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The sheep tick, Ixodes ricinus. a) Dorsum of an engorged female;
b) venter of male; c) venter of female; d) Argas vespertilionis,
dorsum of female; e) Argas vespertilionis, venter of female (after
Moogstraal, 1958). Source: Smith (1973). Reproduced by
permission of the Trustees of the British Museum.

ANURBANSHEEPTICK

Sir,
Six year old Sharon said she had a worm

sticking out of her head. To the doctors'
disbelief, there was a white object about
a centimetre long embedded in her
scalp. It took some force to remove it,
after which it was sent to the laboratory
at our local hospital. Later the same

day, an excited phone call from the

Public Health Laboratory, Whipps
Cross Hospital, told us that we had
removed a female sheep tick.Ixodes
ricinus (Smith, 1973), minus its head.

Ixodes infestation not being the staff
of life in our city practice, we quickly
found out a few facts about this insect
(British Medical Journal, 1977). It is a
common parasite of sheep in this
country and is known to transmit vari-
ous arbovirus and rickettsial infections

to man. In Britain this risk is considered
to be remote. The best way of removal is
to apply a glowing cigarette or match
end to its back.

Unfortunately the site of Sharon's
bite became infected, and later had to be
incised. She was also given a course of
erythromycin. After four weeks there
was complete healing, with no adverse
after-effects.
Where did this tick come from? The

family has no pets, and Sharon herself
had not handled any sheep. The only
possible source was her younger brother
who had stroked some sheep on a recent
farm visit.
We have found no other reports of

urban sheep tick infestation in the
British literature.

Eric Bloomfield
JohnSamuel

St James Health Centre
London E17 7NH.
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PRIMARY CARE FOR
CHILDREN

Sir,
I read with interest the article "Paedi¬
atric primary care in Inner London"
(September Journal, p. 520), and the
suggestion that there was no evidence of
movement away from primary general
practitioner care.
Two years ago we found that many

children were brought to a paediatric
casualty department for minor child-
hood illnesses such as otitis media and
wheezy bronchitis (Cooper and Lynch,
1979). Their parents tended to have
diffuse social problems, and regarded
minor acute paediatric illnesses as life-
threatening emergencies. Although
these families sought urgent medical
advice at a casualty department they
failed to seek long-term health care for
their children. A few families attended
child health clinics, but failed to use
either hospital outpatients or their
family doctors regularly.

In order to prevent movement away
from primary general practitioner care
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for children a united effort by hospital,
community and general practitioner ser-
vices is required, to provide adequate
education for those families in most
need. Provision by general practitioners
of information sheets (Anderson et al,
1980) for parents can only support this
aim.

N. A. Cooper
4 Elder Grove
Crediton
Devon.
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THE JOURNAL
Sir,
There is no doubt that the editor of the
Journal has a difficult task in selecting
material to satisfy the varied tastes of all
members of the College. Dr Sackin
(May Journal, p. 306) rightly draws
attention to this problem. The Dean of
Studies of the College took up his argu¬
ment (September Journal, p. 567) and
said that there were many complaints
about articles in the Journal being
"dead boring". "Here", he states, "I
am afraid Dr Sackin could be right in
implying that this unwelcome trend may
be associated with the advent of aca-
demic general practice." Dr Sackin did
not, in fact, make any such pronounce-
ment. Nor, indeed, does the Dean pro-
duce any evidence to support this con-
tention. He complains about wading
through "pages of dull material merely
to discover that a null hypothesis is
confirmed", but surely he does not ex-

pect his colleagues to accept bald state-
ments of this type without supporting
evidence, however boring this may be.
He complains of multiple authors. Does
he not realize that general practice often
needs interdisciplinary studies to un-
ravel complex problems, and does he
resent the recognition the main author
gives to his colleagues?

