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Africa and South African controlled Namibia she
would find black poverty and white racism (often
manifesting itself in benevolent paternalism) on a
scale that I am sure she would find appalling. More
painfully, she would also realise that among most
Afrikaans speaking white South Africans there is
no desire to change the status quo and that any
change is brought about by outside pressures,
though even these have little effect.
By the same token, however, Mr Coffey's letter

totally ignores the value to British medical students
and British medicine of experience in the "disease
palace" that is rural (and township) South Africa.
There is also, more importantly, the desperate
need in rural areas for more medical hands and
enlightened opinions. Quite simply, the more
liberal doctors that penetrate South Africa's rural
areas to argue their case with the whites and help
the blacks the more such areas will move towards
our ideals of civilisation and democracy.
The practical procedure for achieving a rural

posting is surely to demand it in applying for the
elective. If a suitable post is not offered then Mr
Coffey's attitude is correct, for a British medical
student in Durban or Cape Town can only add to
the South African government's efforts to legiti-
mise itself.

Far better than a boycott is a conscious attempt
to make changes wherever possible and improve
the lot of the very desperate, while in turn
benefiting oneself and one's colleagues with the
enormous experience waiting for medical students
in rural South Africa.

T Q BAIGRIE
Baigrie Davies and Company,
London EC4V 5AP

SIR,-I was disturbed to see Minerva (22 August,
p 506) inferring (albeit from secondhand informa-
tion) that patients in South Africa who are unable
to pay cannot gain access to medical care.

This is incorrect. In state hospitals patients of
whatever race, colour, or creed are charged fees on
a sliding scale commensurate with their income.
Patients with very low or no incomes are charged a
nominal fee of 50 cents (about lOp), and ifthey are
unable to pay even this sum they receive a bill when
they leave hospital. Many such patients never pay,
and it is usually impracticable to pursue the matter
further.
Emergency treatment is always given without

quibbling, and there is no question (unlike in the
United States) of half resuscitated patients being
transferred by ambulance to other hospitals or of
refusal to treat patients because they do not have
medical insurance.

In the two years that I have been working in this
large public hospital, caring for both white and
non-white South Africans, I have never heard of
any patient being refused treatment because of his
or her inability to pay. Certainly, there are aspects
of South African society that are regrettable,
and no one can object to informed constructive
criticism, but it is indeed a shame that such an
untruth should be given credence by repetition.

ANDREW J BRUCE-CHWATT
Tygerberg Hospital,
Tygerberg 7505,
Republic of South Africa

SIR,-The letter by Mr Tom Coffey (26 Sep-
tember, p 781) prompts me to ask whether
doctors should go to work in the homelands of
South Africa, such as Transkei, Ciskei (or indeed
Lesotho, Swaziland, also tied up with South
Africa)?
The homeland states should rightly be regarded

as part of South Africa, though supposedly
independent. Their creation was to divide and

hence rule the black people, who were effectively
"decitizenised" and simply used as cheap labour
pools for the South African economy. While I tend
to agree with what Mr Coffey said, I would like to
say that all is not as simple as it seems.

I worked in the Transkei as a doctor for two
years in the early 1980s. I decided to go there only
after several attempts at working in other parts of
Africa had fallen through owing to inefficiency, red
tape, or smallmindedness. Being anti-apartheid, I
did not really want to go near South Africa, but
when a friend had told us that they were badly in
need ofreplacements in this hospital, that we were
sure to see typical Third World medicine, and that
this area was fairly peaceful we decided to go. It
seemed a last chance after two years of looking
round to get some type of work in a Third World
setting (my wife also being a doctor).
As predicted, there was a huge amount of

clinical experience. It was the first time that we
truly felt needed as doctors. We worked in a
government hospital, in reality still run by the Irish
Franciscan nuns who had built it. We worked with
and for the black people, and no apartheid was
practised in the Transkei. Such hospitals depend
largely on white overseas doctors to run them. You
never see a white South African doctor, or a black
South African one either for that matter. White
South African doctors seem to be either leaving
their country or furthering their own careers in city
areas. Of course, there are not enough black South
African doctors, but the few privileged ones are,
unfortunately, also furthering their careers in
hospital or entering private practice, sometimes in
the homelands, earning huge sums of money and
seldom working in the rural hospitals. There were
also some doctors working in the Transkei from Sri
Lanka and Bangladesh, but most were English,
Irish, Scottish, Dutch, or French and all, I would
say, anti-apartheid, many having lost their place in
the rat race at home to broaden their clinical and
personal experience.
Now that the troubles, as predicted, are brewing

