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Thyroid disease is common and may present to a wide
range of doctors. With the widespread availability of
thyroid function testing in recent years increasing num-
bers of patients with symptoms which might be
attributable to hypothyroidism and hyperthyroidism are
being tested. Many aspects of the management of
thyroid disease have not been subjected to controlled
clinical trials yet there are established practices which
have never been questioned. The Research Unit of the
Royal College of Physicians of London, the Endocrinol-
ogy and Diabetes Committee of the college, and the
Society for Endocrinology set up a working group to
produce a consensus statement for good practice with
associated audit measures which could be used to
ensure that purchasers of health care are obtaining an
acceptable standard of care for patients with thyroid
disease. The working group focused on patient manage-
ment rather than presenting symptoms and signs, which
were detailed in a sirnilar report by the American Thy-
roid Association.'

This report summarises the consensus views reached
by members of the working group.
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Methods
Recognised United Kingdom authorities with an

international reputation for clinical research as thyroid
specialists were invited to produce background papers
on specific aspects of the topic which summarised the
relevant available published evidence from peer
reviewed journals (see contributors of background
papers listed at the end of this report). Because of the
potential for bias in consensus development by small
groups the background papers were circulated to mem-
bers of a larger working group before a workshop held at
the Royal College of Physicians of London. The
working group consisted of specialists in endocrinology,
general physicians, thyroid surgeons, general practition-
ers, clinical biochemists, representatives of thyroid
disease patient groups, and purchasers of health care
(see members of the working group listed at the end of
this report).
The workshop consisted of a brief (10 minute) intro-

duction to each background paper followed by rigorous
debate (30 minutes per section) and the recording and
agreement of the consensus view on each topic. When
more than one acceptable approach to management
existed these strategies were incorporated as options of
acceptable standards. The management of thyroid
storm and myxoedema coma was not discussed, as
these conditions are rare in the United Kingdom. After
the workshop a summary of the discussion was
circulated to all contributors of the background papers
so that they could amend these if they wished. A small
group abbreviated the salient points in order to produce
a concise consensus statement for good practice, which
was evidence based when possible. This was circulated
to all members ofthe working group, inviting comments

and approval. In this report the points specified and
agreed for future audit both in primary care and in sec-
ondary care are indicated by "(audit)."

Recommendations for acceptable practice
SCREENING FOR THYROID DYSFUNCTION
The evidence from community studies is that general

testing of the population detects only a few cases of
overt thyroid disease and is therefore unjustified.2 3 This
applies even to high risk groups such as women over 60
and those with a strong family history ofthyroid disease.
There are, however, exceptions:
* Screening for congenital hypothyroidism is appropri-
ate and should continue
* Surveillance of patients who are at high risk of iatro-
genic hypothyroidism because of previous thyroid
surgery or treatment with radioiodine should continue
or be instituted (audit)
* There is no consensus yet on whom to screen for
postpartum thyroiditis. Patients with type I (insulin
dependent) diabetes mellitus are at particular risk4 and
may warrant screening in the first trimester of
pregnancy by microsomal (thyroid peroxidase) anti-
body estimation to identify those who should be
followed up post partum (audit)
* Hypothyroidism is common in patients receiving long
term lithium, and regular testing of thyroid function is
recommended.' Treatment with amiodarone may result
in hypothyroidism or hyperthyroidism which may be
difficult to detect clinically. Thyroid function testing is
recommended when there is evidence of deteriorating
cardiac function or weight loss. Early specialist referral
is advised in view of the difficulties in interpreting bio-
chemical abnormalities.

DIAGNOSIS OF THYROID DYSFUNCTION

* The diagnosis of thyroid dysfunction must be
confirmed biochemically
* To confirm the diagnosis of hypothyroidism orFhyper-
thyroidism concentrations of serum thyroid stimulating
hormone and total or free thyroxine (direct or indirect)
must be measured
* Isotope uptake studies and thyroid antibody assays
need be performed in selected patients only.

