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Letter from Glasgow

DRUG MISUSE IN SCOTLAND
Scotland is currently in a state of soul-searching about drug
misuse. The Secretary of State for Scotland, Michael Forsyth, has
gone so far as to start a crusade against drugs called 'Scotland
Against Drugs' or SAD (a memorable though unfortunate acro-
nym). The main political parties and major organizations in
Scotland such as the churches have also signed up with SAD. The
problem with this type of moralistic approach, however well-
intentioned, is that past experience suggests that it simply does
not work. In some respects, it can be argued that SAD goes against
the government's own approach as outlined in the Ministerial
Drugs Task Force Report 'Drugs in Scotland: Meeting the Ch'al-
lenge' .IThe Task Force was set up by Michael Forsyth during his
previous stint as Health Minister at the Scottish Office.

The Task Force Report highlights drug misuse as a serious and
increasing problem and considers it in the context of the preva-
lence and trends of drug misuse, prevention, the provision of
services, funding and co-ordination of health and social services,
and the legal system. It is not only individuals who misuse drugs
that are affected but also families, friends, and society generally.
The report notes that 'there is no simple solution to the problem
of drug misuse' and it takes a pragmatic view that not all drug
misusers want to stop. Hence there needs to be harm minimization
approaches such as substitute (methadone) prescribing, and needle
and syringe exchanges for drug injectors to prevent the spread of
HIY. The distincti ve feature of drug misuse in Scotland is the high
level of injecting; the association between intravenous drug
misuse and the spread of HIV/AIDS is particularly strong.

The most commonly misused illegal drugs are cannabis (some
drug agencies claim that young people in some areas do not even
know that cannabis is illegal), and 'recreational' drugs such as
Ecstasy. Other misused drugs are heroin, amphetamines, temgesic,
benzodiazepines and LSD. Of course, this excludes the two most
commonly misused legal drugs-alcohol and tobacco. This is not
a flippant point but rather stresses the fact that if we are to deal
with 'addictions' it is important to take a broader perspective.
Notwithstanding this criticism, the report was an importantdevel-
opment in dealing with drug misuse in a more rational way. One
of the main recommendations was that each of the 15 health
boards in Scotland should have a drug action team (DAT) to agree
to a strategy against drug misuse and develop an action plan. The
DAT is composed of senior officers from statutory and non-
statutory agencies including the health board, local authorities,
social work and education departments, the police and the volun-
tary sector.

The potential of the DAT is great in that the whole range of
drug misuse activities including information gathering, and re-
search, prevention, treatment, and rehabilitation could be co-
ordinated by it within one area. Only time will tell if the DAT lives
up to expectations and makes an impact on drug misuse. I would
only add that all this activity needs to happen in addition to action
on the socio-economic factors which encourage and maintain
drug misuse-unemployment, poor housing and a bleak future.

It is these same factors that form an integral part of the novel
on drug-taking called Trainspotting by the Scottish writer, Irvine
Welsh. Trainspotting, produced as a play and now a hit film, has
been criticized for not condemning outright the drug-taking it

describes. But then it never set out to do so-the novel only seeks
to describe drug-taking in a realistic (and at times hilarious and
depressing) way through a series of short stories about a group of
people. Trainspotting has been at the top of the bestseller list in
Scotland for some time and it has now been joined there by two
of Welsh's other novels, Acid house and Marabou stork night-
mares (also produced as a play). All three novels use Edinburgh
slang (where the characters are from) and have a particular appeal
for young people. The novels may not offer any solutions to the
problem of drug misuse but they do offer an insight into the
bleakness of some people's lives.

THE MEDICAL AND DENTAL DEFENCE UNION OF
SCOTLAND
The Medical and Dental Defence Union of Scotland (MODUS)
offices are in a beautiful building in the commercial district of
Glasgow. At night this district also doubles as Glasgow's pre-
eminent red-light area, thereby adding to the notion that money
and sex often go together. More seriously, the MODUS is the
body to which most members of the Scottish medical profession
belong to provide medico-legal cover for any unforeseen eventu-
alities. If you work within the National Health Service (NHS) as
a doctor, then you are indemnified against any claims arising out
of the medical decisions you take on behalf of the NHS. However,
most doctors also opt for membership of the MODUS. Some
doctors join similar organizations such as the Medical Protection
Society or the Medical Defence Union, both of which are pre-
dominantly English organizations. It may seem that there is no
need to join the MODUS if the NHS already provides indemnity;
however, circumstances can (and do) occur where the interests of
the NHS and an individual doctor may not coincide. An example
of this may be if a hospital accepts liability for the death of a
patient because it does not wish to go to expensive litigation. By
this course of action the hospital may imply fault on the part of the
doctor, an implication which the doctor may reject.

There are good reasons for doctors to join the MODUS.
Although the United States of America is often seen as the
vanguard of the practice of 'defensi ve medicine' and as a litiginous
society, in Britain there are increasing medico-legal pressures.
These include a greater expectation of doctors as well as medi-
cine; a diminution of the uncritical deference shown towards
doctors in recent years; the rise in workload experienced by both
hospital doctors and general practitioners; and the increasing
complexity of medical practice with the development of new
specialties and SUb-specialties. Furthermore, as the MODUS is
based in Scotland, it i~ attuned to the separate legal system in
Scotland.