in South Africa understandably few. European
doctors are going to go out to work in the South
African homelands, and so what will happen? The
hospitals are already becoming understaffed, and
the tribal people will inevitably suffer and many
will die. Ironically, we find that there is an influx of
black doctors from Ghana and Uganda and other
African countries into these bush hospitals, many
of them refugees from their own countries. While
most of us would support sanctions on South
Africa, does this mean that no doctor should go to
work in the homelands, technically independent
but in practice part of South Africa? You may say
yes politically but no humanely. Unfortunately,
the tribal people in the homelands are often the
first to suffer.
The answer, of course, is that South African

doctors, both white and black, should be made to
work in the homelands, should be prevented from
emigrating overseas or going into private practice
until they have done their stint in the deprived
areas for a minimum of two to five years. This
almost communist policy is not going to be taken
up by the present government. We would all like
to see a complete change in government, with
abolition of apartheid and real power sharing. The
fact that I have been to South Africa makes
me care about this issue much more than I would
have done otherwise. Many doctors go to work in
Third World countries where they may disapprove
highjy of the extremist government, but just
because they have worked there does not mean that
they are condoning the system. It is easy and also
right to point the finger at apartheid, but what is
going to happen to those little hospitals in the
homelands in the meantime?
Aberdeenshire AB5 5TQ R GATENBY

Children and careers

SIR,-Dr Yvonne Begley's Personal View (5
'September, p 604) aptly describes the stumbling
block for many women doctors today. More
women are entering medical school now than ever
before, but their numbers are not being translated
into the higher training grades and consultant and
general practice principal posts. Senior doctors are
content to say that this has nothing to do with
prejudice because they believe that a woman who
competes on the same terms as a man will now be
considered equally for a post. They are on to a
winner here as many women want to have children
and need to make arrangements for this at a crucial
point in their careers.
Whether these arrangements are confined to a

short period of maternity leave or extend to a desire
to work part time for a few years, they still
constitute a hiatus in an otherwise perfect work
record. This is used to justify the prejudice against
mothers that is so often expressed in our profession
and that often undermines women's own belief in
their ability to have children and succeed in the
career of their choice. Dr Begley knows women
who have had terminations, and I certainly know
women who have abandoned otherwise promising
careers. The time in question is only a small pro-
portion of either their working lives or their
motherhood, and it is tragic that inflexible
attitudes, leading to inflexible practices, deprive
women doctors of the lives that they want and
patients of the women doctors at all levels of all
specialties whom they want to see.
When our organisation gave evidence to a

working party ofthe Royal College ofObstetricians
and Gynaecologists on increasing the role of'women
within the specialty it was made very clear that no
practical support would'be forthcoming, however
politely the members heard our case. It need not be
like this. If there were a real intention to integrate
women fully throughout all the specialties some
clear provisions would even now be under con-
sideration. The BMA would be pressing for better
employment protection than our short term con-
tracts afford and putting considerably more effort
into making its jobshare scheme more widely
recognised and workable than it is at present.
There would be adequate careers counselling for
women students on what'problems to anticipate
and how to deal with them, rather than the
negative reinforcement against, for example, trying
for a career in one 'of the surgical specialties or
general medicine that pervades many medical
schools today.
There would also be a recognition ofthe fact that

some fathers would like to spend time with their
young children and might also appreciate the
opportunity to work part time for a short period.
Again, Yvonne Begley gives the lie to the prejudices
at work against that kind of jobsharing.

There should be a women's committee of the
BMA and women deans in all medical schools, not
to make a special case for concessions for women
but to look at what equal opportunities in medicine
really means in the context of many women who
want to be mothers as well. Meanwhile, in the
short term, Women in Medicine has just produced
PlanningandPitfalls, a careers information booklet
for women doctors, to provide some of that
necessary support and advice on coping with
things as they are now.

