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PRACTICE OBSERVED

General Practice in the Year 2000

Point of view of an overseas doctor

ABBAS VIR]I

The conventional use of the term “overseas doctor™ was coined
to embrace all doctors working in the United Kingdom who had
obtained their basic medical qualifications in medical schools
abroad. Numerically, the largest group of overseas doctors is
from the Indian subcontinent—17°;, of all doctors in the
National Health Service (30°, of hospital doctors and 20°%, of
general practitioners). Those from white

practice, and often his basic qualifications were questioned.
Many found that the only jobs available were the unpopular
junior hospital posts. In 1975 the report of the Merrison
committee on the NHS voiced officially the reservations felt
towards overseas doctors by the British medical profession. This
resulted in lhe introduaim of the Temponzy Registration

d (TRAB) which doctors who

and Arab countries account for only 6% of all NHS docmls
Graduates from Eire are traditionally considered “home
as are doctors born overseas who quallﬁed in Britin. In :hl:
article the term “overseas doctor” is used in a limited sense to
define those doctors with particular ethnic, cultural, and
linguistic characteristics that influence their future.

The history of the overseas doctor is one of the most in-

of the world end up working for one of the richest? Most
doctors came from ex-colonies of Britain, especially India where
medical schools are run on the British model and students are
taught in English. Substantial immigration to the United
Kingdom took place in the 1950s and 1960s for several reasons,
one of the most important being the lack of British graduates to
fill vacancies in the NHS. Furthermore, British training and
qualifications were highly regarded, and immigration of overseas
doctors was facilitated by dx lack of the usual entry restrictions
and the recognition of their degrees by the General Medical
Council.

Thus having been allowed freely into Britain, these doctors
discovered that the streets of Vilayat (United Kingdom) were
not paved with gold as they had been led to believe. Handi-
capped by cultural and linguistic differences, the unfortunate
immigrant doctor was regarded as having lower standards of
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qualified ovenm were now required to pass to prove their
knowledge of medicine and skill with the English 3
Fuelled by this development, the Overseas Doctors Association
was formed officially to express the difficulties faced by its
members.

Overseas Doctors Association

The Overseas Doctors Association levelled much criticism at
the NHS for failing to improve conditions for overseas doctors.
The main areas of concern were the difficulties in
desired jobs and the subsequent uptake of the less popular
specialties such as psychiatry and geriatrics. Overseas doctors
were working long hours with little or no time for training or
studies, and thus were caught in a “‘catch 22" situation—that is,
the lack of training facilities prevented them from being
appointed to desired jobs that required previous training and
experience. This often resulted in failure to obtain the further

without their FRCS or MRCP, while others sought refuge in the
NHS, filling the jobs that no one else wanted.

“There are 20 000 overseas doctors working in the NHS. Every
year 2000 enter the United Kingdom, and of these, about three
quarters return home with or without further qualifications.
Among the 500 who stay some achieve their desired goal of
consultantship and others choose to become principals in general
practice. Unfortunately, there are also many whose only option
is either to provide casual medical labour or to form a body of
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by the NHS while control of influx of new docsors and integra-
tion of those who are here now will eliminate the association’s
raison d'¢tre. Perhaps it will be renamed the Overhere Doctors
Association or exist only to serve the needs of doctors from
overseas taking part in training programmes.

British medical practice will continue to be held in high regard,
and the great demand for training graduates from overseas will
continue. Training programmes with a planned

2027

training and cxperience. Entry to the United Kingdom will be
impossible unless a place on one of these programmes is

calibre of candidate but also greatly increase his chances of

success in the specified period of time.
inancial security, better working and living conditions,
excellent training facilities, freedom from exploitation, better
and equal job ies will herald the dawn of

of
jobs both in hospitals and in general practice will be available,
tailored to the needs of the overseas graduate to ensure sufficient

the new century for the overseas doctors. By then the term used
to describe these doctors will scem anachronistic.

Practice Research

Improving the care of asihmatic patients in generai practice

MICHAEL MODELL, JENNY M HARDING, ELIZABETH ] HORDER, PETER R WILLIAMS

The management of asthma still poses many problems. Despite
the advances in trearment made in the past 20 years, control
is often inadequate and asthma may cause much disability. >
Patients with asthma do not always make full use of health
services,' and poor communication between patients and
doctors may result in poor care.* * These important reasons for
the failure of care are of special concemn to us as general prac-
titioners” * and influenced us to design a study (a) to discover

the plan; and (c) to devise ways of measuring the severity of
asthma and use them to assess the effect of a management plan
on a group of patients with asthma during one year.

The results of the study showed that though there was an
appreciable improvement among younger patients, many of
those who remained most severely affected at the end of the
study had been i assessed and i
treated. We suggest ways of overcoming this.

Methods

The study took place in a group practice of eight doctors with 3

list n( 13000 patients. Patients with asthma aged between S and 55

dentified from the practice disease register and after the records

were scnmmud were included in the study if they had cither more

recorded episode of wheezing in the past 12 months or a

dumosls of asthma recorded by a general practitioner in the previous
two years.