The types of services which are provided by the MDDUS
include advisory services representation at fatal accident inquir-
ies or FAI (the Scottish equivalent of a coroner's inquest);
representation at local disciplinary hearings and General Medical
Council proceedings; writing of reports for courts, insurance
companies, etc.; good Samaritan activities; and unpaid medical
work such as sports medicine. In addition, doctors working in
private practice can pay more to obtain a higher level of cover for
this risk work. There is a sliding scale for subscriptions with a
gradual increase from those who qualified in 1995 (£50) to the full
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rate for those qualified in 1988 or earlier (£420 for consultants and
£370 for non-consultants).

The MODUS has an annual general meeting in the autumn
which considers the annual report and elects members to its
council which numbers over 30 and includes doctors from a wide
cross-section of medicine. In addition, there are specific commit-
tees such as the hospital advisory committee, dental advisory
committee and the GP clinical advisory panel. The whole organi-
zation, with a turnover of over £ I 0 million, is efficiently serviced
by a core of seven executive officers and senior staff.

'So what?' you may be asking yourself as you read this. The
point is that as doctors we should aim to practise medicine of the
highest standard. However, things can, and do, go wrong and in
those cases it is important to have the best possible medico-legal
advice and assistance. This should not be seen as something
which is a crutch for incompetent doctors or as a mechanism to
obfuscate the public or the courts, but rather to ensure that all the
facts relating to any medical litigation or incident are considered.

To illustrate at a practical level what the MODUS does, in a
recent edition of its journal Summons, 1 it provided guidelines for
members on home confinement, discussed the issue of medical
records in private hospitals. and had an article on 'Law, ethics and
the modem medical practitioner' by Professor Sheila McLean,
holder of the International Bar Association Chair of Law and
Ethics at the University of Glasgow There were reports relating
to MODUS members' experiences in cases involving a reduction
mammoplasty, a postoperative deep vein thrombosis and difficult
tooth extractions.
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My only personal experience of the MDDUS was following a
summons to give evidence at an FAI set up after four patients died
in an outbreak of E. coli. 0157 in two psychogeriatric wards.'
Although there were no problems about there being any conflict
of interest between myself and the health board (authority)
running the hospital, the MODUS ensured there was representa-
tion for me at the FAI.

More importantly in my opinion, they told me what actually
happens in an FA!, what to expect, and what I could do; for
example, refer to contemporaneous notes whilst giving evidence.
Going to court is not an easy thing and it is best to be prepared. I've
seen perfectly competent and confident doctors who must have
wished that the floor would open and swallow them up as they
struggled through the evidence or failed to answer even the
simplest question. It goes without saying, when in COull,tell the
truth.

Doctors throughout the world face pressures, but having a
highly professional and accessible organization such as the
MODUS in Scotland makes the work of doctors here just a little
easier.
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Most Americans believe that there are too many doctors in
practice and especially too many specialists. And as 'managed
care' administrative entities continue to govern their access to and
payment for care. there is a general consensus that physician
oversupply is responsible for the prohibitive costs. This is also
reflected by the fact that the number of physicians has grown 1.5
times the rate of the general population-from 150 per 100000
people in 1970 to 245 in 1992.

The Clinton administration learned much from its failed at-
tempt at health care reform and phased back when it became
evident that the government could not fix this complicated ever-
growing problem.

Going back a few years, two Congressional advisory bodies-
the Physician Payment Review Commission and the Prospective
Payment Assessment Commission-said that the government
should set physician workforce goals and make Medicare a key
vehicle for making changes. They opined that as most of the
Federal support is provided through Medicare payments to hospi-
tals, tailoring these payments to reflect the nation's needs would
be appropriate.

Last year, the Pew Health Professions Commission proposed
cuts in the physician supply by closing down 20% of the nation's
medical schools and reducing graduate medical education
(GME)-internships and residencies-to 110% of US graduates.
This year, the Institute of Medicine (10M) joined the long line of

prestigious groups, with a series of recommendations that would
revamp the nation's medical training systems and the government
programmes that support it. 10M's 'The Nation's Physician
Workforce: Options for Balancing Supply and Requirements' is
regarded as less draconian than the Pew report which drew the ire
of the American Association of Medical Colleges (AAMC) which
declared the 10M study 'right on target', and' ... in keeping with
positions taken by the AAMC to address the growing imbalances
between the future supply of physicians and the perceived public
need for physician services'. The 10M report is another useful
contribution to the debate, but it suffers along with all the others
in lacking the methods of implementation', according to a leading
authority representing organized medicine.

The 10M recommends freezing the number of medical schools
and their class sizes and cutting Federal funding so that the
number of first-year residency slots is closer to the number of US
graduates. Alternate funding is to be sought for hospitals depen-
dent on international medical graduates (lMGs), which provide
substantial care to the poor. The Department of Health and Human
Services would be charged with making information on physician
supply, demand, and career opportunities available to policy-
makers, educators and health care organizations such as the
American Medical Association (AMA) and others. I

Both Congress and the President are moving to reshape Fed-
eral spending for graduate medical education as these and other


