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field's on statistical grounds, while I
nevertheless agree with Whitfield's
clinical conclusion. Adult patients in
two Southampton general practices
were eligible for entry if their sore
throat was abnormal on examination
and had lasted no more than seven
days. Throat examinations were record-
ed, throat swabs were taken for strep-
tococcal culture, and patients were
supplied with a ten-day symptom diary
card. Thereafter, patients were allocat-
ed to one of three double-blind regi-
mens"- penicillin V; cephradine, or
placebo, to be taken orally four times
daily for seven days. Patients returned
on the tenth day for repeat throat
culture and handed in their symptom
diaries. Results were obtained from 200
patients. Analysis of the symptom dia-
ries showed no difference between the
two groups of patients taking anti-
biotics but both groups reported
quicker recovery than the placebo
group. By the third day 45 per cent of
patients taking antibiotics reported no
sore throat compared with 25 per cent
of the placebo group. By the seventh
day the corresponding percentages
were 84 per cent of the treatment
group and 79 per cent of the placebo
group. Of the 200 patients, 36 (18 per
cent) gave a positive culture for beta
haemolytic streptococci (Group A) at
entry to the trial.
The mean duration of sore throat

after entry was shorter for the antibiot-
ic group by 1.0 days for those with a
negative initial culture and by 1.2 days
for those with a positive initial culture.
For all patients the total mean duration
of sore throat was 7.6 days from report-
ed time of onset (standard deviation
3.2 days) and 4.6 days from time of
entry to the trial.
My conclusions were that statistical-

ly significant numbers of patients with
sore throats gained some early sympto-
matic benefit from antibiotic therapy,
although this advantage was lost by
the seventh day; however, the general
use of throat cultures did not help to
identify patients with different out-
comes. Dr Whitfield's results suggested
similar findings in that patients taking
penicillin had slightly earlier relief of
symptoms, but here there was no statis-
tically significant difference between
this treatment and placebo groups
overall (Whitfield and Hughes, 1981).

I would agree with Dr Whitfield by
saying that neither trial suggests a
large enough clinical advantage for
antibiotics to recommend their routine
use for every patient with an abnormal
looking sore throat. Placebo controlled
trials of antibiotics in minor respiratory
illness generally show that either no
advantage (e.g. Stott and :West, 1976),
or at best slight advantage, (Taylor et

al., 1977) is gained by taking anti-
biotics.
Many remain unconvinced by such

evidence. An antibiotic prescribing
policy is often defended by the claim
that withholding penicillin will in-
crease the rate of unscheduled follow-
up. A retrospective study by Howie and
Hutchinson (1978) did not support this
argument, but confirmation of their
findings by prospective studies might
persuade more doctors to prescribe
fewer antibiotics. A different basis for
our clinical jiudgment was also sugges-
ted by Howie (1976) when he showed
that our conduct in the consulting
room is often influenced by non physi-
cal factors. If pressing social factors
increase our antibiotic prescribing, this
suggests either that we believe the anti-
biotics are effective or, at least, that
we are unable to persuade our patients
that they don't work very well.

I conclude that properly controlled
studies so far conducted do not show a
degree of clinical effectiveness in the
antibiotic treatment of abnormal sore
throat sufficient to match the expecta-
tion of a cure by many of our patients.
If we help our patients learn more
about the natural history of such self-
limiting conditions, for example by
providing simple reference booklets
(Morrell, 1980), we will be in a better
position to help our patients decide on
the pros and cons of antibiotic therapy.
Such an approach is worth further
study.

C. K. FREEMAN
Senior Lecturer in Primary Medical Care
University of Southampton
Faculty of Medicine
Aldermoor Health Centre
Aldermoor Close
Southampton S01 6ST.
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Teaching General Practice 'in
the Third World

Sir,
I read with interest Professor Metcalfe
and Dr Varnam's account of teaching
general practitioners in Sri Lanka (Oc-
tober Journal, pp. 605-610).
The writers quite rightly bring up the

question of the recipients' wants and
needs and seem to answer them in
saying that, "The problem of winning
respect and support of colleagues in
other specialties and of methods of
internal organization are similar to
those faced by British general practi-
tioners of 25 years ago".

If these were the wants and per-
ceived needs in Sri Lanka, then I sug-
gest that English general practitioners
should steer well away from the coun-
try and any other with similar concepts
about the improvement of general
practice, for two reasons. Firstly, in
dealing with the problem of lack of
respect and support by colleagues, an
important issue is the context of im-
proving health care, by implication for
all, in Sri Lanka. Secondly, are the
strategies and skills which have been
developed successfully in English gen-
eral practice transferable to a develop-
ing country?
The first of my questions implies a

discussion on values and how a prob-
lem becomes important, and cannot, I
think, be usefully discussed here. The
second question is one which needs
careful thought.
The strategies and skills developed

in British general practice have tended
to concentrate on epidemiological de-
velopments in small defined groups, on
sophisticated doctor-patient skills, and
on highly competent investigation-sup-
ported clinical ability. Until recently,
British general practice has neglected
the development of delegated clinical
skills to less sophisticated health
workers, and the development of pre-
ventive strategies. These two issues,
along with public health adminis-
tration, another cornerstone of primary
health care in the developing world,
are probably among the most import-
ant parts of the primary health care
doctors' work in the developing world,
and it is difficult to see what British
general practice can offer in these re-
spects.