Because it was 100 difficult to identify a control group of asthma

patients, defined according to our criteria, we assessed the study

group before and after a 12 month period, 5o that the patients acted
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as their own controls. To achieve objectivity a research worker
identified and interviewed the patients and examined the records.

The general practitioners discussed the e of asthma patients
and without much difficulty agreed on a plan of management and
treatment. This emphasised the lmpoﬂxnee of (a) ..vm. drugs

to the severity of education
in the consultation; and (c) instruction in self mxmnmenl by the
patient.

A new record card that was printed with details of the management
plan was used by the doctors s an aide-mémoire and @ record of
action taken and by the rescarch worker to assess how well the
doctors adhered to the management plan. The plan was implemented
when patients came spontaneously to consult about their asthma.

ultations for asthma during the year included the following:

taking & detailed history, including past and present drug treatment
and family history; measuring height and weight; examining the
chest; taking peak expiratory flow readings; discussing the natural
hmm—y of the disease, provoking factors, the appropriate use of

ines between and during attacks, and guidelines about when to
;«x medical help; discussing the plan of trestment proposed for the
patient; estimating the length of the consultation; assessing severity
on a four point scale.

The patients e in interviewed by the research worker before the
management introduced and 12 months after. On both
cccasions she assessed the severity of asthma using the following
indices:

Peak fior—The best of three peak expiratory flow readings was
compared with that predicted for a non-asthmatic person of equivalent
age, sex, and height and the di
from the expected mean.

Disability—This was expressed as “‘days of disability” in the four
months before interview. Days spent in bed or in a chair scored
two units; entire days lost from usual activity scored one unit; and
days of reduced activity scored & half unit.

‘wheezing, tightaess in the chest,

format
170 asthma patients ideatificd, 115 were interviewed at the start of
the study (25 had ey ef the pracic list, and 30 prefrred oot
t0 take part), and 92 wezt interviewed again 12 months later (19 had
left the 222 and four no longer wished to participate). Both interviews
were ed in winter.

junior hospital doctors “waiting in the ranks” for opportunities.

‘Whether overseas doctors prop up an ailing NHS is for you to
decide, but the image of overseas aoctors is a function of their
role in the NHS, their peculiarities of religivi, culture, language,
and to a certain extent their “way of life.” It is casy to sc¢ e
srohlems they face and to appreciate why they often feel victims
of prejudice and exploitation.

Fuiare
What of the future It certainly looks bleak if you are trying
10 settle in 2 foreign land and receiving endless rejections of your
“work anywhere do anything” application forms. Only an
~nrimistic forecaster would predict total and satis-

SIS 2000,
factory cmpioyment for all overseas aonrors ™Y the year

Some will have 1 come to terms with the limitations, relative or
absolute, imposed by the fabric of the NHS and dictated by 2
shortfall in their own training and experience.

1 foresee that in 20 years most doctors working full time in
providing casual medical labour will be overseas doctors, their
ranks being swelled by women doctors with family commitments
working part time and by local graduates who are temporarily
unemployed. The establishment of a national locum organisation
will revolutionise the way night and weekend cover is handled
and should end the monopoly currently enjoyed by some private
organisations. The locum organisation will come under the
umbrella of the NHS, and all locums and casual part timers will
‘e cinpioyed and p2id ty the organisation. In effect this should
bring order and respectability into what has been a somewhat
shambolic part of general practice, particularly in inner citis.

It will be feasible for locums G S2come pormanentiy attached
o hoglth centres and groups in an area. The practices wishing to
use this service will be abie i inferview and select suitable
locums to provide regular weekend and night cover pits the
occasional surgery. Contracts will be drawn up and terms of
service agreed. Thus locums will feel more a part of a team than
before and it is hoped will assume a great deal more responsi-
bility for their work.

Furthermore, more practices will have computerised patient
r.ards and the night doctor will be able to summon relevant
information from the data base. He will thus have a résumé of
therapeutics and past medical history and plans of continuing
‘management in chronic cases. The locum’s actions and decisions
will be fed into the main computer at the health centre and be
instantly available for the rest of the team. This will require a
computer terminal in the “locumobile.” which will also be
equipped with the latest electronic wizardry, such as portable
x ray camera, ultrasonography, cardiorespiratory monitors, and
complex transport facilities for the patient. Regular meeting
will take place at the health centre between locums and principals
1o discuss cases, policies, plans, and equipment.

OOHAHA

One can visualie yet another burcaucratic complex of the
national loc with divisions and

OF these could casly have a jolly scromym OOHAHA-—out of
hours area health authority. The locum organisation, however,
will be an answer to many an overseas doctor’s praycrs. It will
provide job prospects, pension schemes, and a “future” for
thousands of doctors who would otherwise cither be unemployed
or suffer exploitation in the hands of private organisations. With
a guaranteed minimum income, a permanent place of work, and
a fecling of being as much part of a community as the rest of the
health centre team, the “out of hours” doctor will be at the
pinnacle of our predictions for the year 2000.

