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* shared care policies;
* criteria for admission, outpatient

referral, urgent assessment, use of
specific community resources, cash
limited allowances, antiviral therapy
and psychological or psychiatric
referral;

* rationing devices for use of scarce
community resources;

* what is thought ethically correct to tell
ambulance staff about transportation
of an AIDS patient;

* which general practitioners are not
prepared to take on AIDS patients;

* how best to obtain records from a
previous general practitioner;

* how to transfer records to a new
general practitioner when an AIDS pa-
tient moves out of the area.
There needs to be a multidisciplinary

group responsible for developing and
reviewing district policies on these and
many other AIDS-related issues.

Protocols. As a general practitioner I need
to know how to identify problems related
to the disease, its treatment, or to psycho-
logical, occupational, social or financial
sequelae. I also need some guidance on
which problems to handle myself, and
when and to whom, referrals should be
made. Protocols need to be district and
practice specific. They provide a way to
reduce uncertainty and ensure high stan-
dards with available resources.

Shared care records. Hospital com-
munication in relation to AIDS patients
is poor. Many people are involved and
drug regimens are complicated and fre-
quently changed. In addition, patients
move around, and records can take
months to catch up with them. Many of
these problems could be overcome by the
use of a shared care record as for diabetes.
In our district we are evaluating the use
of a shared care record kept by patients
with schizophrenia. Where long term care
is provided by many different people, a
shared care record held by the patient can:
* improve communication;
* reduce need for correspondence;
* make the patient the source of up-to-

date information;
* increase patient autonomy;
* provide information if notes are

mislaid;
* identify key workers and carers, cur-

rent medication, community resources
used and management and progress;

* provide information for patients on
how to identify problems and what ac-
tion to take;

* provide information for a new general
practitioner when a patient moves.

It is now time to develop and undertake
pilot studies to evaluate the use of a shared
care record for AIDS patients.

Information transfer. A current problem
in general practice is how to transfer in-
formation about one patient, to the notes
of others in his family. This has implica-
tions for informed consent and confiden-
tiality which need to be clarified before
information can be transferred. It is also
important to identify the quickest and
safest way to transfer the records of a pa-
tient with AIDS to a new general practi-
tioner when the patient moves.

Ethical dilemmas The working party have
highlighted several ethical dilemmas but
we need a way of identifying a wide range
of ethical dilemmas faced by general prac-
titioners, hospital staff, other health pro-
fessionals, patients and carers. When this
has been done, we can start to develop ef-
fective ways of teaching medical students
and trainees how to deal most effectively
with these problems. I have designed and
used a game called Medilemma to over-
come the difficulties which face trainers
and course organizers in teaching about
ethical dilemmas in general practice. Its
success has convinced me of the value of
games as educational tools.

Disease and recall registers. The effective
long term management of chronic
diseases such as diabetes and schizo-
phrenia necessitates practice disease and
recall registers. If we are to provide effec-
tive shared care for AIDS patients such
registers are essential.

District specifc information. There is also
a need for a district specific information
system which is regularly updated and cir-
culated to all relevant high risk groups and
health professionals. It should include
data on consultants, clinics and
counsellors; policies and local support
groups; voluntary agencies and communi-
ty resources; and general practitioners
prepared to provide special services. This
should be jointly developed by represen-
tatives of all interested groups. The pre-
sent lack of such information must lead
to inappropriate use of available
resources, as well as failure to identify
gaps in the services.

Where do we go from here? There is an
urgent need to develop and evaluate the
areas described here. Small pilot studies
should be mounted and would be relative-
ly cheap to undertake. The College is
ideally placed to provide expertise and
support for these small scale research pro-
jects which would have far reaching im-
plications for training and provision of
high quality care.

B. ESSEX
Sydenham Green Health Centre
26 Holmshaw Close
London ,SE2?6 4TG

Effusion following otitis media
Sir,
The study by Wilmot and Cable (April
Journal p.149) yields useful epidemio-
logical information about the relationship
between acute ear infections and chronic
middle ear effusions. It raises the in-
teresting question of whether general
practitioners should re-examine children
after an episode of acute otitis media in
order to detect persistent middle ear
effusion.
The authors report that examination

after 10-14 days is 75% accurate in predic-
ting an effusion at three months; we
would question the practical usefulness of
this information. The importance of
follow up is to detect hearing problems
rather than the presence of an effusion.
No reference is made to the fact that
children with unilateral effusions rarely
have hearing problems bad enough to im-
pair language development.
We believe otoscopy and impedance

testing should take second place to a
history of hearing problems or language
delay. Properly conducted hearing tests
provide the correct basis on which action
may be taken.

N.S. JoNEs
Guy's Hospital
London

J.M. SHAW
Lakeside Health Centre
Thamesmead
London SE2

Survey of patients' satisfaction
with access to general
practitioners
Sir,
Dr Allen and colleagues (April Journal,
p.163) claim their survey shows patient
dissatisfaction with, among other things,
out-of-hours calls, and suggest this may
well reflect 'respondents' higher aspira-
tions compared with earlier studies.12
Many would agree that what was original-
ly established as an emergency only ser-
vice is gradually changing into an exten-
sion of daily consulting, especially among
the young, and Dr Allen's study supports
that view. It would appear that patients
are dissatisfied if they cannot telephone
their doctor directly at any time. If this
trend continues, general practitioners' out-
of-hours work will be much greater by the
time the under 40 year olds are over 60
years olds. The General Medical Services
Committee must bear this in mind when
the out-of-hours contract is renegotiated.
Over half of the patients thought their

length of wait for a doctor long or very
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long, despite two thirds of visits being
made within one hour and 80% within
two hours. However, whether patients are
satisfied or not is meaningless if what they
were waiting for is not studied. Waiting
two hours for an opinion on a nappy rash
is an excellent service, whereas an hour's
delay for chest pain is unacceptable.
Higher expectations among patients will
lead to greater dissatisfaction if services
are not forthcoming, but are their expec-
tations reasonable, and thus are the par-
ticular findings in this paper of great
significance?

