
trated on medical audit (the activities of doctors),
we think that clinical audit (of other disciplines as
well as medicine) is a better measure of patient
care. All audit activities have considerable impli-
cations for manpower planning and agreement of
job contracts for doctors and other professional
staff.
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NHS review and the new
general practitioner contract
SIR,-As members of the 1987-8 Merck Sharp
and Dohme Wessex Course, we wish to offer an
alternative to the proposals suggested by the
government in the 1989 white paper and new
general practitioner contract. We share many of
the misgivings expressed by others concerning the
changes in the basic practice allowance and capi-
tation fees (particularly as they affect women
doctors), practice budgets, and indicative drug
budgets. We do not share the belief that market
forces alone will raise the minimum standard of
general practice. Postgraduate medical education
is the key to improved clinical cost effectiveness.
Its role can be enhanced not only by the carrot of
allowances but also by the stick of accreditation.

Anticipating the ideas of Professor Morrell,' we
proposed in 1988 that to receive the full basic
practice allowance a general practitioner should be
required to: (a) keep records in chronological
order with a summary of past medical history and
any long term drug treatment; (b) be accessible:
arrange for patients to receive medical advice on
request within 48 hours, and with minimal delay in
an emergency, within working hours; at other
times, patients should be able to receive advice,
obtainable by not more than two phone calls by the
patient or representative; (c) provide adequate faci-
lities in terms of diagnostic equipment, premises
and staff; (d) regularly attend or participate in
postgraduate medical education meetings, which
would be organised, budgeted, and audited by an
experienced, enthusiastic local general practitioner
tutor who is paid an appropriate rate and whose
teaching time is accorded equal value to service
time. A triumvirate of one lay person, a manager
from the family practitioner committee, and a
senior general practitioner would arbitrate on the
fulfilment of these criteria for the full basic practice
allowance.
The management of practice budgets or indica-

tive drug budgets, or both, will reinforce the
realisation that clinical accountability includes
audit. But these budgets need be no more than
a "paper" exercise, processed by the practice
computer, which is financed by the family practi-
tioner committee, which will receive the annual
report containing the data and accounts. A sympa-
thetic facilitator may visit an individual doctor
whose prescribing costs and referral rates seem
excessive. We note how the Drug and Therapeutics
Bulletin has influenced our habits, producing more
cost effective treatment. We envisage medical
facilitators curtailing inappropriate referrals by
general practitioners, thus reducing hospital wait-
ing lists and obviating the need for a market of
hospitals envisaged in the 1989 white paper.
The cost-benefit aspect of any treatment should

be examined in the overall context of availability of
funds, as determined by the proportion of the
nation's wealth that society is prepared to spend

on health. Given the chronic underfunding of
medicine's "art of the possible," we cannot pretend
that "doctors will not run out of money" in due
course.2 It is untrue to allege otherwise, as demand
accelerates away from supply. Hence the idea of
consensus panels' to determine guidelines when
clinical judgment and financial considerations
produce dilemmas. Such panels might have an
equal number of lay and medical members. A
clinical judgment review board, to extend the idea
of Sir Cecil Clothier,' could be concerned with
ordering priorities in accountability. In time this
would establish a body of "case law."
The NHS review has a twofold purpose: to raise

standards and to save money. The ends are
understandable; the means suggested are specu-
lative, not validated and certainly not justified by
the ends. We suggest that our alternatives should
be phased in over the next five years with the broad
principles agreed by all interested parties.
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SIR,-One particular issue raised in the govern-
ment's recent white paper needs to be expunged.
That is the proposal to provide tax relief for private
health insurance for the elderly. The point was
touched on by Alain Enthoven,' and as long ago as
1983 there were warnings from the United States.
The problem is that tax subsidies for health care
"resulted in unnecessary treatment, overlong stays
in hospital and investigations that contributed no
useful information.' This is not surprising if it is
cheaper for the patient to stay in a hospital with
40% of the cost paid by the government than to stay
in a hotel. It is difficult to see where this particular
proposal came from. It is hardly in line with the
free market economy, nor will it benefit those in
greatest need. It would be far more efficient to
estimate the cost of this proposal and distribute the
money, perhaps to all those aged over 80 regardless
of health need.
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SIR,-Now that the public attention seems to be
moving from the general practitioner contract
negotiations to the number of hospitals opting for
self governance the BMA might think to refocus
its campaign along the lines of the Richmond
public meeting with the district health authorities.
To extend it, district general managers should

be encouraged to set up public debates for the
"constituents" of their authority: the public whom

they serve. The motion to be discussed and
debated should be along the lines of "Do you want
your local hospitals to opt for self governance?"
The authorities should be responsible for chairing
and administering the meetings, and the BMA
should publicise such debates both locally and
nationally-for the better attended they are the
stronger a mandate they will carry. The speakers
could be provided by the BMA, but their bias
should end there.

Such public meetings would then have several
useful functions: they would educate the public in
an unbiased way (as the national press clearly does
not), thev would foster well informed debate, and
they would give a more representative idea about
what the public feels about the proposals.

In encouraging open debate the BMA would
cease to be seen as a group with vested interests. It
might even open the debate wider than the govern-
ment would like.
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SIR,-Professor David Morrell advocates simple
changes rather than an overhaul of the present
general practitioner contract,' but his rather vague
survey and admirable aims, and the grading of
practices to conform with his own standards of
excellence, will raise few eyebrows in the 70% of
good standard practices.
He fails to appreciate that what has produced the

present need for change is an aging population with
increased medical needs. Simply continuing with a
capitation fee for each registered patient but a
higher fee for elderly patients means he has failed
to see that the drip needs changing. The time has
come for doctors to earn that higher fee by
performing a service which, in a national health
service, would be nation wide. Hence on page 30 of
the new contract appears exactly what I proposed
should be done when the Royal College of General
Practitioners asked me to submit my ideas for the
care of those aged over 75. These measures have
been tried in my practice. They did not increase
anxiety or morbid preoccupation with disease, and
at least I knew who the principal helper was, what
drugs were being taken, if the patient had a
telephone, and what those scars on the abdomen
meant. Both I and the elderly patients were then
reassured that we had a good basis for care at a time
when homoeostasis was becoming unstable.
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Correction
Tetrahydroaminoacridine in Alzheimer's
disease
Two errors occurred in this letter by Drs P V Scott and
M De Jonge (6 May, p 1250). In the first sentence of
the third paragraph the Glasgow coma scale should
have been <8 rather than >8. In the same paragraph
the fourth sentence should have read: "Her blood
glucose concentration was 3 mmol/l. Dextrose (20 ml
of a 50%/o solution) given intravenously produced no
improvement in her state of consciousness or pattern
of breathing."
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