In tandem with this development the general practitioner will
retain his independent status but will have a much more
predictable work schedule due, firstly, to list sizes shrinking to
that magic number 1700, and, secondly. to greater acceptance of
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computerisation. Whether the “dragon’”
“*paranoid andrid” & jih a brain the size of the earth by the year
2000 I am not sure, but storage, retrieval, follow up, diagnosis,
therapeutics, referral, and, indeed, interdepartmental co-
ordination will be smoother and surer. Many doctors will
573 12 widen their horizons.
Overseas doctors who have given up long hospital careers to
enter general practice have a vast and enviablle store of experience
in various specialties. Some use this experience by working as
clinical assistants in, for instance, rheumatology or chest medi-
cinc. In future there will be a great expansion of this interphase
between general practice and hospital, and hospital practitioner
posts will become widely available. Many of these appointments
will be three year rotations with options for renewal of contract
by mutual agreement and will most likely be in geriatrics,
psychiatry, theumatology, ear, nose, and throat medicine, and
dermatology, but others will follow suit. One would expect the

° ~-nining rather thes scrvice to ov
emphasis 10 be on e o overworked

departments.

Better life for the elderly

By the year 2000 the average life expectancy will have
approached 90, and consequently there will be an enormous
increase in the geriatric age group. Although most huspital
specialties will accept a greater share of responsibility for the
aged, geriatrics will be numerically the largest hospital depart-
ment. The general practitioner's role in the care of the eiderly
patients will cxpand as more and more geriatric wards will
contain general practitioner beds. Thus the general practitioner
will care for geriatric patients with both short term and long
term problems and care for the dying where appropriate.

‘The overseas doctor, particularly from Asia, will have an
|mporum contribution to make towards sometys attitude as
regaras o7 32ing popu ton, He wiii be ideaily piaced i share
his cultural attitudes about ilic care of the elderly. In his home
country age equals wisdom, and strong family borids are rarely
severed because relatives become old and physically infirm.
Continuing social stimulation should keep the octogenarians
{and even nonagenarians) active and viable citizens like their
counterparts in the East. Thus the family unit will adopt a more
axiomatic role in the life of the citizen of the twenty first century,
with care of the elderly becoming part of normal family life.

As for ethnic minorities in the United Kingdom in the year
2000, the results of recent population studies have shown lower
birth rates among certain groups than was forecast. Thus second
and third generation Asians will still be a minority group,
although they will have none of the language problems or
cultural entrenchments of their forefathers. One can foresee
communication gaps narrowing and previous prejudice
dwindling into insignificance. In areas of high cthnic populations
the local general practitioner will no longer need to speak Urdu
or Punjabi, but there will still be a need for the Hakim. His
herbal potions will still be prescribed in the next millenium,
which may seem inexplicable in the face of high technology
offering major advances in medicine. But the reason is that,
although most major diseases will bite the dust, the virus “I[l be
vanquished and the rheumatoid routed, the “'symptoms” will
always remain. Aches and pains, giddy spelis, intractable head-
aches, and the doom and gloom of the polysymptomatic under-
achiever will always ensure a place for the Hakim, the ayurvedic
herbalist, or the homoeopathist. Moreover, the simplicity,
efficacy, and economy of acupuncture will win this form of
alternative medicinc 3 wider acceptance amon the public and
the profe among doctors for whom
it has a special appeal.

What of the future of the Overseas Doctors Association ?
Hitherto its role has been to safeguard the interests of overseas
doctors by ensuring cqual job opportunities and providing a
platform to voice grievances and complaints. It is not too
optimistic to foresce better management of the overseas doctors

2028

Patients aged under 15 and patients over 15 were analysed
separately, because although the children were encouraged to speak
for themselves, half were helped by & parent and this influenced their
responses. The distribution by age and sex of the group is shown in
table I

TABLE 1—Distribution by age and sex of the final study group

Age (years)  Noof males  Noof females  Toul No

Cnder 15 26 16 2

15 and over 1 31 50
Totl No, o a7 02

Forty scvei patients had atopic conditions. During the year three
children and one adu {zc3 10 hospital and 17 attended the

¢ admiiicld
outpatient department. There were no deaths during (e Vear.

Results
ADHERENCE TO THE MANAGEMENT PLAN

From the record cards prepared for the study and from the rescarch
worker's interviews with patients the doctor’s adherence to the plan
of management was asscssed. Seventy one per cent of the cards of
patients who were interviewed were completed in the first six months
a0d 87", by the end of the study. The doctors were asked to see those
patients with incomplete record cards eight months into the study;
42 patients were then recalled. The cards showed that the doctors
had made considerable efforts to follow the agreed plan, although this
meant longer with additional and dis-
cussion of a wide range of topics. The assessment consultation took
an average of 14 minutes.