REFERRAL TO SPECIALIST
The pattern of referral will depend on:

* The presenting signs and symptoms
* The expertise of the doctor making the referral
* Access to a specialist
* Local circumstances
* Patient preference.
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A clinical team managing a patient with thyroid
disease should have the following expertise or facilities
(audit):
* An understanding of the underlying pathogenesis of
thyroid disorders
* Access to the latest thyroid function tests
* Access to nuclear medicine facilities
* Access to ophthalmological opinion
* Access to an experienced thyroid surgeon
* A clear treatment and monitoring plan with an
understanding of the risks, benefits, and individual
appropriateness of different treatment modalities
* Awareness of the psychological needs of patients with
thyroid disease and access to a specialist nurse or
patient self help groups for support if requested
* Availability ofinformed staff to discuss any queries after
the initial consultation-for example, a specialist nurse
* Access to a centralised thyroid disease register
(preferably computerised) to improve the surveillance of
patients treated for thyroid dysfunction6; there should be
an effective audit procedure to ensure quality of informa-
tion and follow up care provided by the system used.

Any patient with hyperthyroidism can reasonably
expect to be referred for a specialist opinion at diagno-
sis. A patient with hypothyroidism can expect to be
referred for a specialist opinion if:
* Aged less than 16
* Pregnant or post partum
* There is any evidence of pituitary disease
* A newborn infant
* There are particular management problems-for
example, ischaemic heart disease or treatment with
amiodarone or lithium.

TREATMENT OF HYPOTHYROIDISM

Thyroxine is the treatment of choice in hypothy-
roidism.

Dosage

* The initial dose of thyroxine should normally be 50-100
pg daily. Measurement of serum thyroid stimulating
hormone concentration after six weeks will indicate the
need for dose adjustment by 25-50 pg increments
* In older patients-especially those with evidence of
ischaemic heart disease-the initial dose should be 25
jg daily and increased every three to four weeks by 25
jg increments
* The correct dose is that which restores the euthyroid
state and relieves symptoms. In most patients these will
be achieved by a dose of thyroxine resulting in a normal
or slightly raised serum thyroxine concentration, a nor-
mal serum triiodothyronine concentration, and a
normal or below normal serum thyroid stimulating hor-
mone concentration. Controversy exists concerning
whether doses of thyroxine which suppress serum
thyroid stimulating hormone concentration to below
normal are associated with an increased risk of
osteoporosis7
* The dose of thyroxine in patients rendered hypothyroid
by treatment for well differentiated thyroid cancer should
be sufficient to suppress the serum thyroid stimulating
hormone concentration below normal.

Variation in dosage
* Once the appropriate dose of thyroxine has been
established it remains constant in most patients
* In pregnancy there may be a need to increase the dose
by at least 50 jig daily to maintain normal serum thyroid
stimulating hormone concentrations.8 Serum thyroid

stimulating hormone concentration should be meas-
ured in each trimester (audit)
* In order to improve compliance and take account of
possible variations in dosage caused by concomitant
drug treatment-for example, anticonvulsants-serum
thyroxine and thyroid stimulating hormone concentra-
tions should be measured yearly (audit).

Subclinical hypothyroidism

* The term subclinical hypothyroidism is used to
describe patients with normal serum thyroxine and
raised thyroid stimulating hormone concentrations who
do not have symptoms
* In patients with microsomal (thyroid peroxidase)
antibodies treatment with thyroxine is recommended, as
the conversion rate from subclinical to overt hypothy-
roidism is at least 5% a year
* In patients whose serum thyroid stimulating hormone
concentration is only slightly raised (less than 10 mU/l)
without thyroid antibodies it is acceptable to defer
treatment provided that secure follow up can be
achieved as the conversion rate to overt hypothyroidism
is less than 3% a year. However, the higher the serum
thyroid stimulating hormone concentration the greater
is the likelihood of hypothyroidism.9

Ischaemic heart disease
* Initiating treatment with thyroxine in patients with
symptomatic ischaemic heart disease should be done
with caution, as worsening angina, myocardial infarc-
tion, and sudden death are all recognised complications
of increasing the metabolic rate in patients with a com-
promised coronary artery circulation (audit)
* Untreated or inadequately treated hypothyroidism is
not an absolute contraindication to coronary angio-
plasty or coronary artery bypass surgery.

Transient hypothyroidism
* In certain circumstances hypothyroidism may be
temporary- for example, in postpartum thyroiditis'° and
in the first six months after subtotal thyroidectomy or
radioiodine treatment for Graves' disease. If symptoms
require that thyroxine should be prescribed an attempt
should be made to withdraw it after three to six months
* If there is any doubt about the need for thyroxine it
should be stopped and the serum thyroid stimulating
hormone and thyroxine concentrations measured four
to six weeks later.

