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supporting evidence was provided. In
another study quoted,5 the persistence of
functional independence was attributed to
family involvement in rehabilitation but,
again, no evidence was given.
The authors' common sense and

humane suggestions of how the carers of
stroke patients can be helped deserve to
be resourced and tested, and studying the
complex relationship between stroke pa-
tients, their carers and their problems may
lead to more effective ways of improving
stroke rehabilitation.

J R F GLADMAN
Department of Health Care of the Elderly
University Hospital
Nottingham
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Rating scales for the assessment
of vocational trainees
Sir,
In their letter (December Journal, p.520)
Drs Campbell and Murray use selective
data from both our paper (September
Journal, p.360) and their own question-
naire survey,' to support their establish-
ed approach of not using rating scales in
the assessment of vocational trainees.
They compare our figure of receiving

three rating scale assessments at four,
eight and 12 months with 'more than
800/' for their programme of multiple
choice questionnaires and objective struc-
tured clinical examinations. Theirs is a
composite figure based on an unstated
number of trainees over an unstated
period of time. It appears that only one
assessment will count for this figure. Our
research found 8907 of trainees had had
at least one rating scale assessment, usual-
ly at 12 months. Trainers in our region
have clearly done well and more recent
figures show over 60%/ of trainees have
had all three rating scale assessments car-
ried out.

Their questionnaire presumably refers
to the original 10 criteria Manchester
rating scales which have long been con-
sidered inadequate for general practice,2
and most of their respondents would not

have been familiar with the 23 scales of
our condensed version. From the data
presented in their paper it is unclear
whether the trainees saw their rating scale
assessments, it is therefore difficult to see
how they can make their statement on
how trainees rated their usefulness. How
many respondents clearly understood that
the scales are for bringing together the
results of other assessments in a
systematic way?
To make comparisons between doctors,

we used a mean rating of the 23 scales in
order to simplify the presentation of
changes with time and ranges of scores.
When used for assessing minimum stan-
dards of competence, a comparison with
the average general practitioner is the most
valid measure we have. It is at this lower
end of the scales where we need to
calibrate the scorings of different trainers
and promote consistency, and we would
not deny that this is a difficult task. For-
tunately when the scales are used for for-
mative assessment this is not such a press-
ing problem, as it is the difference in the
trainee's ratings on different scales which
is important, not comparison with the
average general practitioner.
We support the approach in the west of

Scotland of using a package of assessment
tools. If the trainer is to remain the prin-
cipal assessor, then he must have a
systematic way of looking at the various
methods, and in the south west we do this
using rating scales. The one-to-one rela-
tionship for a whole year in general prac-
tice vocational training obviously makes
it most sensible for the trainer to cer-
tificate competence and identify strengths
and weaknesses.

F DIFFORD
R C W HUGHES

Medical Postgraduate Department
University of Bristol
Canynge Hall
Whiteladies Road
Bristol BS8 2PR
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Preventive care of elderly
people
Sir,
I read with interest the letter from Dr
Freer (letters, December Journal, p.519)
commenting on my editorial (September
Journal, p.354) on training for preventive
care of elderly people.

In the course of the editorial I quoted
four papers in support of my contention
that preventive care of older people leads
to reduced institutional care There are, of
course, many other papers on this subject,
but owing to lack of space, I mentioned
only the best known. Dr Freer gave his
criticisms of the four papers referenced.
The first was in Norwegian,' but I have
sent him a summary of the results in
English. The second paper, by Hendriksen
and colleagues,2 although acknowledged
as having clear-cut results, was criticized
as it 'was conducted in Denmark and re-
quired three-monthly assessments over a
period of three years. Freer regards the
results of the paper by Rubenstein and
colleagues3 as unequivocal but they were
seen as irrelevant to general practice in the
United Kingdom. He does not say why.
A major point in his argument seems

to be that, while he accepts that hospital
doctors, using intensive preventive care,
can reduce time spent in hospitals and
nursing homes, he is not convinced that
general practitioners can do the same.
However, a study in Bicester by Moore
and myself showed that they could4 and
later evidence seems to confirm these fin-
dings even with non-professional
volunteers.5 Given appropriate training
general practitioners can work as effec-
tively as hospital doctors, and I have the
advantage of 12 years' experience of run-
ning a clinic for elderly people in my
practice.

It is a pity that Charles Freer, a well
respected figure in this field, remains un-
convinced that the value of more inten-
sive preventive care of elderly people in
general practice is well established. I
would advise him and any other sceptics
to read the chapter by Rubenstein, the
foremost expert in this field in Improving
the health of older people a world view6
The author, reviewing the effectiveness of
geriatric assessments, gives eight pages of
references.
The Medical Research Council plans to

mount an evaluation of different methods
of preventive care of elderly people in 100
practices in the UK by means of a ran-
domized controlled trial and the results
may finally settle this debate. Charles
Freer and I do share common ground in
the conviction that the government's new
measures for community care of elderly
people are unlikely to be particularly fruit-
ful in their present form.

