
Potassium may also have other beneficial actions. In a
prospective study of elderly Californians Khaw and Barret-
Connor found that a high potassium intake was associated
with a lower incidence of stroke quite independently of blood
pressure.'0 This is consistent with the finding of Tobian et al
that potassium supplementation of hypertensive rats protects
against fatal cerebral haemorrhage even when blood pressure
is not lowered." It would be premature to extrapolate such
data into dietary guidelines for humans without the benefit of
controlled trials. It is, however, worth recalling that bendro-
fluazide lowered potassium concentrations in the Medical
Research Council's trial and that the one significant difference
between the group treated with bendrofluazide and that
treated with propranolol was that there were fewer strokes in
the former. 2

Clearly there are possible advantages of an increase in
population potassium intake. But where there are winners
there are also losers. A healthy person has no difficulty in
excreting an extra load of 20 mmol of potassium a day. But
others may be at high risk of potassium toxicity as a result of
disease or drug treatment. When used medically potassium
supplements carry surprisingly high risks.3 In the Boston
collaborative drug surveillance programme life threatening or
fatal complications occurred in 28 of 4921 patients, an
incidence ofone in less than 200.1' Particularly susceptible are
elderly patients; patients with renal impairment; and patients
taking potassium sparing diuretics, angiotensin converting
enzyme inhibitors, and, most important of all, non-steroidal
anti-inflammatory drugs.'4'6 Near fatal hyperkalaemia as a
result of salt substitutes has been reported in these susceptible
groups.7 '9 The risks are probably greater than these few
reports suggest. Ingestion of salt substitutes is likely to pass
unrecognised by doctors unless a history is specifically
sought, and information is unlikely to be available in cases of
sudden death.

Excessive use of salt substitutes that contain potassium may
therefore lower blood pressure slightly and may conceivably
lower the incidence ofstroke; but it will almost certainly cause
some deaths among vulnerable groups. Where the balance of
advantage lies is impossible to establish, and this information
is unlikely to become available as vulnerability depends on a

combination of circumstances. The conditions of clinical
trials provide little guidance about what will happen to the
eccentric, the misguided, or the confused outside the con-
straints of medical supervision. The best policy is probably to
ensure that those who are vulnerable by reasons of disease,
age, or treatment are warned both by their doctors and by the
manufacturers. Salt substitutes that contain potassium should
be used only for adding to food to taste, and not for cooking.
They should not feature in public health education, and a
more enlightened approach to increasing potassium intake
would be to achieve it through a diet enriched in fruit and
vegetables.
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More radiotherapists, please
British consultants see so many patients they don't have time to think

The Royal College of Radiologists wants more consultants in
clinical oncology to be appointed.' This is hardly surprising-
virtually every specialty in Britain believes itself to be
overworked, undermanned, and getting a raw deal compared
with its opposite numbers abroad. (For example, British
consultants in clinical oncology see on average more than
twice as many new patients each year as their colleagues in
Europe and the United States.) So why should we heed the
college's report?
The main reason is that manpower has not kept pace with

workload. In the United Kingdom there are currently 240
consultants in clinical oncology -exactly the same number as
in 1980. Yet over the past decade new patient referrals have
increased by one fifth and cancer registrations will have
increased by a similar rate if past trends continue. Not only
is cancer becoming more common but radiotherapy is being
used successfully against more cancers and earlier in their
development.

Consider breast cancer. Referral rates to radiotherapists
rose rapidly once doctors accepted that mastectomy could
usually be avoided if local surgical excision was followed by
radical radiotherapy. Data from one region suggest that
referral rates for early breast cancer increased by one fifth in
the past four years alone.' Knowledge that early treatment of
such common cancers as those of the rectum and prostate
may be life saving has also substantially increased radiothera-
pists' workload.

Consultants have an average of 2000 patients under their
care-about as many as the average size of a general
practitioner's list-but all of these patients will be suffering
from cancer. British clinical oncologists frequently control
most aspects of their patients' care, including the administra-
tion of increasingly complicated regimens of chemotherapy.2
This differs markedly from what has become standard
practice elsewhere.