PAUL HOBDAY
The Surgery
South Lane
Sutton Valence, Maidstone
Kent ME17 7BD
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Health education in general
practice
Sir,
I was interested to read the article by Dr
Pill and colleagues (February Journal,
p.53) concerning the characteristics of at-
tenders and non-attenders at health
checks in general practice. I have studied
some of these features in a case-finding
programme at a health centre in a district
of Toledo.
A random sample of 545 patients over

seven years of age attending the health
centre during 1987 were screened. Blood
pressure was measured in those aged
35-64 years, obesity and alcohol con-
sumption checked in those aged 15-64
years, smoking levels in those over 15 years
old, drug abuse in those over 25 years old
and dental health in those aged 7-14
years.
One or more problems were detected in

479 patients and they were invited to at-
tend a consultation with a nurse, which
focussed on health education. The follow-
ing characteristics of the patients were
noted: age, sex, profession,1 type of
home, size of family, number of cigaret-
tes smoked per day, alcohol consumption
per day, systolic and diastolic blood
pressure, body mass index and presence
of a chronic illness.2'3
Of the 479 patients 408 (85%) accepted

the invitation and 71 (15%) did not. Those
who rejected the invitation were
significantly younger, were more likely to
be inveterate smokers, smoked a greater
number of cigarettes per day and had
fewer chronic illnesses than those who ac-
cepted (P<0.001). There were no other

differences.
As in Dr Pill's study, patients that at-

tend more frequently, often those suffer-
ing more chronic illness, are more likely
to attend for health education. In my
study smoking seems to be a limiting fac-
tor for acceptance of preventive measures
offered in primary care.

JOSE L. TURABIAN
Centro de Salud. Poligono Industrial
Alberche s/n
45007 Toledo
Spain
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Homoeopathic medicine
Sir,
I have read no comment or discussion on
the article on homoeopathic medicine by
Dr Swayne (March Journal; p.119). Are we
all intellectually and ethically moribund,
or merely lazy?

I believe medical schools should teach
only that which is based on proven science
or prolonged critical clinical appraisal.
Admittedly this is difficult in the wide
field of psychology but must be
attempted.
Any cure-monger, be he qualified physi-

cian, homoeopathist, Christian Scientist,
chiropractor, acupuncturist, mystic or
frank charlatan, will have many satisfied
patients, and achieve many 'cures' without
the use of science. Of course he will also
kill a few people and harm quite a lot.
The trouble is that many intelligent,

observant practitioners of unscientific
methods add much sound normal
medicine to their quackeries. If they are
good people, or even plausible rogues,
many are inevitably attracted to their cult.
An established cult resists rational and
proper attacks with resolution and skill.
It takes a long time to debunk it and it
may arise again, like the phoenix from
well-deserved ashes.
We should always know whether scien-

tia or caritas is applicable to our
therapeutic efforts. For example, should
caritas apply to chiropractic and acupunc-
ture when they lack scientific basis?

E.B. GROGONO
Sol Backen
Warren Hill
Leiston Road
Aldeburgh
Suffo:lk 1IP15. 5QA^

Allergy controversy
Sir,
The media have accused the medical pro-
fession of being allergic to allergy, pro-
bably because of the lack of research in-
to the mechanisms and presentations of
allergy. There has been a great deal of con-
jecture about the incidence of allergy, the
cause of allergy and the many bizarre
symptoms and syndromes which are
claimed to be of allergic origin.

It would be possible to demonstrate the
incidence of allergy in the general popula-
tion by conducting a survey to discover in
what proportion of married couples both
partners have an allergic diathesis. Mar-
ried couples are randomly selected pairs
and the incidence of allergy in such a
series would enable a statistician to
calculate the incidence of allergy in the
population as a whole. For the survey to
be meaningful it may be necessary to in-
clude as yet unproven manifestations of
allergy. For example, is migraine a mask-
ed allergy to food?
The concept of a masked allergy as a

valid mechanism of illness is thought by
many to be unproven, so disagreements
on the presentations of allergy can in-
fluence judgement on the incidence of
allergy. On the other hand some doctors
have suggested that allergy is now such a
common cause of illness that all patients
seen at hospital should be screened for
masked allergy as an initial step in modem
diagnosis. The College could give a lead
in this field where clinical research is likely
to anticipate laboratory validation by
many years.

There is great need for research to
clarify these controversial issues, cure the
media of their inappropriate curiosity and
offer a better approach to allergy for the
benefit of our patients.

E.C. HAMLYN
Rutt House
Ivybridge
Devon PL21 ODQ

Mystery symptom
Sir,
I would like to seek the advice of your
readership over a symptom that has af-
fected a number of patients, including
myself. This is a sharp stabbing pain, not
severe, centred over the spleen. It is not
pleuritic, does not vary with respiration
or posture and is not related to chest
infections.

It comes in short episodes of seconds
or minutes and only lasts a couple of days.
It follows fairly severe viral illnesses such
as influlenza. I suspect t.hat it is due to in)-
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