MEDICAL TREATMENT OF HYPERTHYROIDISM

Indications for treatment with thionamides (thiourea
derivatives)
* Prolonged course in patients with a first episode of
Graves' hyperthyroidism in the hope that long term
remission will be achieved
* Short term treatment (one to three months) before
definitive treatment with radioiodine or surgery in
patients with relapsed Graves' hyperthyroidism, those
presenting with Graves' disease at age over 40, or those
with toxic nodular hyperthyroidism
* Thionamides are ineffective in thyrotoxicosis second-
ary to thyroiditis.

Choice of thionamide
* Both carbimazole and propylthiouracil are effective
* Once daily treatment (and hence better compliance)
with carbimazole means that carbimazole is the drug of
choice
* Both drugs are safe in pregnancy if treatment is
monitored frequently by an experienced physician.
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There is a possible association of carbimazole with fetal
aplasia cutis"; hence some physicians recommend sub-
stituting propylthiouracil for carbimazole in pregnancy
* Treatment with thionamides does not preclude breast
feeding. As propylthiouracil is excreted less in breast
milk"2 it is preferable to use this agent at the lowest
effective dose. Patients already receiving carbimazole
need not normally change provided the dose is 20 mg or
less daily.

Treatment regimens and outcome

* Carbimazole may be given in reducing doses (typical
starting dose 15-40 mg daily as a single dose depending
on the severity ofhyperthyroidism)," titrating treatment
against serum thyroxine concentrations checked at four
to six week intervals until a maintenance dose (5-15 mg
daily) has been achieved. Measuring the serum thyroid
stimulating hormone concentration is unhelpful in the
early stages of thiourea treatment (first three months)
but after three months a rise in thyroid stimulating hor-
mone concentration above normal indicates iatrogenic
hypothyroidism and the need for dose reduction. When
the patient is established on a maintenance dose follow
up and measurement of serum thyroxine and thyroid
stimulating hormone concentrations may be extended
to three month intervals
* After euthyroidism has been achieved (one to six
months after beginning treatment) thyroxine treatment
(100-150 jg/day) may be added to high dose
carbimazole (the "block-replace" regimen). This
approach avoids iatrogenic hypothyroidism and
repeated biochemical monitoring and dose
adjustments.'4 The regimen is contraindicated in
pregnancy because thyroxine crosses the placenta less
well than carbimazole and fetal goitre and hypo-
thyroidism may result
* When the aim of treatment is remission of Graves'
disease the recommended duration of treatment is
between six months and two years
* Even with prolonged courses of thionamide a long
term remission rate of greater than 50% is unlikely to be
achieved
* Long term treatment with 5-10 mg carbimazole
seems to be safe and is an option for patients with
relapsed Graves' disease or toxic nodular hyper-
thyroidism
* No specific clinical, biochemical, immunological, or
genetic factors have been identified which predict long
term remission in individual patients, but patients with
a large goitre or severe hyperthyroidism are unlikely to
enter remission.

Side effects
* Agranulocytosis, though rare, represents the most
serious side effect of treatment with carbimazole or pro-
pylthiouracil. All patients starting treatment must be
warned to stop and seek an urgent blood count if they
develop a sore throat or other infection (audit). These
instructions must be recorded in the patient's notes.
Most cases of agranulocytosis occur within the first
three months of treatment, though this complication
can occur at any time regardless of dose, duration, or
whether a previous course has been given. Mild neutro-
penia is associated with hyperthyroidism itself
* Agranulocytosis and other rare but serious side
effects, including hepatitis and lupus-like syndromes,
represent absolute contraindications to thionamide
* Pruritus and rashes are common but often resolve
with continuing treatment. If these side effects necessi-
tate a change in treatment carbimazole can often be
changed to propylthiouracil without recurrence.

Use of f3 adrenergic blockers in hyperthyroidism
* P Adrenergic blockade should be considered in all
patients with moderate or severe hyperthyroidism. They
should not be used in patients with asthma and should
be used with caution in those with heart failure (even if
related to hyperthyroidism)
* All f adrenergic blockers are effective, but those
which can be given once daily (such as atenolol or nad-
olol) are associated with improved compliance
* Treatment with 3 adrenergic blockers is indicated
only until biochemical euthyroidism has been achieved
by other forms of treatment
* i Adrenergic blockade is often the sole treatment
required in thyrotoxicosis secondary to thyroiditis.

RADIOIODINE TREATMENT OF HYPERTHYROIDISM
The Royal College of Physicians of London has

recently published a report on radioiodine treatment of
hyperthyroidism." The essential parts are summarised
below.