JANEM FITZGERALD
Women in Medicine,
39 Rossingon Road,
Sheffield S11 8SA

SIR,-Dr Yvonne Begley (5 September, p 604)
raises the conventional problem of prejudice to-
wards married women in hospital medicine. In an
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inner city multiracial environment we are familiar
with the difficulties caused by hidden prejudices.
Though prejudice towards women in medicine
may come from within the medical profession,
patients may also be reluctant to consult women
doctors, giving rise to another, hidden, difficulty
for women doctors.
We examined this possibility in a survey of 100

consecutive patients attending a rheumatology
outpatient clinic in Hackney. We used a structured
questionnaire to determine whether patients
wanted to see male/female, old/young, or senior/
junior doctors. for their rheumatology consulta-
tion. The table summarises the results.

Type of doctor preferred by 100 patients
attending a rheumatology clinic

Characteristics ofdoctor Preferences

Sex:
Male 5
Female 5
No preference 90

Age:
>35years 26
<30 years 2
No preferences 73

Rank:
Consultant 63
Junior 3
No preference 35

Most patients wanted to see a consultant. There
was also a preference for seeing an older doctor.
Both were considered to be more experienced. By
contrast, only 10/o expressed any preference for
seeing a male or female doctor; these were divided
equally. When patients were asked, however,
whether they would be more likely to follow advice
given by a male or female doctor there was some
bias: 10 patients considered that they would take
advice better from a man, and two from a woman,
and 88 had no preference.

Whatever the hidden difficulties that women
encounter in pursuing a career in hospital medicine
it is reassuring that in our district there is no
evidence to suggest that patients have strong views
on whether they see a male or female doctor. This
contrasts with their clearcut wish to see a con-
sultant. Rheumatology is not comparable with
specialties like gynaecology, where patients may be
more likely to prefer one sex to another. Hackney
is also an inner city area, which is not typical of
many parts of south east England. Nevertheless,
our findings should allay the fear, implied at the
end of Dr Begley's Personal View, that potential
patients do not think ofwomen as doctors.

SUSAN CATNACH
DAvm L SCorr

Homerton Hospital,
London E9 6SR

Measuring performance or balancing the
budget

SIR,-Though general management is bringing
new ideas to the National Health Service, some of
these are being applied in a dangerously simplistic
way. The performance indicator group at the
Department of Health and Social Security has
recently published for consultation a series of
papers on performance indicators in different areas
ofmedicine (15 August, p 451). They are intended
to measure management efficiency in attaining
objectives and may well, in the near future, have a
direct effect on the allocation of funds to manage-
ment units. They could also eventually be extended
to clinical practice.
The performance indicators seem to be flawed in

two main ways. Firstly, they do not attempt to
measure quality ofoutput, which is surely essential

if the claim is to measure performance rather than
workload. Secondly, even as measures ofworkload
they are grossly inadequate because they are based
on the K6rner data set, which, though an improve-
ment on earlier data sets, itself fails to consider
some important items ofwork.
To take an example from psychiatry, the only

community work recorded is visits by community
psychiatric nurses. Yet in some types ofpsychiatry
(notably old age psychiatry) home assessment
is used for over three quarters of referrals.
In addition, a substantial number of psychiatric
referrals are seen on non-psychiatric wards in
hospital as liaison referrals; again, they are
not counted as only psychiatric outpatient, day
hospital, and inpatient work appears (however
inadequately) in the K6rner data set.

Other areas of medicine are also affected. For
example, it seems that the work ofa senior surgeon
supervising his junior is disregarded, and edu-
cational activity seems not to be monitored at all.
The performance indicators group at the Depart-
ment of Health and Social Security is aware of the
limitations ofbasing performance indicators on the
Korner data set, but the danger is that financial
managers at the regional and district level will be
misled by the tide performance indicators into
thinking that they really do measure performance.
Any industry that decided to assess its per-

formance on criteria that measured only a variable
fraction of its workload and failed to consider
quality of outcome at all would not survive long.
There is certainly a place for true performance
indicators in health service management, but the
proposed inadequate set might do more harm than
good.

