
wishes. There is not much evidence that including local
councillors achieves such objectives.7 But leaving that aside,
what is to happen if local and central priorities diverge or if the
views of general practitioners and patients pull in different
directions? In this respect the rhetoric of the document may
encourage expectations that cannot be fulfilled.7
The main impression given by Your Good Health is of a

document that addresses important issues seriously. It is
overemphatic about the pathologies of the internal market,
just as it is overreticent about the potential pathologies of its
own more bureaucratic approach. It builds much more on the
developments of the past decade than it is prepared to
acknowledge, particularly in its emphasis on developing
standards of quality and on patients rights. It leaves a lot of
questions unanswered, notably about the precise role of the
proposed Quality Commission -which has an extraordinarily
ambitious remit. Above all, it makes no specific financial
commitment about the funding of the NHS. But in this

respect it is surely being only realistic and honest. There is no
point in making precise pledges if there can be no certainty
about the ability to carry them out. Under any government
the funding of the NHS depends on how the economy
performs and on the administration's choice between
competing priorities. If the past few months have shown
anything it is surely the dangers of economic prediction.

RUDOLF KLEIN
Professor of Social Policy,
University of Bath,
Bath BA2 7AY

1 Labour Party. Your good health. London: Labour Party, 1992.
2 Department of Health. Departmental report. London: HMSO, 1992. (Cm 1913.)
3 Secretary of State for Health. The health of the nation. London: HMSO, 1991. (Cm 1523.)
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Accreditation after Goldstein

Timefor higher training committees to reconsider their procedures

The arguments in favour of accrediting the completion of
higher specialist training have never been convincing. Accre-
ditation was introduced by most, but not all, of the joint
higher training committees at about the time that Britain
implemented the European Community's medical directives,
partly owing to the mistaken belief that these required
member states to keep a specialist register.' Subsequently,
proponents of accreditation have defended it as a means of
promoting high standards of training and practice, though it
has also been used as a more or less overt means of regulating
the number of specialists.
The system has always been riddled with anomalies. Most

of the medical royal colleges consider that accreditation
indicates suitability for appointment to a consultant post, but
all accept that candidates who are not accredited may also be
suitable by virtue of their training and experience. Accredi-
tation normally depends on the satisfactory completion of a
specified period of training, at least part of which must take
place in a substantive senior registrar post. Yet training
acquired by locums or temporary appointees in the same posts
is not considered to be acceptable.
These anomalies have been highlighted by the quashing in

the High Court of a decision by the Joint Committee on
Higher Medical Training to refuse accreditation in rheuma-
tology to Dr A J Goldstein.2 Dr Goldstein had worked in a
series of posts concerned with rheumatology between 1983
and 1990, including two years as a temporary senior registrar.
He had never, however, been appointed to a substantive
senior registrar post, and this was the joint committee's stated
reason for refusing accreditation. After judicial review Mr
Justice Rose directed that the joint committee should re-
consider its decision.
The case has raised several issues that now require urgent

attention. The first of these is the requirement that candidates
for accreditation should hold, or have held, substantive senior
registrar posts. This requirement was not contained in the
joint committee's handbook in 1984, when Dr Goldstein
began his training in rheumatology, though it was included by
1989, when he applied for enrolment. The requirement is not
absolute in that the committee will consider applications from
trainees in other types of post if they are of comparable status.

The term substantive senior registrar post is not defined but is
normally taken to mean an appointment made by a legally
constituted advisory appointments committee after an adver-
tisement. Dr Goldstein argued that his posts were substantive,
in the ordinary meaning of the word.

Although the training received by doctors appointed as
temporary senior registrars probably does not differ signifi-
cantly from that of substantive holders of the same posts, the
ability and achievement of the post holders may vary
considerably. The way in which substantive senior registrars
are selected, in open competition, guarantees the quality of
those appointed. No such guarantees exist for temporary
senior registrar appointments, for which there is no standard
selection procedure and which may be made informally. The
general requirement for a substantive appointment is there-
fore justified provided it is not applied over rigidly.

In fact, the joint committee's decision was based not only
on the question of substantive senior registrar appointment
but also on the results of "soundings" that the committee had
taken among the consultants with whom Dr Goldstein had
worked. His counsel argued that this was contrary to natural
justice, in that he had neither known of the soundings nor
been given an opportunity to deal with matters raised against
him. The handbook of the Joint Committee on Higher
Medical Training does not refer to the possibility of such
reports being sought, though that of the surgical training
committee does. The term "satisfactory completion of
training" implies not only serving in an approved post for
a prescribed time but also acquiring during that time the
skills and attributes needed by an independently practising
specialist. Reports from trainers provide important evidence
that the necessary standard has been attained.