TABLE t1—Agc, ype of drig treatment, and severity of asthma graded by doctor
as recorded on management car

Paenisaged  Putcnuaged Al
‘under 15 e panencs
n-a2l 501 (n-92

Tspe of treotm,

10 1
X = 3
Sondium cromogsy <46
e " B
‘o of the sbove 3, o, [
Oral sterords and T e above I B 2
Change i earnens teserded durns
s e n ’ 2
Secerits wraded by dowror
v 20 2 @
B i i 3
3 H o i
H i H 3
Not reconded 2 5 7

ecorded ©
*Unrecorded 4
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THLE 1v—Final intecies: mumber of patiens at all qgr ith wort peak
Ceprators foe reading related 10 disabins nd ympions £red

Disability grades  Symptoms grades
1 ou 1

Peak expiratory flow recording grade 11l 10 3 6 8 n

GRADING OF SEVERITY AND TREATMENT MANAGEMENT

an filing out the cards the doctors considered that most of

heir patients had “mild” or “moderate” asthma (grades 1 & 2,
sec table 11). They tended to recommend the less potent treat.
ment regimens; 13 patients had no drugs, and 56 ' had bronchodilators
or bronchodilators with cromoglycate only. Fewer children than
adults were on treatment and fewer received steroids, although the
severity grades in the pacdiatric and adult groups were closely
similar.

Changes in the severity of asthma during the year s measured by
“ovker (iable 11 show a gencral tendency towards

the researcn e oo ignifican -
improvement in sl three inaae |C 7O SECANS MO

ment statistically was in the children’s pesk flow feauins.

62", of whom improved peak flow by changing from category I11 to 11

or from 11 to 1 compared with only 28°,, of adults. Forty one per cent

of ey and 24", of adults reported fewer disability e at the

end of the study yeo-. .

Atbothi mlervwws discrepancres -
and

zre noted between the subiective
4 flow _readings

(table IV). The subjective indicators give & retrospective estimate v
the severity of asthma, whereas the peak flow reading gives an ac-
curate measurement at the time of testing. Peak flow readings are
especially useful if repeated often over a long period.

ATTITUDES OF PATIENTS

Table V shows that at the ¢nd of the study nearly half of the
patients were still dissatisficd with their own understanding of asthma
and also with the explanations given by their donor In wble VI
patients’ views and behaviour are related to their ty, and this
shows a clear relation between severity of asthma and lack of know.
ledge, understanding, and control. Disability may itsclf be aggravated
by these factors but may also be ratiofalised in terms of them,

Adults vicze mors likely than childien 10 say that they disliked

t3¥ing medicine and less likely to comply with the doctor’s advice—
perhaps because they do not have parents to make them do it. At
the final interview 52 out of the 92 patients reported secking infor-
maticn about asthma from sources other than their doctor, mainly
from books, magazines, other prople with asthma, and television
programmes. Seven children and 18 adults had had non-medical
‘reatmen. i 2ddition to or instcad of their prescribed medicines.

Twenty three patients remarked that during the study the doctor
spent more ti# With them and showed more interest in their asthma,
and they felt in less of @ rush Twelve remarked that they had becn
asked 1o visit their doctor spevifically for a review of their asthma.

Twelve patients did not attend for 2tthma during the study. Nine of
these were assessed by the rescarch worker as mildly affected according
to all indicators. These patients seemed to be more independent

TABLE 11—~ Scversty of asthma as recorded at first and final intertiews by research scorker

Percentage uf paticnts aged under 15

rtage of patients aged 15 and over Torad

Indicaiors of asthma seventy First
noan

Froal : T Vinal bt Final
» % e

n 2300 w115 inlen

1 Digabiy (X of diability duvs

4
s 3
T e e davs 5

2 Peak expiraors o recordin
2 undard deatiors rom mean predicted 13
- srd desiations from mean predicted i

i andard deviations from
e Feedired™ .

31 Symptoms (requency !
T=less than anve 4 week o
I Gnce 3 week ar more N

51 4
i 12 22 i)
i 20 2

50 » 0 280 ax
21 n = 3

1 4 26 s u

7 “ 56 52

24 56 “ - 3

*Twn patients were unsble to obtuin readings.

(p3 say wID) £ Pa Ig

g/9ETT 0T Se paysignd 1siy

w

dny woly pspeojumoq "€86T BUN( GZ UO LZ0Z €8£9°982

"1ybuAdoo Ag paraaiold 1senb Aq 720z YdJelN 0z uo jwod g mmmy/
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and critical of medical management than the rest of those in the study.
Only four of the 12 thought that they did not know enough about
asthma, though pine did not think their doctor’s explanation adequate.
Seven did not+ ‘medicines as recommended and 10 had sought
information from other sources.

*‘FAILURES"

At the end of the study 17 patients were considered by the research
worker to still be severely disabled by asthma. Table VII shows

recorded by the doctor and that reported by the patient. Perhaps
doct ded or patients manipulated their own drug
regimens. When patients reported using more drugs than recorded it
is likely that doctors failed to write down amended treatment.

