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provide minimum resources, or for those who wish to opt for
salary. The problems in negotiating a satisfactory salaried service
are considerable. Perhaps the BMA may yet, as in 1966, take
the initiative from the Medical Practitioners Union and prepare
for constructive discussions on this issue,

The continuing obsession to separate general practice from
teams both in the hmpﬁul and community and by default from
the patient is now a major constraint on those who are unable to
take the first step and on those who wish to take the next. It is
a licence for professional default and governmental inaction.
‘The battle for clinical autonomy—and ultimately this is a bartle
for more and better resources rather than favoured status—
cannot be conducted on a basis of independent contracting.
The resources required are too large, the organisation of care too
complex, and the task too important to be left to those who stand
outside it.
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No future for a salaried service

MICHAEL LOWE

lf general practitioners were to be pemudgd 1o exchange their

lent status for a salaried service, what benefits would
result? Would patients find the GP’s surgery a more reassuring
place; the staff and facilities more modern and efficient; the GP
more friendly and caring ?

Your answers to S hess questions may depend my much on
where ynu live. L
parts of London and other large cities is unsatisfactory. So are

many other services and facilities. The causes are complex and
vmedandwlllnbelnuldnlofnmy:nd:ﬁmmwﬂm
A salaried service in some of these areas could well improve the
standard of health care, but only if accompanied by modern
premises and equipment and salaries for doctors and their staff
that are sufficiently above average to attract and retain high-
quality and well-motivated individuals. You do not need a
salaried service, however, to attain Utopia. It could well be
achieved within the existing structure. All you really need is

Most patients do not live in the worst parts of our inner cities.
Most believe that they get a good service from their general
practitioners. Mwmmmmzﬁomﬂmpmmx/
general practitioner in Britin. Only one in
200 000 mnluummﬂum:lomd eomphmt,:ndfmn
only one in a million ions is thy
found to be justifiable.
F«chegumﬂmumlhmm,ofcwxn,my
i in a salaried

the idea of an option for a salaried service was last seriously
discussed between the profession and the Government in the
early 1960s it became apparent that this was not quite what the
‘Government had in mind. The Government envisaged that the
doctor would continue to operate in precisely the same way as
he does at present, providing full 24-hour cover, seven days a
week. He would exchange his business chores for a fixed salary
that was related broadly to average net income for other GPs.
‘An unpublished report of joint discussions in 1965 between
the profession and the then Ministry of Health concluded that
2 system on these lines would require an employing authority
with full powers to organise and supervise arrangements for
general practice. The family doctor’s freedom to arrange his dly
and methods of working with his colleagues would be
Both the profession and the Ministry realised that no unous
could be made, and plans were abandoned. Those who
accuse the BMA of blocking progress towards a salaried service
on ideological grounds either are unaware of or choose to ignore
these facts.

Smthcmd-lm'thﬂehnbeenlnpldmmlhe

use of services. They

operate in all major towns and cities and are used by 40°% of
GPs to provide some relief from out-of-hours services.

doctors who advocate a salaried service also blame the deputising

services for the deterioration in the standards of primary care in

some inner cities. ‘The two are unconnected, and the fact is that

attractions
hohdnynnd-mdylnvewnhlowmmer,mdmmﬂ‘emp{vy
other business

to at least a minority of general practitioners. When, however,

British Medical Association, Tavistock Square, London WCIH 8JR
MICHAEL LOWE, under secretary

without services primary health care would no longer
be available in some parts of London and other cities, where it is
ﬁeqmdym(umnwhvemdethﬂrpnmce

ﬂmmluhnedxmumwo\ddsuﬂbelnﬁedfm
mmwd w:—nfhounwver,mdn is mﬁwkmenvmge
the present
ﬂnmndndxofwhuhmeonﬂolhdbythemfmlouﬂy.
State-run out-of-hours services would certainly be feasible, but
adequate funding and maintenance of standards would un-
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Emergencies in the Home

Organising and training for emergencies

DAVID RAWLINS

‘The other articles in this series that were published earlier
this year looked at the medical problems of dealing with

ponse
o learn to deal with dum ‘The equipment that is needed was
discussed by Steggles.!

Defining an emergency
Thzﬁmpmblemntou-ytodzﬁmmamuem Pacy, in
an Australian study,® defined a as “any

Fry* and Hodgkin* have given estimates of the work load and
incidence of disease in general practice, and from these one
may attempt to estimate the number of ayearina
practice of 2500 patients (tbie). This means about 800 emer-
gencies a year—ijust over two a day. Very few of these events
mhk-:hmunm((lndolthewdeuhsmymllbenpeaed
and a proportion welcomed). Similarly, many patients with
emergencies and acute incidents will attend at the surgery.

Emergencies occurring each year in a practice with 2500 patients

condition or message which requires lmmedu(e attention,
irrespective as to what the doctor would otherwise be doing.”
This is a rather restrictive definition, since it limits itself to
life-threatening emergencies (which are rare). A laceration is an
emergency and needs to be dealt with soon but not the moment
the doctor hears about it. Similarly, many conditions described
in this series need to be dealt with in, say, three or four hours,
some a lot sooner, and some possibly later. Some conditions
that patients or their relatives consider to be emergencies may
not be urgent.