It is not the reports themselves that raise a problem but
their confidential nature. Critical scrutiny and constructive
feedback are essential elements of training,3 and trainers'
reports should not contain criticisms of which their trainees
are unaware. That they often do is cause for concern. The
training committees should strike a blow for openness and
greater honesty by requiring all trainers to provide their
trainees with copies of reports about them.
The third issue of concern is the apparent confusion that
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pervaded the legal proceedings over the difference between
accreditation within the United Kingdom and specialist
certification in the European Community. The joint com-
mittee had correctly advised Dr Goldstein that he had fulfilled
the training requirements of the medical directives of the
European Community, and could apply to the General
Medical Council for the certificate of specialist training,
a qualification that has no legal standing in the United
Kingdom but is recognised as indicating specialist status by
other states within the European Community. The judge
found it "perverse" that the committee should recommend
this while refusing accreditation. The two indicators, how-
ever, bear no relation to each other.4 Specialists in other
European countries work mainly in free practice outside
hospitals, where they do not have the same responsibilities as
NHS consultants. Their certificates are a legal requirement
for them to be able to claim reimbursement of specialist fees
through social security systems but do not indicate suitability
for a senior hospital appointment.

Accreditation is a purely British phenomenon with no
meaning in European Community law and is designed to fulfil
a uniquely British need. This distinction is widely misunder-
stood but is likely to become increasingly important as more
doctors migrate within the European Community. The joint
committee is at fault in that the relevant guidance in its
handbook is confusing.
The outcome in this case leaves many questions un-

answered, but some conclusions may be drawn. Firstly,

bodies acting in the public domain, and therefore subject to
judicial review, should be aware of legal pitfalls, and may need
to employ legal assessors to avoid them. The procedures and
criteria used by the joint committee did not stand up to
judicial scrutiny, and better procedures will be needed in
future. Secondly, a more rigorous analysis of the criteria
applied in accrediting trainees and a more cogent justification
of them are needed. Considerations to do with education and
manpower have become tangled, and the joint committee
must now try to separate them, perhaps by introducing a
numbering system for trainees similar to that used in surgery.
Lastly, the case has highlighted the unsatisfactory nature of
temporary senior registrar appointments. They are an in-
efficient way of maintaining a clinical service, encourage
expectations in the appointee that may not be fulfilled, and are
not subject to the same quality controls as substantive posts.
In future, such posts should be made available to visiting
registrars who may not otherwise be able to obtain experience
in higher training before returning to their countries of origin.

STEPHEN BREARLEY

Consultant Surgeon,
Whipps Cross Hospital,
London ElI 1NR
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2 Brahams D. Medicine and the law. Specialist training and accreditation. Lancet 1991;338:1585-6.
3 General Medical Council. Recommendations on the training ofspecialists. London: GMC, 1987.
4 Brearlev S. Medicine in Europe. Medical education. BMJ 1992;304:41-4.

Any better? Outcome measures in medical audit

Patients care about outcome; doctors should be measuring it

Although the separation between purchasers and providers
may have some desirable features, it is tending to create a gulf
between the people who need information and the people who
are in a position to provide it. Take managers in purchasing
authorities, confused about why consultants in their patch
elect for widely differing treatments for apparently similar
patients. As well as knowing the different costs they would
want to know whether the patients have benefited from their
treatment six months or a year later. How could they find out?
They might have to rely on the skill of consultants in

provider units. But why should their managers sanction this
possibly expensive work? What's in it for them? It is as if
conscientious plumbers visited clients' homes several months
after finishing each job to discover faults in their work that no
one had complained about. Perhaps the primary health care
players in this game are better placed to discover some
knowledge of outcome -general practice fundholders are in a
good position to vote with their patients' feet and avoid
individual consultants, hospitals, or even districts whose
treatment proves less than adequate. Yet individual general
practitioners are unlikely to have sufficient caseload or
knowledge of the relative success of comparable units to make
rational decisions.
Measurement of clinical outcomes is increasingly being

seen as crucial for monitoring quality and achieving cost
effectiveness. Politicians like it because they believe that the
objective of health care is to maximise the health of the
community and because it offers a way of making the views of
consumers central to the provision of health services.
Managers like it because they want to have a better idea of
what they are paying for so that they can choose the best for

the available money. Doctors like it because they want any
moves towards managed care to mean providing the best and
not just the cheapest.
The debate concerning the value of routinely used outcome

measures as a managerial as well as a clinical tool has been
fired by the prospect of a health care system that attempts to
organise the provision of care according to the health needs of
the population. Such a system can function only if it succeeds
in finding a way of identifying and measuring health gain,
lending urgency to the need for evidence to challenge the
view-still sometimes held-that outcome measures other
than avoidable mortality and standardised mortality ratios are
illusory. Doctors need to know what benefits existing treat-
ments bring, whether they can do it better, and indeed
whether they should be doing anything at all. Until pur-
chasers find ways of deriving this information from their
contracts, the development of outcome measures will remain
the pipedreams of enthusiasts.

This is not the case in the United States, where concerns
over quality and variations in the delivery of care have
triggered a substantial body of work by health care profes-
sionals. With increasing attempts to reduce variations in
practice the need has arisen for straightforward measures that
are sensitive to the effects of treatment on health. In
particular, the United States medical outcome study-
designed to assess process and outcomes of care for patients
with chronic disease according to variations in the style of
practice in different systems of care-has made important
strides in this direction.'

This approach recognised the prior need to get doctors on
board. Moreover, it measured outcomes of prime concern to
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