Five of these patients, all female, were severcly asthmatic accor
to both disability and peak fow recordings. One, a child on oral
steroids, attended a hospital outpatients department regularly and

TABLE V—Views and behaviour towards asthma expressed by patients at first
and final interoiecss

Percentage crcentage
| of patients prments Toul
Patients’ views seedunder 15 apcd andover (arn <113
nin-an” Siannt e =92
(Anain=42)  (fnaln
1 Do ot think they know
igh about asthma
o 4 55
nal k] © a2
12) Do not think doctor'’s
explanation adequate
fine o 62 63
ina 0 3 4
(3) Do not feel their asthma is
wro!
Firs 3 3 3
7 it i)
4) Do not take medicines a1
Farst 15 40 3
ina i a2
(5) Daslike or feel uneasy about
teking medicines
Finst 28 o 36
Final 3 2 E

the family considered that the hospital was mainly responsible for
the management of her asthma. The remaining four were aduls, all
graded w5 mild 1o moderate by their doctos; one reporied no
treatment, one bronchodilators only, one regular sodium cromo-
glycate, and onc inhaled steroids. The management of these
patients, whose condition did not improve during the study, seems to
have been less than ideal in three ways: (a) the failure of communica-
tion between doctor and patient, possibly leading to (8) poor assess-
ment by the doctors, possibly leading o (¢ the intdeaquacy of the
treatment prescribed

Discussion

The results of our study suggest that family doctors can
agree on a management plan for their asthmatic patients and
put it into practice. Cards were filled in and patients who had
not been seen were recalied and their treatment reviewed.
Patients with asthma were aware that interest was being taken
in their care, and active and continuing participation in the
study enhanced the doctors’ interest. Thus duringthe year 66 new
asthma patients of all ages were added to the disease register
(but not included in this study). Change of Schaviour by the
d was showi, OUT we cannot say whether this is per-
mASTii of not.

According to our indicators of asthma severity
after a year was most noticeable in those aged under 15. This
may be partly due to parents insisting that the child follow
medical advice. Furthermore, asthma in childhood is more
amenable to treatment and tends to improve with age: 70", of
wheezy children are only mildly affected, and over half of these
will have stopped wheezing by the age of 21.¢

Improvement was less noticeable among the adults. There
was a general fecling, especially among many of the most
severely affected patients, that they did not have sufficient
knowledge of asthma and that their symptoms were not ade-
quately controlled. Half of the adults did not take their medicines
as advised and a fourth had tried non-medical treatment such
as acupuncture, homocopathy, and relaxation techniques,
which may indicate a failure of conventional medicine or a lack

o Y

TABLE Vi—First interview: views and behaviowr of patients related to disability
frades

age  Percentage
of patients _of patients Al
. aged under 15 aged ISandover  patients
Patients’ views ki i st

a1 nam a1t
(0=23) (n=24) (1 =36) (n=32 (n=59) (n=56)

(1) Do not think they know

cnough sbout xid E “ sy e
(2) Do not think doctor's
tion adequate L R O T )
©3) Do not feel their sthma is
under control ) 2 s 2 s
(4) Do not take medicines as
i Lt BT B 2
(5) Dishike or feel uneasy sbout
taking medxnes 2 . e oa )

TABLE VII—Severity of asthma ot final interview, treatment as reported by
doctors and panients, and doctors® assessment

Disbiity grade 111 Allindicators Lor 11
®=Th e

Treatment
None 4 1 7 10
Bronchodilators or sodium
iycate only of both 9 10 Y 27
Sterouds, inhaled or oral . i 8
ity by doctor 1 or 2 " n
Consul once during
study year (1961) for asthma. 3 9’

that their own doctor could help. People who
continue to be severely affected by a chronic diseasc that in
others is clearly under control are bound to question aspects
of their medical management.

What effect has the management plan had on patient care ?
Although our measurements showed an overall improvement in
the severity of asthma, it was impossible to establish causal
links between the doctors’ changed behaviour and patients’
health. Perhaps future studies of this nature would benefit if
preceded by two years of observation of existing care of asthma

patients.
Perhaps the most noteworthy feature of this 1tudy s the
range of discrepancies shown. Discrepancy exists among the

three indicators of asthma severity, between the views of doctors.
and patients about what is an adequate explanation, and between
the doctors’ and the interviewer’s assessment of severity. We
assumed that the research worker, who saw patients for about an
hour each time, made a more valid assessment of the severity
of the patient's disease than the practitioner, who
‘made a quick, often intuitive, decision at the end of a relatively
short interview. A discrepancy was evident between how patients
perceived their physical condition and the results of lung
function tests. This finding agrees with Rubinfeld and Payne,'*
who found that 15°; of 82 patients assessed were not aware of
severe airways obstruction. Assessment by patients of how
severely they are affected by their asthma may depend on many
and social istics including
powers. of recall, age—"It doesn't affect me at all, I wouldn’t
want to run around at my age”—life style, and occupation. In
a patient in a sedentary occupation daily symptoms may perhaps
be managed without time ever being lost from work. Alterna-
tively, in a patient who has a physically strenuous occupation
relatively minor symptoms may result in days off from work.
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Interesting GPs of the Past