In addition to this technical role they have to devote much
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of their time to counselling patients and their families and,
inevitably, supervising their continuing and terminal care.
Many patients have no other hospital based specialists to turn
to. Attempts to reduce junior staffing levels to ensure that well
trained juniors will eventually find consultant posts and
moves to limit their working hours have also exacerbated
problems within the specialty.

Faced with similar problems, the Royal Australian College
of Radiologists started putting numbers to its complaints,
estimating how many patients were being deprived of essen-
tial treatment and how much the delays in treatment were
costing.3 Perhaps the royal college here should follow this

lead. Unless more clinical oncologists are appointed substan-
dard care for Britain's patients with cancer looks likely to
continue well into the next century.
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General practitioners' pay

Unsettling pool debts

Many general practitioners believe that they worked harder in
the first year of their new contract than ever before. They will
therefore be surprised to discover that under existing arrange-
ments nearly £6000 may be clawed back from their pay.' To
understand how this could happen requires a detailed know-
ledge of the workings of the pay system.
Each year the review body on doctors' and dentists'

remuneration recommends what gross income (net income
plus expenses) the average general practitioner should receive
the following year. By multiplying this amount by the
estimated number of general practitioners a sum of money is
arrived at: the remuneration pool. This is distributed among
general practitioners by way of fees and allowances. Their
uptake determines whether the average intended gross
income is delivered.
The review body's ultimate intention is to deliver average

net income as accurately as possible. Its success is known only
after three years and depends on the findings of a survey of
general practitioners' expenses conducted by the Inland
Revenue. Any errors in delivering gross income are (as
happened with last year's overpayment) apparent earlier. The
review body has an explicit mechanism for dealing with
underpayments or overpayments of net income. In any one
year 5% of average net income or 20% of new money
(whichever is the smaller) may be recovered from or added to
the current year's award.

Before the 1990 contract the pay system worked smoothly,
regularly delivering within 2% of the expected net figure. Any
underpayments or overpayments were made good by the
government or the profession, with little impact on subse-
quent awards and no fuss. Predicting that the new contract
would disrupt this steady state was not difficult: all the
elements already mentioned-manpower, uptake, and
expenses-were liable to change significantly and unpredict-
ably.

Last year there were fewer general practitioners than
forecast to share total remuneration, leading to a larger
average income than intended. Workload under the new
contract exceeded all expectations, particularly in the newly
remunerated fields of minor surgery, health promotion, and
procedures rewarded by target payments. This led to greater
uptake than had been predicted. Expenses remain the
unknown quantity, and these may alter the eventual size of
the overpayment.
The overpayment would not have been as high as £5951

had it not been for two special factors affecting target
payments. Firstly, despite a review body recommendation to
the contrary, the government included the premiums on
higher rate target payments within average net remuneration
for the first nine months of the financial year. Although these
were expected to average £400 per doctor, the actual yield
from higher rate target premiums for the full year has been
over £2000. Their inclusion for three quarters of the year has
contributed £1400 to the overshoot. Secondly, government
accounting convention dictates that payment for work done in
any given year must be brought to account in that year,
regardless ofwhen it was actually received.

This affects target payments because the Department of
Health agreed to initiate the scheme with a one off double
payment. (If it hadn't then because payments are made one
quarter in arrears doctors would have received only three
quarters of what they were due in the first year of the
contract.) Accruals based accounting, however, has pulled
into the first year of the contract payments made to doctors in
June this year-meaning that the equivalent of five quarters'
payments is being included in calculations for 1990-1. This
has contributed another £700 to the overspend.
These are essentially technical problems capable ofsolution.

Much is at stake: clawing back large amounts of money from
future pay awards will surely threaten any cautious accept-
ance of the new contract that may be building up. But there
are more long term considerations. Should the receipts from
work sensitive payments be regarded as a bonus or merely one
more element affecting how a given pool of money is divided
up? Can the current system withstand the stress that an
overpayment of this size (12% of average intended gross
income) imposes on it? Arguments for change are included in
two GMSC publications, Building Your Own Future and Your
Choicesfor the Future. General practitioners will surely want to
participate in this debate.
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