JOHN P WArnIS
St James's University Hospital,
Leeds LS9 7TF

SIR,-The consultation period for performance
indicators in the National Health Service, derived
from the Korner data sets, ended on 25 September
1987,' but "the data sets have taken a stab at the
sort of data the NHS will need to consider without
defining the purposes for which it is required."2 It
therefore comes as no surprise that the proposed
performance indicators describe a severely restric-
ted range of clinical activity because of the limita-
tions of Korner and the difficulty in defining
outcomes that reflect performance. Is the perform-
ance indicator group to be congratulated?
We have measured the activity ofour psychiatry

ofold age service since its inception three years ago
using a modification of the data described in The
Rising Tide.3 The proposed performance indicators
do not detect patients who are treated solely within
the community or those referred for hospital
liaison. As this is the first point of contact with the
service the 300 new patients seen each year are
not indicated unless they subsequently occupy a
hospital bed or attend the day hospital. Of the 300
patients currently receiving treatment, only 55%
meet these criteria. The activity of professions
such as occupational therapy and physiotherapy is
measured as a district aggregate rather than in
relation to specific clinical services, and the con-
tribution of social workers, who are part of the
multidisciplinary team, is ignored because they are
not National Health Service employees.
Our district has a reputation for pioneering

management techniques, as evidenced by monthly
statements of clinical budgeting, describing both
activity and expenditure. It is expected that the
current climate of management by consultation
and negotiation will be sustained despite projec-
tions of substantial overspending in the district
budget. In districts where clinical services do not
accurately measure their activity or a climate of

mistrust exists between clinicians and managers
the prospect of inaccurate performance indicators
being used to impose cuts in clinical services is
resulting in the winds ofchange once more fuelling
the fires of resistance.

NIGEL TYRE
North Tees General Hospital,
Cleveland TS19 8PE

1 Performance Indicator Group. Perfornance indicators for the
NHS. London: Department of Health and Social Security,
1987.

2 Windsor P. Introducing Korner. Surrey: British Journal ofHealth
Care Computing, 1986:12.

3 Health Advisory Service. The rising tide. Surrey: Health Advisory
Service, 1982.

What patients put up with

SIR,-I was pleased that Dr Doug Addy found
Clive Jermain, the young sufferer from a spinal
tumour who wrote a television play about his
experiences, to be intelligent, mature, quick
thinking, verbally fluent, and down to earth
(12 September, p 661). I have known him for five
years and find him to be all these things and more.
Heis charming, uncomplaining, and well adjusted,
despite a life made stressful by the failure to
diagnose his condition expeditiously.

In 1981 Clive managed to get hold ofhis hospital
notes long enough to photocopy them. He gave a
copy to me along with his own account of his
illness. I would like to quote from both.

"At the age of 6 [Clive was born in 1965] I
stepped off the kerb and was hit by a car. I was not
hurt in the slightest and ran home, where I hid in
the garden shed, frightened and shocked. Some
months later I started to wake at night with neck
and back pain. One night I was taken to our local
hospital and x rayed, but nothing was found."

Later, Clive was sent to an orthopaedic surgeon,
who referred him to a psychiatrist-"because at
that stage my parents had split up it was put
down as 'emotional upset."' The child psychiatrist
admitted him to hospital. "After an agonising
month seeing some horrific sights I was taken away
by my father."
Two years later, still in constant pain, he was

again referred to an orthopaedic surgeon, who
diagnosed idiopathic scoliosis-normally a painless
condition-and put him in a brace. This did not
help, and neither did a week of traction. He had
difficulty urinating and his legs gave way so often
that, at the age of only 13, he walked with a stick.

In 1978, seven years after the pain started, he
was described in his notes as neurologically normal.
He had an operation to produce spinal fusion from
T2 to LI, with a Harrington rod between these
vertebrae. After this he had severe back and neck
pain and loss of sensation and movement in his
right hand. The diagnosis was still idiopathic
juvenile scoliosis.
By 1980 he was partly paralysed with loss of

sensation in his hand and wasting in his right
leg, but his notes say, "The features of cord
compression if any are nevertheless not striking."
He was referred to the psychiatrist again, despite
Clive's father's "total prejudice against psychi-
atrists . . . Mr Jermain refuses to entertain the idea
that there may be emotional problems." The
diagnosis was still idiopathic juvenile scoliosis.
By early 1981 the diagnosis was a "high thoracic

cord lesion," and he was told he might not walk
again. The psychiatrist wrote of"family and school
disrbance... I am sure his apprehension and
preoccupation are increasing his sensitivity to
pain. ..Valium might help him at night."
He spent several weeks in a neurological ward,

though he was temporarily transferred to another
hospital for radiotherapy. After the radiotherapy
finished he was transferred back to the neurology
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