Samuel Taylor Chadwick: 1809-73

IVOR FELSTEIN, NASIM NAQVI

In Victoria Square, Bolton, Lancashire, 2 magnificent bronze
statue with the simple legend CHADWICK looks down on con-
temporary passersby. Set boldly alongside the town hall, this
memorial to a local nineteenth century fami'y Jovior was
erected by the town<peopls 5i e site of Chadwick’s surgery.
The statue was paid for from funds contributed by over 20 000
citizens of the day, and over 30 000 attended the unveiling. Few
general practitioners in any cra can have inspired such admira-
tion and respect from the ordinary working citizens in their
area. For a whole town to honour a family doctor in such lasting
fashion his role in their health, welfare, and everyday life must
have been outstanding.

Sam Chadwick did not reach Bolton until he was 14 years
old. He was born in 1809 at Newcroft House, a family farm in
Urmston, Manchester, and was educated with his twin brother
James (later the Reverend James Chadwick of Trinity Church,
Bolton) at Stretford School. In 1823 Sam and James went to
live with their uncle, John Taylor, a popular Bolton general
practitioner, called affectionately “the Sweet Green Doctor.”
Impressed and enthralled by Uncle John's work, Sam Chadwick
began his medical studies at the University of London in 1828,
becoming a licentiate of the Society of Apothecarics and
member of the Royal College of Surgeons.

Three years on he returned to Lancashire and set up practice
in Wigan. Here he married an attractive young lady, Ann Hall,
daughter of a wealthy wine merchant and a determined and
affectionate wife who would support Sam Chadwick in all his
future medical and philanthropic ventures. In 1837 the couple
moved to Bolton where Dr Chadwick succeeded his uncle in
the local practice. He soon became convinced that his medical
and surgical skills needed considerable enhancement. In a
personal programme that makes modern postgraduate education
look limited he went to Dublin, where he spent two winters
and qualificd LRCS, and then went to Scotland in 1845, where
he took the LRCS of Edinburgh. He then studied and wrote a
thesis on catarrhal epidemics and was awarded MD at Edin-
burgh.

He returned to settle down in practice in Bolton, living in an
impressive house called “The Height,” and established a series
of dispensaries for specialised work in addition to his own
general practice. There was an eye clinic, sited in a place called
Squint Alley, which is still extant, and an ear, nose, and throat
clinic. Still not satisfied with his contribution to local medicine,
he became an honorary surgeon at the Bolton Infirmary. The
conditions and amenities of that infirmary were a constant
source of dismay to him, so he determined to use some of his
growing wealth—for the rich and famous travelled far to receive
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his surgical skills—in establishing a new. modtin Bolton

ry. He was not to livz long enough to see his gift of

£5000 turnz2 ineo the Chadwick & ear, nose, and throat ward
of the new Royal Infirmary, a ward still active in 1983.

The breadth of his skill and surgical dexterity comes over

well in the wide range of clinical papers that he contributed to

medical journals of the day. For example, in the Lancet of
1851 he reported the successful outcome of his surgery in &
severe wound of the face and scalp in a woodturner's 13 year
old son, inflicted by a circular saw, lacerating muscles and
several lbnubcsoflhgumlumdlmry The initial
seemed to be

and wound
but on the fourth day lhzr the injury Dr Chadwick was ul]ed
to the boy’s home and haemorrhage. He
operated in the bleak and awkward circumstances of a Victorian
slum and had to ligate the common carotid artery. As he wrote
in the Lancet of the ultimate outcome: “an unscemly scar
exists on the side of the neck and face but he had no cercbral
disturbance after the operation; indeed, not one unfavourable
symptom was manifest.” Other articles in the Lancer included

At the end of the study there were still 17 paticats whose
asthma caused severe disability, and there was a di

between the interviewer’s assessment of severity and that of the
general practitioner who graded the asthma of 14 as “mild”
or “moderate.” Thus it is likely that they received suboptimal
treatment. The commonest reason for failure to control asthma
effectively is improper use of the available drugs. '*

The results of a recent study of the management of 90
patients who had died from asthma concluded that in half the
cases the asthma was not satisfactorily controlled and many
patients were not adequately supervised or cducated in the
management of their disease.! Good understanding between
doctor and patient is clearly important, but it may be inhibited
by the structure of consultations. If this is so does the style and
length of consultations in general practice lead to failure of

f co =, a

an
treatment for patients with other chronic conditions ?

‘The answer is almost certainly yes, but the mxu]uuon my
be made more productive by using simple “tools" to *
f',’;":;:’m“':m‘ff,"’f doctors. More %7 2.3 be made of book-

M. fsmnma diaries might be tried and a Mini-
wright Peak Flow Meter could be loaned to severely affected
asthma patients. But these are in no way a substitute for good
communication between the doctor and patient in the con-
sultation.

