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While not explicitly stated, this study aim-
ed to examine consent to video recording
in patients who were not asked directly by
doctors or reception staff. The prior
assumptions were, first, that consent by
a direct interview with the patient is in-
evitably biased and thus 'coercive' but that
the extent of any coercion can be minimiz-
ed by explanation of the procedure by a
letter given to the patients in the waiting
room, and secondly, that this procedure
would provide a means of obtaining in-
formed consent. Using two methods of
obtaining informed consent based on let-
ters, low rates of consent were obtained.
From this overall result the authors con-
clude that video recording of consulta-
tions is not acceptable to patients.
However, they give no indication as to
whether the patients understood the in-
formation given to them - was the con-
sent, or in this case refusal, informed?
Understanding the information given is
clearly an issue central to the notion of
informed consent and to this study. Many
factors, other than acceptability, could ac-
count for their findings. For example, did
the patients actually read the letter, or was
it phrased in an unclear or ambivalent
manner? It is impossible to judge the
clarity of the letters as few details of the
information given to the patient are
presented in the paper.

Servant and Matheson's paper raises
two issues that are central to the video
recording of consultations - 'procedural
justice' (fair and just procedures) and
'substantive justice' (equity). Procedural
justice, in this case, refers to the means of
obtaining consent. In attempting to pro-
tect their patients against coercion Servant
and Matheson may have rejected people
who would have consented if they had
been properly informed. The studies with
high rates of consent may accept people
who would not have consented in less
biased circumstances. Both these errors
are errors of substantive justice. An im-
portant feature of equity lies in its con-
cern for the individual and the common
good - in this case, is the video recor-
ding of future benefit to the patient? If
this is the case then the procedures used
by Servant and Matheson do not result in
an equitable outcome. It must be
remembered that the patients involved are
not of marginal status in society, for ex-
ample prison inmates, and that video
recording is not a physically invasive or
high risk procedure. Thus, the criticism
levelled at other workers of using coercive
techniques may be misleading, since pa-
tients may be willing to engage in
behaviour that may not be acceptable in
other circumstances, if it can be seen as
contributing to the common good. It is

clear that a balance must be struck ir
selection as the preoccupation with pro
per procedures can lead to the errors oi
equity outlined above.

These issues, among others, are of im
portance in the consent procedures use
in medical settings. We have been engag
ed in research in several practices over the
last year using video tapes of consecutive
consultations. The patient is provide
with written information about the
research and the video procedure and i.
asked to sign a consent form. One of ui
(A.P.B.) is available to answer queries and
speaks to the majority of the patients
This procedure appears to be acceptable
to the patients and the general practi
tioners involved. Over 800 patients have
been approached and the acceptance rate
is around 80%. Many patients expresi
positive feelings towards the procedure
and actively engage in the spirit of the
venture. It would be difficult to accuse uw
of being coercive.

A.P. BOARDMAN
T.K.J. CRAIc

National Unit for Psychiatric Research
and Development

Lewisham Hospital
Lewisham High Street
London SE13 6LH

Sir,
The survey carried out by Servant and
Matheson purported to examine the con-
sent rate of patients to video recording of
consultations in two separate studies. The
overall consent rate for the two studies was
10% - 22/o in one, 6/o in the other.
The chief part of the investigation ap-

peared to be based on a letter left for pa-
tients in the waiting area. Though the let-
ter was not published the article does state
that in it patients were asked 'to return the
form to the receptionists if they would like
their consultation to be recorded. The
conclusion of the article was 'Taking con-
sent rates to being filmed as an indication
of patient acceptability, it is clear from
this study that patients do mind' A good
deal of effort by the patient was required
and Drs Servant and Matheson were in
fact asking their patients to volunteer to
be filmed - a far cry from merely con-
senting to be filmed.

It is not therefore clear from the survey
that patients do mind being filmed. What
they do mind is being asked to volunteer
to be filmed. As a contribution to the
literature the article would have been
much more useful had this important

distinction been made clear in both the
title and in the conclusions.

H.A.F. MACKAY
4 Birtley Lane
Birtley
Tyne and Wear DH3 lAX

[The texts of the two letters left in the
waiting room for patients were provided
by the authors but were not included in
the published version. Ed.]

Nurse practitioners
Sir,
I read with interest the leaflet from the
National Association for Patient Par-
ticipation which was enclosed with the
December issue of the Journal as I believe
it is important for us to be in touch with
our patients' needs and views.

However, I was surprised at some of
the statements made by Barbara Stilwell
in her article about nurse practitioners.
Although I agree that medicine is often
disease oriented, I have always felt that the
great attraction of general practice is that
we do have personal contact with our pa-
tients and can help to combat the effects
of illness on their lives. I also feel that a
major part of our work involves providing
a listening ear and that we are spending
an increasing amount of time on health
education and disease prevention. I am
sure that Ms Stilwell will agree that prac-
tices which are enthusiastic enough to
employ a nurse practitioner will be the
very ones most concerned with these
aspects of their patient care.

I found her comments rather divisive
and felt it would have been more ap-
propriate for her to suggest that nurse
practitioners could work together with
general practitioners to provide health
education, a listening ear and so on in-
stead of offering this as an alternative
service.

JILLIAN M. MORRISON
Department of General Practice
Woodside Health Centre
Barr Street
Glasgow G20 7LR

Future general practice
Sir,
The article on general practitioner beds
in Finland by Roger Jones (January Jour-
nal, p.28) is timely. The provision of beds
at health centres in Finland is but one
aspect of the Finnish situation which is
worth further examination by doctors in
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the UK; others include physiotherapy and
routine investigations, the idea of a physi-
cian in charge, information systems and
annual reporting to the Board of Health
and the concept of the health centre as a
functional unit incorporating outlying
dispensaries. At the risk of overwhelming
our Finnish friends with medical tourists
I would encourage other general practi-
tioners to follow Roger Jones' example
and go and see for themselves.