Indications for radioiodine
* Radioiodine treatment is safe and is appropriate in
nearly all types of hyperthyroidism, especially in elderly
people
* Radioiodine is contraindicated in children, preg-
nancy, and women who are breast feeding. Women of
childbearing age should wait four months after radio-
iodine before becoming pregnant
* Radioiodine should be given with caution in patients
with Graves' disease complicated by active ophthal-
mopathy (audit). If radioiodine is used prophylactic
steroids should be considered and hypothyroidism
avoided.

Use of radioiodine
* Use of radioiodine may be authorised only by an
ARSAC (Administration of Radioactive Substances
Advisory Committee) certificate holder. A physician
(who must see the patient before giving radioiodine)
should liaise with the ARSAC holder to ensure radiation
safety
* A patient information sheet should be supplied deal-
ing with the period away from work, avoiding prolonged
close contact with children, and rules concerning radio-
iodine treatment and pregnancy. The patient should be
aware of the importance of follow up and continued
surveillance, especially during the first year after
treatment
* The patient should sign a consent form before treat-
ment (audit)
* After treatment the patient should be given a warning
card stating date, activity, and duration for which
special precautions are necessary. A telephone contact
number should be available on the card (audit).

Treatment regimens and outcome

* The amount (activity) of radioiodine given should be
sufficient to achieve euthyroidism in most patients
within two to three months with a moderate rate of
hypothyroidism thereafter-for example, 15-20% at two
years and 1-3% yearly subsequently.'6 An ablative dose
of radioiodine with consequent higher rates of hypo-
thyroidism is also acceptable (audit)
* If antithyroid drugs are given before and after
radioiodine treatment they should be stopped at least
four days before and restarted no sooner than three days
afterwards. If a block-replace regimen has been used
thyroxine and carbimazole should be stopped four
weeks before radioiodine
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* Thyroid function should be assessed four to eight
weeks after radioiodine treatment (audit)
* If antithyroid drugs are restarted after radioiodine
they should be withdrawn when the patient is euthyroid
and thyroid function tested four to six weeks later. If the
patient remains hyperthyroid further radioiodine should
be given four to six months after the first dose
* Long term follow up must be made available to all
patients with recommended checks of thyroid function
at intervals of six to 12 months. Longer intervals are
recommended only for patients with stable disease
(audit).

SURGICAL TREATMENT OF HYPERTHYROIDISM

Indications for surgery
* Thyroid surgery is extremely safe in centres with an
experienced surgical team and a high throughput of
patients
* The objective of surgery is to cure hyperthyroidism
without rendering the patient hypothyroid
* The principal indications are a large goitre, failed
medical treatment owing to non-compliance, or side
effects with antithyroid drugs, patient preference, and
toxic nodular goitre
* Surgery is also an option for Graves' disease in preg-
nancy if antithyroid drugs are not tolerated and should
preferably be performed in the second trimester
* In Graves' disease complicated by active ophthal-
mopathy steroids should be considered and periods of
untreated hypothyroidism avoided
* The expected outcome of surgery for toxic nodular
goitre is euthyroidism. At one year in Graves' disease
about 80% of patients are euthyroid but permanent
hypothyroidism occurs in 5-40% of patients and the
prevalence increases with time (audit).16 Recurrent
hyperthyroidism occurs in 1-3% of patients in the first
year, thereafter occurring at 1% a year.17 18
* Factors which influence outcome are age, gland size
(small glands are more likely to lead to hypothyroidism
postoperatively),'8 remnant size, and iodine intake'9
(high intake is associated with recurrence).

Surgical management
* Patients should be rendered biochemically euthyroid
with thionamide before surgery (audit). 1 Adrenergic
blockade given alone is not appropriate for routine
preparation. Preoperative iodine probably has no
beneficial effect
* Preoperative vocal cord check is done as a routine in
some centres and should always be done in cases of
reoperation (audit)
* Subtotal thyroidectomy is the usual procedure, the
aim being to leave a remnant of less than 10 g
* Total thyroidectomy does not increase the surgical
risk in experienced hands but results in permanent
hypothyroidism20
* Recurrent hyperthyroidism after surgery is best
treated with radioiodine
* The complications of surgery are haemorrhage and
wound infections, recurrent laryngeal and external
branch of superior laryngeal nerve damage, and
transient (up to 20% of cases) and permanent (2%)
hypocalcaemia (audit)."