I have been led to understand that the
College is an academic institution com-
mitted to advancing knowledge of gen¬
eral practice. Many of us loved the
College best when it was just a 'club'.
This happy state could not, however,

withstand the external pressures on the
College to establish standards and adopt
an academic role. I have worked for the
College for over 20 years, first as a
member in a semi-rural practice, and
more recently as a member who happens
to run an academic department. I am
dismayed to see the Dean of Studies of
our College resort to condescension
when he states: "One can sympathize
with the plight of aspiring academics
gloomily pondering the stark message,
Tublish or perish'." With what distress
must young men and women who have
committed themselves to academic gen¬
eral practice, often at some financial
sacrifice, receive this message from the
College's own Dean of Studies.
He finally reminds us that "the

Journal is, after all, the journal of the
College, not of university depart¬
ments." It is sad indeed to read such a
divisive comment from our Dean. The
university departments have an import¬
ant role to play in research. If the
research they report is deemed worthy
of publication, surely their own College
Journal is the place in which it should
appear. If it is "dead boring" and irrel-
evant, they will accept the verdict of the
editor and his advisers.

If the attitude expressed in the letter
by the Dean of Studies reflects the atti¬
tude of the College Council and the
members of academic departments of
general practice, then those of us who
were inspired by the College to produce
these departments must despair. Rather
may we hope that the College sees that
its academic departments are an ex-

pression of its achievements, which
should enrich the College, and may it
appreciate the efforts of those of its
members engaged in this work.

D. C. Morrell
Wolfson Professor ofGeneral Practice,

St Thomas'HospitalMedical School
80 Kennington Road
London SE114TH.

GERIATRICSCREENING

Sir,
In 1978 we introduced a postal screening
questionnaire into the routine system of
geriatric care for patients aged over 70
at Woodside Health Centre, Glasgow.
We examined whether this approach
was acceptable to elderly patients and
tested the usefulness of the question¬
naire in identifying those patients in
need of assessment. This work has al-
ready been reported (Barber et al,
1980).
The questionnaire, in a slightly dif¬

ferent form, has now been tested a

second time, in a different general prac¬
tice and with patients aged over 65.
After the age/sex register had been
'cleaned', the questionnaire was sent
out in batches of 20. Any question
answered in the affirmative or the non-
return of a questionnaire was taken to
mean that the patient concerned was 'at
risk' and in need of comprehensive
medico-social assessment. Once the
questionnaires had been returned, the
patients were assessed to decide whether
the questionnaire had indicated accu-

rately which of them required assess¬

ment. Assessment was thought to have
been necessary if we detected previously
unknown physical or social problems.
This process continued until all the
practice patients aged over 65 had been
included.
The results were as follows (figures in

brackets give the results of the earlier
test). The postal approach was accept¬
able to 85 per cent (86); only four per
cent (six) refused the questionnaire.
Seventy-one per cent (73) of replies were
true positives, i.e. they confirmed that
there were problems; seven per cent
(seven) of replies were false positives
and suggested that problems existed
where in fact there were none. We found
true negatives in 20 per cent (16) of cases
and false negatives in two (four).
We examined the sensitivity, speci-

ficity and predictive value of the ques¬
tionnaire using Kreig's recommen-
dations (Kreig et al, 1975). In each of
these indices 100 per cent accuracy
would have a value of one. The sensi¬
tivity of the letter was 0-97 (0-95), the
specificity was 0-73 (0-68) and the pre¬
dictive value 0 . 9 (0 . 91).

It is important that any method intro-
duced into clinical practice should be
sufficiently reliable to permit repeated
use, or use in different populations with
the same degree of accuracy. The simi-
larity, and indeed the improvement, in
the results of the second testing of the
postal questionnaire, used in a different
practice population and a different age
group, confirm the reliability of this
approach to preventive care. The low
cost in terms of both the finance and
manpower required seems to make this
approach of additional value.

J. H. Barber
Department of General Practice
Woodside Health Centre
Barr Street
Glasgow G207LR.
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