Educating the paticat and relatives will also help dc(ermme
what an emergency is. A patient’s first (and second)
fit is an emergency. Relatives usually soon learn how to cope,
however, and should be taught to call only if the fit is pmloued
A hypoglycaemic coma is an emergency, but by educating the
relatives to give a glucagon injection the medical services may
not need 10 be called.

Some attempts have been made to determine the incidence
of diseases, and one can examine more closely those that are
likely to result in an emergency call to the home—or elsewhere.
‘Thus there are about five cases of myocardial infarction a year
per 1000 of population, with a wide spectrum of presentation—
some will die in & few minutes, others may walk to surgery,
while others may be stricken away from home—for example, at
work.

The way that a practice is organised and how much the
patient and the patient’s family understand that organisation
will influence the number of calls to the home. In a rural area
some distance from hospital casualty departments the general
practitioner will deal with most of his patients, especially if his
patients know he can be contacted and is willing to come. In
large towns and cities where there are casualty departments at
many hospitals there is a greater tendency to call an emergency
ambulance. The skills of the ambulance men who staff these
is variable, but only exceptionally does a doctor travel in them.
The costs of the service are high, however (£5 a mile or £20-£40
a call).

Coleford, Bath
DAVID RAWLINS, M3, 83, general practitioner
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Various general practitioner immediate care services, es-

peuallymrunluus,h.weetumneduﬂ-omnmmmdmn
and emergencies to be about 25 calls a year per doctor in &
scheme: one a fortnight. A third are to road traffic accidents, 2
third for other cases of trauma, and a third are medical emer-
gencies. These include most of the life-threatening events in a
Mw.kﬂmofﬁgmﬁnﬁyof&eu&&zmmyw
be attended by his own general practitioner. When a road
-caduuoecunoftenmmnmmmymd—ud

again there is a wide range from those who arc desd,
Mewhoanberewed,thmewhoneedmlledmmn

about 40 minutes a fortnight on such calls.

Training

Medical students and doctors should be trained in the arts
and skills of managing emergencies at all stages of their educa-
tion. More and more in the United States medical students in

doubtedly continue to be problems. Payments by salaried GPs
to deputising services would pmnm-bly have to be directly
reimbursed.

Advantages of being independent

The new deal for general practitioners in 1966 not only raised
mdramnp—nwmlhzmmmdnwblduofbung
indepmdem contractor: it removed the disincentives to
good premises and employ good staff. The rent and rates

scheme, particularly the cost-rent provisions, has enabled many

question. Thus the state has a guaranteed incentive for GPs to
be economical. In a salaried service with direct reimbursement
of expenses there would inevitably be controls with standards
mmtonmmeqmm.-ypeMunofan,mawm
pay tax
mdcmddeD.Mmmymnunnofexpmm
which they are able to set off against tax as compared to their
salaried colleagues, pay tax under schedule E. For example,
‘most GPs are able to claim tax relief on the running expenses
and depreciation on their own car and half on their second
family car. Most also get relief on salaries paid to their wives for
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by GPs pu:mm' m health centres about dettrwntm‘ service
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deoomon, about the lack of understanding by health nnhonly
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Secretary of State for Social Services that such approval would
be withdrawn. This could well happen the next time there is a

that an

option for a uhn:d service should be available, but it recopmed
thnntwmddbeeomy ‘This is the major factor that will prevent
any Government in the foreseeable future pushing towards a
salaried service. 1 have yet to sec any convincing evidence from
other countries—most of which spend far more of their gross
national product on health care than we do—that employing
primary health care doctors on the basis of a salaried service
improves patient care.

Thep'uenuytwmofmp-yquPx,h‘xedon:m-xo!
fixed allowances, upmm fees, and item-of-service payments
(coupled with the important direct help with premises and
suff), would be hard to improve upon, except by relatively

alterations. It may be complex, but by and large it
provides a fair distribution of income for the multifarious types
of practice and area throughout Britain.

One of the most important advantages of the independent
contractor status over a salaried service is that it gives freedom
of choice. Subject to one or two minor restrictions, patients are
free to choose their GP and to transfer to another doctor if they
so wish. Equally, GPs may accept or reject applications from
[prospective patients to join their lists. This encourages the GP
to provide a good and efficient service and the patients to be

prit
pncnee:mg Inevitably this freedom would be restricted by
salaried contract.
A salaried practitioner would need to have premises
pmndeﬂbythe:um‘ One in five already practise from state-
health centres, which have proved to be expensive to
bﬂlldlndmwbenmehexlp‘mmblﬂtmn
little incentive to economise. its are frequently made

i and personal
in the “public sector.” It also allows doctors to fight
for their patients against the bureaucracy of the NHS. The fact
mmGP-s&«mmu,wm

mnyyununulhudu«hnpubhcrehmndwmlome
BMA: “The independence of family doctors is vital, because as
the individual tends to become a statistical abstraction the family
doctor may prove to be the last defender of the patient’s
interests.”