I predict that as with large schools and
high-rise flats the economies of scale of
the large district general hospital will in-
creasingly be seen to be irrelevant to the
health needs of the population beyond the
year 2000. The present demographic struc-
ture in the UK implies a reducing need for
paediatrics, obstetrics, and acute general
medicine, general surgery and ortho-
paedics at least for younger accident vic-
tims. Better prevention in relatioir.to ac-
cidents and heart and lung disease will
reinforce this pattern until the majority of
hospital clinical work is concerned with
the elderly. Much of this work can be
dealt with in general practice and this
trend will be reinforced by consumer
preference. Such a move would be great-
ly assisted by the development of a new
type of cottage hospital facility based on
health centres, even in the cities and
perhaps especially in the outer city estates.
The result is that social support will be

enlisted in care and some work provided
locally where it is most needed; the pro-
blems of travel and access, not to men-
tion those of public alienation from large
hospitals, will be avoided.

JOHN ASHTON

Department of Community Health
University of Liverpool
PO Box 147
Liverpool L69 3BX

Falklands war veterans in
general practice
Sir,
The publication of Jones and Lovett's
paper on delayed psychiatric sequelae of
the Falklands war (January Journal, p.34)
shatters the illusion of problem-free ad-
justment for all who took part in this
military campaign.
My research with veterans of the South

Atlantic campaign indicates that a large
number of ex-servicemen are currently in
the throws of personal crises which mir-
ror those of US Service personnel who
took part in the Vietnam war. Alarming-
ly, my subjects also report another aspect
of the American experience; that they do

not know where to turn to for a con-
sidered clinical stance towards their
problems.
The physical and psychological se-

quelae of war experience are varied and
often idiosyncratic, presenting the primary
care physician with a challenge. Apart
from being attentive to presenting symp-
toms the general practitioner should look
for clues to the patient's hidden
psychological state. For instance, reports
of being upset by memories of the war,
having troubled dreams and being over-
come by feelings reminiscent of those ex-
perienced during war indicate a need for
psychological help, particularly if these
are compounded by difficulties in getting
close to people and living an increasingly
constrained and impoverished lifestyle.
Those servicemen most affected say they
are now more jumpy and hyped-up and
sleep less well than before the war; they
feel guilty, particularly about surviving or
not having done enough for those who
were killed. Falkland veterans are also
upset by confrontation situations such as
fights or arguments and some go to ex-
treme length to avoid these altogether.
'Control problems' over drinking, eating
and smoking co-exist with those of con-
taining impulsive eruptions of fear and
anger. Doctors should be alert to the
paradox of patients repeatedly being in-
volved in frightening situations such as ac-
cidents and fast dangerous driving.
While Jones and Lovett suggest their

three cases may be 'the tip of an iceberg',
my research indicates that it would be un-
wise to assume that this is an iceberg of
psychiatric morbidity. It is only the tip of
the iceberg where psychiatric cases are
found. Those in the metaphorically
'submerged' section suffer psychological
distress traceable to war events and need
help from professionals in psychology
rather than medicine, preferably dynamic
psychotherapy.
Management at primary care level

should therefore be guided by diagnostic
restraint plus an appreciation of the im-
portance of appropriate referral. But even
so, general practitioners should not be sur-
prised if they encounter considerable dif-
ficulties in guiding patients towards effec-
tive help. Scarred by prolonged exposure
to life-threatening activity by 'enemy per-
sonnel' plus lack of understanding from
their peers, ex-servicemen do not readily
establish trust, however well intentioned
the helper.

I should be interested to hear from
anyone who has, or has had veterans of
the Falklands war in their care.

RODERICK ORNER
Glanrhyd Hospital
Bridgend
Mi]d Glamrorgan C;F3l 4LSN

Parents' attitudes to
measles immunization
Sir,
The paper by Morgan and colleagues on
parents' attitudes to measles immuniza-
tion (January Journal, p.25) raises in-
teresting and important issues. General
practitioners cannot expect improved
parental attitudes until they increase their
own motivation to achieve high im-
munization rates. This involves being fully
conversant with practice immunization
protocol, and actively educating parents
from the time of the postnatal visit. It is
essential to have an efficient recall system
and to follow up defaulters.

In Fife, 54% of general practitioners
left the initiative for immunization to the
parents; only 29%o actively recalled pa-
tients when aged 15 months and their
measles immunization rate in 1984 was
only 73%.) It has been shown that a
motivated practice can achieve the 90070
uptake rate required to achieve herd
immunity.2
We established a 'Baby clinic' in

January 1985 in our 10 doctor urban prac-
tice - the adult unemployment rate in the
area is 27% and the patients are largely
in social classes 4 and 5. Prior to this our
measles vaccination rate was 300/. We
now recall babies for vaccination when ag-
ed 15 months by sending a letter and an
explanatory Jeaflet to their parents.
Defaulters are sent a further letter and are
visited by a health visitor if they default
a second time. I visit persistent defaulters
at home for counselling and vaccination.
Only two parents have refused immuniza-
tion for their child after counselling.
The measles immunization rate in our

practice for 1985-86 was 98.50/o while the
rate for the primary course of immuniza-
tions was 97.8%o.

D. McKEITH
Townhead Surgery
6/8 High Street
Irvine
Ayrshire KA12 OAY
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