtain, but until valid indicators are
developed judgments about quality of care can be made only
with reservation. Computerisation, both of family practi-
tioner committees and of practices, is one way of obtaining
data for producing measures of outcome. The college says in
the report that the computerisation of general practice is
essential, but it must emphasise the benefit from such
investment and seek earmarked funding in the form ofgrants
to individual practices.
The second assumption-that improving the quality of

general practitioners by asking "What sort of doctor?" will
result in raised standards of care-leads to the controversial
proposals for the membership examination being an entry
standard for new principals in National Health Service
general practice, "accreditation" of new principals by con-
tinuous assessment after two years of "higher training," and
"reaccreditation" at intervals, also by continuous peer
assessment, linked to remuneration by a new "performance
sensitive" contract. These are radical proposals, yet the
continuing public criticism of the stereotyped general practi-
tioner ("You feel you're wasting your time talking to him";
"Before you've finished saying 'I've got a sore throat' you've
got a prescription and you're out"4) and the concern of
college examiners at the standard of some candidates mean
that there is clearly a need to examine the issues ofquality and
standards.
The setting of professional standards is an accepted

function of an academic body, and provided its methods are
both valid and widely acceptable to doctors and patients any
attempt to raise standards ofpatient care should be welcomed.
Although the membership examination has been carefully
developed and validated5`7 it is not without its critics.8 A
better method of checking on the standard of vocational
training might be the forms of continuous assessment that
the college is developing,3 combined perhaps with a shorter
"part 1" examination.9 The membership examination might
then be left as a voluntary indicator of achievement, which
patients and colleagues will increasingly expect.

It is surprising that a document that looks towards 1990
makes no mention of the Declaration of Alma-Ata, with its
patient centred goal of "health for all by 2000.""' Perhaps
that highlights the doctor centred approach of this document
-"What sort of doctor?" not "What sort of health?""
Primary health care demands participation among doctors,
nurses, social workers, lay community workers, and patients.
Patients are mentioned in the college document but only as a
potential influence on the service who should receive more
information.
The concluding call for additional government resources is

at best inopportune-it sits uncomfortably next to the
statement: "Personal satisfaction is derived from doing the
job ofgeneral practice well-it is fostered by the nature of the
doctor patient relationship, and is encouraged by the intel-
lectual stimulus and satisfaction of comparing one's own
clinical experiences with those of colleagues. "
Even so, this document deserves careful reading by all

general practitioners and will doubtless generate wide debate
beyond the college. While some of the proposals may be seen
as too extreme, the underlying principles ofobjective inquiry
into structures, processes, and outcome followed by standard
setting by consensus and local peer assessment merit serious
consideration.
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Molecular genetics of acute
intermittent porphyria
Acute intermittent porphyria is the most important of the
porphyria diseases and is clinically distinguishable from the
others by the dominance of gastrointestinal and neuro-
psychiatric symptoms and the absence of skin photo-
sensitivity. The most prominent symptoms are abdominal
pain, vomiting, and constipation, with less commonly
paralysis or paresis and psychological abnormalities of
various types. The main signs of the disease are tachycardia
-a useful index of activity-and hypertension, which is
present in over half of patients. All of these clinical mani-
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