In case it should be argued that a
ratio of one general practitioner to
30,000 population obviates the need to
delegate clinical duties, should sus-
pect thats considerable urban-rural vari-
ation exists in Sri Lanka in terms of
doctor-patient ratios. The latter may be
very favourable in Colombo, but much
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less favourable elsewhere. These vari-
ations may further polarize the quality
of medical care, creating a high-quality
urban general practice (with diplomas,
colleges and what have you) but an
increasingly deprived rural sector.

In short, I seriously question that
British general practitioners have a
great deal to offer in improving health
care in the developing world, and that
any forays into this area should be, at
least, circumspect.

M. R. OWEN
Deputy Director of Medical Services

c/o Ministry of Health
Mbabane
Swaziland.

Sir,
We accept Dr Owen's concern for the
appropriateness and relevance of any
help provided by English general prac-
titioners to the development of pri-
mary care in developing countries.
Indeed one of our chief concerns in
writing the article was to alert people
to this important issue.
We were at pains to tell the doctors

of Sri Lanka that we could not provide
them with a blueprint for an ideal
general practitioner based on a Euro-
pean model. However, we did feel (and
have not changed our view) that the
educational model appropriate to post-
graduate training in the UK is equally
relevant in Sri Lanka. We believe that a
general practitioner, whether in Not-
tingham, Manchester or Colombo,
should be encouraged to question his
or her clinical practice as well as teach-
ing methods using the following pro-
gression: "What are you doing now?"
"What needs to be done?" "How can
you do this?" "How can you be certain
that you have done it?"
The perceived needs of our hosts

were that the knowledge, skills and
attitudes pertaining to primary care,
whatever the model on which its pro-
vision was based, should be taken seri-
ously by medical schools which, like
many others, seemed to value only the
skills pertaining to secondary care. Our
hosts' concern was that the powers
that be should understand that there
were skills peculiar to the provision of
primary care which had not been
taught to the network of junior doctors
deployed in government health clinics
throughout the small towns and rural
areas. What we were asked to do, and
we think succeeded in doing, was to
convince the powers that be that there
should be appropriate postgraduate
training for the doctors they were de-
ploying in primary care. The know-

ledge, skills and attitudes needed were
to be sorted out by the people on the
ground. Indeed our whole Workshop
was hung on the idea of developing
needs-related objectives for that
training and the use of learning
methods such as project work that
would ensure relevance.
Of course, all the charms of Sri

Lanka could not blind us to the fact, of
which we had been in no doubt in any
case, that the provision of adequate
primary care for the whole population
of the island would require delegation
and sharing of skills and that there
would be many aspects of primary care
of far higher priority than the skills of
western medicine. The interesting
point was that the invitation came
from a group of Sri Lankan primary
care doctors whose assessment of the
needs of the population in general
showed that there were things that
could be learned from British general

practice, in particular its educational
skills, and that they could share these
skills across a wide spectrum of pri-
mary care providers.
While we share Dr Owen's concern

that medical care in developing coun-
tries be no further incapacitated by the
unquestioning absorption of western
ways and western values, we plead not
guilty!

DAVID METCALFE
Professor of General Practice

Department of General Practice
University of Manchester
Darbishire House
Upper Brook Street
Manchester M13 OFW.

M. A. VARNAM
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42 Nottingham Road
I Ikeston
Derbyshire DF7 5PR.

Referral rates (percentages in brackets).

Specialty Dr A Dr B Dr C Dr D Trainee Total

General medicine 1 (5) 11 (52) 5 (24) 4 (19) 0 21
Other medical 3 (10) 11 (35) 9 (29) 6 (19) 2 (6) 31
General surgery 7 (17) 9 (21) 15 (36) 9 (21) 2 (5) 42
Orthopaedics 4 (13) 8 (25) 16 (50) 2 (6) 2 (6) 32
Gynaecology 4 (16) 6 (24) 10 (40) 3 (12) 2 (8) 25
Other surgical 7 (32) 8 (36) 5 (23) 2 (9) 0 22

Total medical 4 (8) 22 (42) 14 (27) 10 (19) 2 (4) 52
Total surgical 22 (18) 31 (26) 46 (38) 16 (13) 6 (5) 121

Total referrals 26 (15) 53 (31) 60 (35) 26 (15) 8(5) 173

Outpatient Referrals
Sir,
During October and November of last
year I recorded the outpatient referrals
of the four-man practice in which I was
trainee. It was known that the partners
had widely differing referral rates, in
spite of having equal and separate lists
(2,400 patients each). I decided to
study their referrals in more detail to
see where these differences lay. Refer-
rals to casualty and venereal disease
clinics were excluded. Obstetric refer-
rals were also excluded because they
were invariably referred for consultant
care by all the partners.
The findings are shown in the above

Table. Doctors B and C referred more
than twice as many patients as A
and D. Doctor B accounted for 52 per
cent of the general medical referrals
and 42 per cent of all medical referrals.
Doctor C accounted for 50 per cent of
all orthopaedic referrals and 40 per
cent of gynaecological referrals.

In an audit of his own outpatient

referrals, Brown (1979), whose referral
rate was just over half Fry's national
average of 425 per doctor per year,
found that fewer than half of his medi-
cal, orthopaedic and gynaecological
referrals were definitely worthwhile
(32, 40 and 44 per cent respectively).
Bearing this in mind, it is tempting to
conclude that Doctors B and C may
have been referring some patients un-
necessarily to these specialists. How-
ever, it should be noted that their
rererral rates are below the national
average. This suggests that in many
practices with above average referral
rates, unnecessary referrals may be the
rule rather than the exception.

T. J. CANTOR
34 Preston Lane
Faversham
Kent.
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