The small degree of improvemer
knowledge is disam="_ "\ in patient satisfaction and

kno winting because the management plan had
"1i% special emphasis on the importance of discussion, explana-
tion, and education. Doctors need to understand the precise
words and phrases that patients use. They need to elicit the
concealed questions and not be afraid to admit the limitations
of their own knowledge. A plan of management cannot by
itself lead to optimal care.

Conclusions

To improve the care of their patients with asthma a group
of cight general practitioners introduced a new plan of manage-
ment that emphasised education and self care as well as ap-
riate drug treatment. To measure the effects of this, criteria

of asthma severity were deviscd, and 52 paticnts were inter-
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viewed before and after the study year. There was an overall
reduction in the severity of asthma, particularly in children,
but the reasons for this are speculative. At the end of the study
17 patients were <tili severely affected by asthma, 14 of whom
had beer: considered by their general practitioner to have only
“mild” or “moderate” disease. This suggests a failure in
assessment leading to inadequate treatment. There was a
disappointing lack of change in the patients’ attitudes and
knowledge about asthma during the year. We suggest ways of
overcoming these problems.

We thank Michael Curwen for statistical help; the doctors in the
Jemes Wigg Pracice who participaied in the study: Canyle Steen,
Sebastian Chas

berg,
Todd; and Shirley Beukers and Liz Cripps tvvmx the manuscript.
The project was suj in part by a grant from the North
East Thames Regional He-":
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Diary of Urban Marks: 1880-1949

One Saturdsy night s woman called Eliza Ann Keast was Scought
into the casualty department. She was quite desd 23g her throat
showed signs of finger marks. Francis, the const=bie who brought her
in, said that she had been strangled oz the Strand by a man called

mitted (or mnlwvhe magistrates first and from there to the assizes,

‘where he tried before Mr Justice Jelf.

]\mbd'olem assize trial, I was rung up by Laurence Richards,
the Public Prosecutor, who wanted to know whether any money
had been found in the gullet of Eliza st the postmortem. I said 1

death was obvious. He then said that
Eliza, who was a prostitute,

mplmmmalmeMymldumwedww Eliza had
been buried for nine weeks at Babell churchyard and the weather

had been very miz, [ muﬂed that this time Elsworth should ac-
comDary me. He agreed, and after the necessary order had been
obtained from the Home Office Elsworth and myself in company
with many police officers hied ourselves in cabs at daybreak to the
scene of operations. The police kept people from watching the
proceedings since the Cwmbwrla Works overlooked the

The grave was identificd and the digging operations commenced.
The cofin wes reached floating in water. With great dificulty, it was
raised out of the grave and conveyed to a small room at the back of
the chapel. Elsworth warned me to stand away from the windward
side. He prised open the coffin without difficulty. The door of the
Toom was open while g police kept guard outside. Thc efffuvia was
lmlﬁc It took me all my time to prevent myself being

was smoking a strong cigar and vnednwtohneovkll‘lhaddone
50 1 should have been prostrate. Then he advised me to have a drink
ormndyfmm-ﬂmwmheum forethought to bring
with him. In the meantime we could hear the officers outside retching,
‘which did not tend to make me feel beter. 1 had a look at the remains

six the
u-y of his relase he was arrested again for being drunk and sentenced
to 8 further of
Owing to the inquest, hreepolice

aloc of mooey and with ¢ bought May an engagement ring, to which
1 referred ever afterwards as “Blood money.

“r idmwmy" in 1850, ““Gunshot wounds of the cervical region™
in 1852, and “Umit .c2! hernia” in 1854, Nznoml acknowledg-
ment of his snrpe-l expemse came in 1558 when he was made
a fellow of the Royal College of Surgeons in England.

Public health

Not content with surgery and medicine in therapeutic form,
he turned his attention to public health and preventive medicine.
Firstly, he sct about tackling health education. He gave a
large amount of money to establish a mechanics institute, then
offered a series of lectures to members and the public on the
importance to health of water and air. Using the visual persua-
sion of simple.
he gave, for example, a dissertation on 9 Febnury 1859 on
“Water, its distribution, physical and clinical properties, its
impurities and 2 mode of detecting them.” Another such

- heric air, some of ire =+
’:““" was “Atmospl T puysical and :h:mlml

nilucs i reiaton to animal and vegetable physiology.”

Next in his one man campaign for public health he established
with personal funds a charitable trust of £22000 to erect
“model dwellings for workpeople now condemned to living in
cellars.” These clean, spacious, and low rental houses were
built in Peabody Street in Bolton (Peabody was the architect
who designed the premises) and are still there. Dr Chadwick
had no doubt that bad housing encouraged “contagion and
unsanitary diseases” in the working but poorer citizens. His
idea of slum clearance was 90 years ahead of its time.