Finally, Dr Watson's criticism of my
editorial (letters, December Journal,
p.519) is valid and a reference for the Bar-
thel index is now provided.7 It does not
surprise me that neither he nor any of his
general practice colleagues had heard of
this instrument, as this confirms the ex-
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perience of examiners for the Diploma in
Geriatric Medicine. However, it is surpris-
ing that geriatricians did not know of its
existence, for though it is not in universal
use it is almost certainly the best known
means available of measuring disability.
The Barthel index is a scoring instrument
most helpful for people with severe
disability. Any doctor with a particular in-
terest in disabled or elderly people is likely
to find it useful.

A TULLOCH
36 Church Lane
Wendlebury
Bicester
Oxfordshire OX6 8PN
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Sir,
Dr Tulloch argues in his editorial that we
must be better trained in preventive care
of elderly people (September Journal,
p.354). He assumes that many problems
are preventable, that there are resources to
deal with what is detected, and that there
is time to deal with both the workload of
current disease and to provide preventive
care. However, the current lack of ortho-
paedic, ophthalmic and cardiac care for
elderly people is a major problem. My
elderly patients routinely spend several
months on 180 mg or more of codeine
phosphate daily before they can have joint
surgery.

In my area, screening for patients over
75 years of age was welcomed by the com-
munity nursing service. They drew up a
protocol in conjunction with the local
geriatrician, which more than satisfied the
new contract regulations. Assisted by
general practitioners and practice nurses
they screened all elderly patients but in my
practice very few new problems were

discovered. We general practitioners did
not (pre-new contract) and do not now
engage in screening; we rely on an infor-
mal network of home helps and other
carers to tell us of problems.
Examples of problems among elderly

patients over the last two months include
a woman with arteriopathy who refuses
treatment; an obese depressive patient
with an inflammatory arthropathy -
recently admitted to a rheumatology unit;
and an independent bachelor who refus-
ed to leave his house, where he was not
coping, until he developed double
incontinence.

All three cases and many others need-
ed a lot of time and effort and none of
them could be described as preventable in
any realistic sense. All of these patients
had been comprehensively screened within
the last year and none of their problems
had been uncovered.

I suggest that the situation is much
more complicated than Dr lTlloch sug-
gests; the ultimate determinant of care for
elderly people is the value placed on elder-
ly people by their community. In my area
elderly patients are well looked after
because they are valued and respected in
the community; things can be different
and no amount of preventive care will
compensate an elderly person for the
knowledge that they are in the way.

DECLAN Fox

Little Pubble
2A Bunderg Road
Newtownstewart
County Tyrone BT78 4NQ

Confiding relationships in
elderly people
Sir,
The paper by Dr Iliffe and colleagues
(November Journal, p.459) is depressing
in its conclusion that confiding relation-
ships in elderly people are not worth en-
quiring about routinely because they do
not appear to confer protection against
depression. This would appear to justify
current practice. It has been my experience
over many years of preparing summaries
from patients' notes that the vast majori-
ty of notes contain little information on
family structure. The call for the family
gram' seems to have fallen on deaf ears.
Yet most psychiatrists, and all psycho-
analysts, realize that you cannot know
anybody well without having an intimate
knowledge of their childhood and their
relationships. How can we, as general
practitioners, arrive at the opposite con-
clusion about taking a history, and the
importance of our database?

I feel that Dr Iliffe and colleagues' con-

clusion needs more consideration.
Perhaps the methodology of such research
should be re-examined. Were the stan-
dards of judging depression which were
used accurate? Was the questioning of pa-
tients aged 75 years and over by 'trained
non-medical field workers' adequate? And
what of the definition of confiding rela-
tionships? The question asked by Iliffe
and colleagues contained four scenarios,
and two different criteria by which to
judge who to turn to - who would you
talk to about private matters, who when
you are in a crisis, who when you are wor-
ried, who when you are stressed, who can
you count on and who are you at ease
with? I might go to the bank manager in
a crisis, to the doctor when worried, not
be able to talk to anyone about private
matters, go to the public house when
stressed, know that I can rely on my
neighbour to feed the cat if I am away but
only feel at ease with my long deceased
mother. The permutations may be endless.
Human relationships are complex but

deeply interesting and exploration of them
has given me an understanding of why a
patient is ill on many occasions. The con-
clusion reached by Iliffe and colleagues
is simplistic and unconvincing.

TONY WALSH

Walnut Tree Health Centre
24 Dunchurch Dale
Walnut Tree
Milton Keynes MK7 7BS
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Opportunistic screening
Sir,
Dr Baker's letter (September Journal
p.390) about the need for an agreed ter-
minology for 'opportunistic screening' is
a useful addition to the debate. To clarify
matters, in our paper' we were attemp-
ting to address the factors which may
influence the coverage achieved through
general practitioners opportunistically of-
fering invitations to individual patients to
attend a well person consultation organiz-
ed on an appointment basis. Thus, the key
point of our paper is that the method of
organizing screening programmes has an
important effect on their effectiveness.

This point seems to have been missed
by Baker who concludes 'Not only is
screening possible on an opportunistic, in-
dividual basis, but in fact, with properly
developed software, it is possible to
"screen" the whole of the practice popula-
tion in quite a short space of time if the
software is organized so that the whole
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