ONE HUNDRED YEARS AGO ~ Th:

the institution at the
mﬁmlm,mmmlmmus;mpecumy
‘was accounted for by the of private

patients,
umh:.@‘mmwmmnmam
i 1879,

said that it was in March, 1878, that he first

, and, as the s0 well, in
November, 1879, he again brought the subject under their notice,
discontinuance of the of beer s an article

of ondioary dict. He did not advise any substitut for the bee, but

by most carcfully weighing every patieat onoe a i
md-ofthemﬂu.l\em-nmﬁedoﬁhemuﬂmofht

opinion, and did pot think any unprejudiced observer could question

lndl!7ofvh=fetmﬁrmdm¢of:hm , the
IW,JIOp-uper
the

o023 v patient wise sigted 13 of s former and
latter died, and 146 and 11 were discharged. proportion per
‘under mle‘n-umne.udm

1880, 7:5. The causes of death had been verified in every instance by

‘women) were
same a3 in 1879, and during the year three inquests were beld. Dr

the good results Monetary payments had
bmmmmmm:mm,mummmmw
that the attendants and serv:

to proloag,heir malady and conduce to 4

their discharge in consequence of those inclined
to over indulgence retaining a taste for intoxicants. (Bricish Medical
Sournal, 1881.)

1230

:he-rﬁmumohthr«hnmlmmmmodwpcnmedm
standards and are capable of evaluating emergencies, giving
ing the air-way, perform-

infusi

‘The hospital component of a genenl practitioner’s vocational
training should teach more specialised skills—such as in
disorders of the ears, nose, throat, and eyes and in paediatrics—
and the trainee should learn how people behave and what onc
can do in practice. For general practitioners who have been
unsble to learn these skills in their training or who wish to
refresh them there are a number of options. A few refresher
courses are held annually on emergency treatment. Various
immediate care schemes hold study days and wvrhtwpl on
emergency treatment. Basics (The British for

BRITISH MEDICAL JOURNAL VOLUME 283

lfmdmrﬁondtﬁnmbetofllhomemwbe
no great difficulty in to an emergency call. If the
pmuce staff know what visits he is doing, they can often
intercept him or leave lmemcenn suitable point. (It is
useful to record all patients’ telephone numbers; the staff can
Mmlpmemtnumbethﬁm'hemmtoflrelmnnthe
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tening emergencies
sophisticated system using some form of radio link is desirable.
In many parts of the United Kingdom sroupe of interested
doctors have
mmxofgmutonvenwdmlndudumeofm-

wlv.h the starutory Smergency services (pol.we, ambulance, fire,
i by monies

Immediate Care) hold an annual symposium in the autumn.
In most district general hospitals a fnend.ly lnmlheﬂs( will

casualty d:pmmem wuu be nble to pmnie a gaxn.l pnmum
witha
several of which should Inve been dealt with in general practice.
To learn how to handle ENT and eye emergencies one can get
an attachment to suitable departments. Provided that the

postgraduate dean gives approval, attachments to casualty and
special departments can be funded by section 63 payments.
Other doctors may wish to take clinical assistantships when
available.

Practice organisation
A pracice necds (o be organised 10 cope with emergencies.

able to locate and contact the doctor. Patients soon leam if a

nmd bychamm

Why should general practitioners treat emergencies?
Somemymthnmumnchmiunmwwtem

-mndmwmr.nu!mnoﬁnnhudehyforpmm
M,mﬂumuofueumm(mmmltynreummy

higher than those in general practice. To opt out of emergency
uummnmoptwtofnnulmo medicine, mdl.hepob

developed, and one may gain the respect of one’s patients.

m grateul <o De H M Baird, gmeral pracitonet in Glealuce,
w.mnun for his advice.

doelnoulalwnh and will take

serve a dual purpose if necessary.

'Steulu BG. vhneqmpmmnudedrl-lmd] 1981,283:195-7.
hancellor A, Bridges-W. calls in

leakage should be noted.—Useful hints to houscholders are, that all
Bouses should be supplid with 8 stop-cock, 0 tht in case of severe

repairs, the water can be easily turned off
wmmmmm-mmwwm«mm
p by having 10 turn of st the main. All

Mabk,wm«awmmhmwo{mﬁx
bt eho "

the water—closets. The frictional parts of all sanitary fittings should be
kept regulariy oiled. The seats of water-closes should be loose ot fixed

mm«,mu,mammmamm4 Exsmmine
whether the cisterns are covered; whether they have overflow-pi
and if such overflows

‘working order the soil-pipe
throughout its course, to see whether it nnm.mum,mypomuof

disturbing the wlrllofuulmthnlﬂmld
mwkmﬂywmikaommebm of

Ww‘yfw.mmedmdnlymwbemdmbucmmm
ﬂﬂﬂmlﬂ!pﬁpﬂmlﬁmbﬂhfébﬂ'mmhmﬂ,
will generally prevent the water from freezing. NB—The pipes burst
from the expansion of the water in the act of freezing, and not after it
i:ﬁmwwnun-dy&ue-inuwwmumm

ap. In order to water for drinking and
be cleaned out at least

twice a year. (Bn‘n'lh Mcdl?«l}mul, 1881)
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