Postoperative care
In the immediate postoperative period:

* Serum calcium concentration should be checked
* Antithyroid drugs should be stopped and P
adrenergic blockers reduced gradually

* Length of stay should usually not exceed 48 hours
after surgery (audit)

In the longer term:
* The patient should be aware of the risks of recurrent
hyperthyroidism and long term hypothyroidism
* Thyroid function should be assessed around four
weeks postoperatively, at three month intervals up to
one year, and yearly thereafter (audit).

TREATING SPECLAL CASES OF HYPERTHYROIDISM

Hyperthyroidism in pregnancy
* Thyroid function should be assessed in all patients
with hyperemesis gravidarum. If hyperthyroidism is
detected supportive treatment is recommended initially,
but if the condition is severe or persists into the second
trimester antithyroid drugs are probably indicated22
* Women with a diagnosis of Graves' disease who
intend to become pregnant may elect for definitive
treatment of their hyperthyroidism in advance of
pregnancy
* If Graves' d4ease is diagnosed during pregnancy the
optimal treatment is with antithyroid drugs in the
smallest dose necessary to achieve euthyroidism.
Graves' disease often improves during pregnancy, so in
some cases drug treatment can be withdrawn in the
third trimester
* Graves' disease in the postpartum period can be
treated with antithyroid drugs; breast feeding can be
continued. Use of higher doses of antithyroid drugs
(30 mg carbimazole, 150 mg propylthiouracil) requires
monitoring of the baby's serum thyroid stimulating hor-
mone and thyroxine concentrations.

Fetal and neonatal thyrotoxicosis
* Thyrotoxicosis in fetuses and neonates is rare but the
risk in all patients who have Graves' disease should be
communicated both to the mother and to the attending
obstetrician anfi paediatrician
* The place of screening for thyroid stimulating
hormone receptor antibody in the mother is not well
established23 but if performed functional assays should
be used when available. Antibody testing early in the
third trimester seems optimal. The earliest clinical sign
of fetal thyrotoxicosis is fetal tachycardia24 and if
suspected cordocentesis should be considered
* Serum thyroid stimulating hormone and thyroxine
concentrations should be measured in neonates whose
mothers have or have ever had Graves' disease (audit)
* All children with neonatal thyrotoxicosis should have
yearly neurological assessment until at least 6 years of
age.24

Postpartum thyroiditis
* Symptoms ofpostpartum thyroiditis are usually mild.
The syndrome must be differentiated from Graves' dis-
ease by detecting a low uptake of technetium-99m.
Breast feeding need be discontinued for only a day after
such an investigation.

Hyperthyroidism and the heart

* In patients with congestive cardiac failure and hyper-
thyroidism higher doses of radioiodine than normal
should be given to control their thyroid status2"
* Patients with atrial fibrillation due to hyperthyroidism
may revert to sinus rhythm when treated, but this is less
likely with age26
* There is no consensus yet on preventing the
formation of emboli in patients with atrial fibrillation
and hyperthyroidism. If structural abnormalities are
detected on echocardiography or if there is hyperten-
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Summary of good practice for
purchasers
* Thyroid disorders are among the most prevalent
of medical conditions and increase with age
* Screening the healthy adult population for
thyroid dysfunction is unjustified
* The diagnosis of thyroid dysfunction must be
confirmed biochemically
* Each district general hospital should have a spe-
cialist in thyroid disorders with access to an experi-
enced thyroid surgeon and thyroid disease register
* Patients with hypothyroidism need referral only
in certain circumstances
* Serum -thyroid stimulating hormone concentra-
tion should be measured yearly to ensure
compliance with the treatment of hypothyroidism
* All patients with hyperthyroidism should be
referred to a specialist at diagnosis
* In Graves' disease carbimazole is the medical
treatment of choice via either a titrating or
block-replace regimen
* Radioiodine is indicated in most types of hyper-
thyroidism but must be given with caution in the
presence of active Graves' ophthalmopathy
* Thyroid surgery by an experienced surgeon is an
alternative method of treating hyperthyroid
patients
* All patients treated with radioiodine or partial
thyroidectomy should have a yearly check of
thyroid function

sion or a history of thromboembolism warfarin or aspi-
rin should be considered.27 But even in the absence of
these conditions many would advocate prophylaxis if
not contraindicated.