The third prong of his public health attack on the unsatis-
factory snvironment of his adopted town was to seck election
to the Bolton Council where he could not only speak his mind
as a doctor but make official representations as a councillor.
When possible he spoke up for improvements and better
facilities for his fellow Boltonians. In one address at the town
hall he declared, “If you were 1o tell persons to wash up aftzs
dinner and then insist they put that w2127 oide for making tea
you would see th Zosurdity of this. Where then is the propriety
f uftering citizens already used water 2"

On another occasion, ridiculing his wealthy fellow councillors
who decamped to seaside towns whenever an cpidemic broke
out in Bolton or nearby Manchester, he assured them that, I
can cross the Irish Sea with less difficulty than I can ride round
[the sewage and grime of] the Bolton streets.” After three years
on the town council he declared he would stand down, although
he was unopposed in his local constituency. It was time to
look at other ways of helping Bolton.

Orphans and the workhouse

Prosperous, famous, and happily married, Sam Chadwick
shared one overwhelming sorrow in his life with the woman he
50 loved. Both his son and daughter died in infancy and there
could be no more children. This undoubtedly encouraged him
to turn his philanthropy (o the orphans of the town. He estab-
lished the Chadwick Orphanage in Bolton, which housed as
many as 80 girls at a time, and went on doing so until the
coming of the welfare state in 1948. He then turned his attention

to Bolton’s workhouse, known as Fishpool, and donated money*

to improve the amenities, other things providing a
large organ for musical entertainment to cheer up the inmates.
A local newspaper reported that “the joy of the poor inmates
knew no bounds. .

Eduunonwu:nllonhlsmnd when he gave another large

of money to be used to establish a free public museum, to

be built in Bolton’s Queen’s Park. This was the foundation for
the magnificent contemporary collection now housed in a
museum resited in the city centre.

‘While Sam Chadwick devoted his energies to the health and
welfare of others, his own health steadily deteriorated. He had
had rheumatic fever as a child and there was residual valvular
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dysfunction. On top of the cardiac problem, he developed
bronchitis, undoubtedly related to the pollution of the en-
ment against which he so long campaigned. At the age of
54, he retired prematureiy and resided in the fresh sea air
of Southzsii in Lancashire. His final t act before
retiring was to create a fund—to which he gave a large con-
tribution—to help cxiles and refugees from Europe. His
retirement in 1863 was marked with a gift to him of a life size
painting of him in oils. The cost was defrayed by the spontancous
contributions of neariy 8000 itizens. Ten years

hearts by erecting the Chadwick statue that still stands wd.y

Sam Chadwick died at Peel House in Southport on 3 May
1876. His body was brought back to hs favourite town of Bolton,
and he was buried in the parish churchyard. In just over four
decades of his adult life he had given gifts. charici-:
donations for the he--

% ana
\ o Bolton citizens to the modern
“quivalent of well over £1m. This was apart from his personal,
medical, and surgical triumphs in improving individual and
collective health. No wonder the BMJ of 27 May 1876 pub-
lished his obituary under the title “A Medical Benefactor.”

Diary of Urban Marks: 1880-1949

During the year Dr Nelson Jones built 2 e i Ca
Hill overlooking the bay. He was very pmud of it and invited all and
sundry to it. Going down on the old Mumbles train with him to the
eincon he asked me what | intended 15 2o when my
< came 10 an end. 1 told him that | had no object in
ici ere and then to take a
trip round the wazts bejore 1 seuled down, He then atked me if 1
care to come s an assistant to him with a view of partnership.
He said that he was getting on in years and wanted to play golf more.
He was in no hurry and after some discussion, I promised to see him
immediately on my return from my voyage.

During December 1 applied at Derby, Gloucester, and Worcester
tion of house physician. 1 was on the short list at each
place but was e fnally selecied by the Woreester commiftee. up
my dutics there on the first day of the year, going there direct from

wansea. There were only two residents there, myself and McFetridge
the house surgeon. | was informed by Mac that I should have to

&
occurred under chloroform lately and as all of them were wm:nl

practitioners in_the town, these unfortunate occurrences
badly on them. Tmmmmqmmuommﬂmm
the wards. Each of them operated in turn and each assisted at the
operations which took place at any old time. Mac simply handed out
the instruments and saw very little of the operations.

In due course I was introduced to the three of them as they entered
the hall. 1 was asked if I would care to accompany them on the round.
My curiosity having been aroused by what I had heard I did so. It
was soon evident that Mr Bates ruled the hospital and everyone in it,
including his junior surgeons, with a rod of iron. As soon as he
entered 3 ward, the sister began to tremble, the staff nurse scurried

Mac if that was the usual p

tive answer. | MM‘cwhyMMwn‘newnthmb\nhe
1aid that he kncw better than to do that. McFetridge was an Irishman,
it may be added, but he was the very tamest onc I ever was acquainted
with and during the Great War I knew many. Any one of them would
have thrown Bates neck and crop out of the window on an occasion
like the one above.
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