Subclinical hyperthyroidism
* Subclinical hyperthyroidism is defined as a persist-
ently suppressed serum thyroid stimulating hormone
concentration with normal thyroxine and triiodothyro-
nine concentrations in a patient who does not have
symptoms
* There is as yet no consensus on whether such patients
(not taking thyroxine) should receive antithyroid
treatment
* It is debatable whether there is significant excess
morbidity from subclinical hyperthyroidism, though a
higher risk of atrial fibrillation in patients over 6028 and
decreased bone density in postmenopausal women29
(unassociated as yet with an increase in fracture rates)
have been recorded.

Conclusions
This report highlights several aspects in which further

study would be useful to clarify some of the uncertainty
in the management of hypothyroidism and hyperthy-
roidism. These include the relative costs of the options
for treatment of hyperthyroidism, the cost effectiveness
of a centralised computerised thyroid disease register,
and whether patients with atrial fibrillation and
hyperthyroidism should be anticoagulated. This con-
sensus statement represent the collective opinion of the
members of the working group, all ofwhom support this
publication. The essential standards and associated
audit measures for purchasers of health care and general
practitioner fundholders are summarised in the box and
can be used to ensure that a high standard of care is
being achieved.
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Recruitment to general practice is at its lowest
level for 30 years, and many vocational training
schemes report difficulty in attracting new
trainees. Spurred on by the aging population of
south London, and with the advantage ofJ1.3m of
development money resulting from the Tomlinson
report, the south London organisation of
vocational training schemes (SLOVTS) has
perhaps been able to cope better than most. Its
chair, Richard Savage, a general practitioner and
course organiser, and Clare Vaughan, an assistant
adviser, have devised and implemented many
innovative training posts for general practice over
the past two years, and their approach seems to be
bearing fruit: most of the doctors who have
finished the training scheme are now entering
practice in south London. They talked to Douglas
Carnall about the causes of the crisis and the
measures they have implemented to counter it.
Clare Vaughan died in the week following the
interview (see obituary, p 555).

DC: Much has been made recently of the fact that
recruitment to general practice is at its lowest level in
recent times. What are your views on why that is?

RS: It's hard to know where to begin. I wonder whether
medical schools have the correct process to recruit
students with the qualities that general practitioners
need to have. At my first lecture at medical school, the
first lecturer to say anything to us said, "You're
extremely privileged to attend this medical school
because 70% of you are going to be hospital
consultants," and I think this ethos still exists.

Perhaps we should scrap the second MB and
substitute parts of the second and third years of the
British School of Osteopathy's course, which is
absolutely brilliant. It's all about people-what people
think about disease, how they respond to it when they
get it, and what it means to them. I think that science is
wonderful and exciting, but it's not the whole answer.
One could go even further back and look at the way

that the concept of a career in medicine is sold to
children doing their A levels and at the way that the
media shape public opinion about the profession. The
negative presentation of the lot of general practitioners

in the medical press has not helped our cause, but it is
true that general practice has become a much more
complex and bureaucratic pastime, which is a fact that
young doctors are picking up on now. At the same time
the changes that are occurring in hospital medicine have
led to greater certainty of outcome if they choose to
become specialists.

CV: Besides-which, medical education still hasn't really
cracked the problem of giving people life skills and
management skills so that they can look after
themselves. New entrants to our scheme are woefully ill
prepared in these areas. The 1990 contract has also
undoubtedly had an effect. One of the reasons why I
became a general practitioner was to be able to make
choices and to be able to imprint my personality on the
way I worked. The autonomy and freedom that went
with general practice is something we hold very dear,
and the past six years have imposed values that we've
never bought. A lot of stuff has come our way with no
negotiation and has reduced our sense of being in
control of our professional lives, which is deeply
demoralising. That demoralisation shows itself in being
stubborn and wilful and resistant to change and not
getting on with the jobs that can be done.

RS: The past six years has shown how incredibly
efficient the old system was if it was done properly and
how much it benefitted the patients. Increasingly,
people who are ever more cast adrift in society come to
their general practitioner, who, without being too
judgmental or directive, gives them some sort of sense
of where they're at. That's an incredibly important part
of our job, an incredibly rewarding part of our job, and
it's sort of got lost.

CV: We have a lot of work to make up in managing
patients' expectations, but the bedrocks of primary
care-the variety, the patients, the stories, the
companionship, the local contacts with hospital
colleagues-are all still there. It's too easy just to see the
bits that put you off in the short term when you're
making a decision as a junior doctor.

DC: So let's move on to the junior doctors that you're
training. Have the south London vocational training
schemes seen number of entrants falling off in the same
way that seems to be happening nationally?

544 BMJ voLuME 313 31 AUGUST 1996


