
Letters

felt that visualization of the tympanic
membrane was important for diagnosing
otitis externa.

This survey demonstrates that although
there is widespread knowledge that aural
toilet, antibiotics and steroid ear drops are
appropriate treatment for otitis externa,
there are a number of general practitioners
who appear to have difficulty in making
this diagnosis. The pattern of our clinic
referrals leads us to believe that this is
because aural toilet is not being performed
by general practitioners and thus the
diagnosis cannot be made. Is this because
the facilities in general practice are inade-
quate or should ear, nose and throat
departments be doing more to teach the
technique of aural toilet? Is it a suitable
procedure for general practice?

In addition, eight respondents would
treat patients with otitis externa with anti-
biotics alone. Antibiotics and steroid ear
drops are appropriate treatment for both
otitis externa and chronic otitis media.'
We would suggest that if the diagnosis is
in doubt a short course of ear drops
should be prescribed to accompany the
antibiotics; this has few, if any, risks and
much potential gain.

A W MCCOMBE
J H ROGERS

Department of Otolaryngology
University of Liverpool
Box 147
Liverpool L69 3BX
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Trainees' knowledge of AIDS
and HIV
Sir,
I read with interest, and concern, about
general practitioner trainees' lack of
knowledge about the acquired immune
deficiency syndrome (AIDS) and the
human immunodeficiency virus (HIV)
(October Journal, p.401). I agree that there
should be improved teaching about HIV
infection for trainees: they should be
aware of the problem, not only for their
patients but also for their self-protection.
The problem of managing needlestick

injuries in general practice is discussed in
a letter from Lockie and colleagues in the
same issue (October Journal, p.431). The
suggestions in this letter are a succinct
summary of the recommendations in the
official guidelines.12 I would add that the
general practitioner could also contact the
local National Health Service occupa-
tional health department, as NHS occupa-

tional physicians are involved with
needlestick injuries and occupationally ac-
quired HIV infection. They should be able
to give the best current advice, or know
the 'local expert. There has been a sug-
gestion that zidovudine should be given
within an hour of exposure to HIV in-
fected blood as prophylaxis,3 but there
has been debate about this approach.45

There is likely to be a local or regional
policy agreed between NHS occupational
physicians, virologists and consultants in
communicable diseases: it would be ad-
visable for the general practitioner manag-
ing the needlestick injuries to be aware of
this policy.

JACQUES TAMIN
Occupational Health Department
Ashworth Hospital
15/16 Parkbourn
Maghull
Liverpool L31 lHW
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Vocational training
Sir,
The paper by Dr Styles on the training ex-
perience of doctors certificated for general
practice in 1985-90 (December Journal,
p.488), raises doubts about the relevance
of vocational training. At a time when the
thrust of government policy is to care for
mentally ill patients and elderly patients
with long term illnesses at home rather
than in hospital, it is surprising that less
than half of trained doctors submitted any
post-registration experience in care of the
elderly or in psychiatry in 1990 (41.7%
and 40.7% respectively). It is not clear
whether in the general practice trainee
year any remedial tuition is provided to
cover these deficiencies.
We should not perhaps be surprised,

therefore, that the government found it
necessary to impose a new contract on
general practitioners in which elements of
care of the elderly are spelt out.' Social
services departments rely on general prac-
titioners to assess the social, physical and
mental well being of patients.2 However,
there may be doubt whether many recently
trained general practitioners can fulfil that
function efficiently. It appears that much
vocational training may not be relevant to

the needs of growing sections of the
population.

JOHN D SINSON
7 Broomhill Crescent
Leeds 17
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Confiding relationships in
elderly people
Sir,
We were interested to read Dr Walsh's let-
ter (February Journal, p.80), but feel that
he has missed the point of our paper
(November Journal, p.459). General prac-
titioners assessing the whole population
of elderly people need to know if lack of
confiding relationships is a strong
predisposing factor for depression, as it
appears to be in younger people. Our
study, carried out by two nurses and one
trained lay interviewer, replicates the
screening approach that some primary
care teams are now applying to the assess-
ment of elderly people. The questions ask-
ed were not as comprehensive as those
that might be asked in full psychiatric or
psychotherapeutic assessment, but that is
the nature of screening. The questions on
depression were derived from the com-
prehensive assessment and referral evalua-
tion (CARE) interview schedule, which
has been well validated against diagnoses
made by experienced psychiatrists,' and
probably represents a more thorough
assessment than most general practi-
tioners achieve in routine history taking.

Screening and casework should not be
confused. Our study did not imply that
lack of confiding relationships should not
be enquired about during individual con-
sultations, nor that it was not implicated
in the causation of depression in some
cases. Our results suggest, however, that
enquiring about confiding relationships
does not merit inclusion as a routine ques-
tion when screening elderly people. The
value of psychotherapeutic approaches in
some older people with psychological
problems is well documented2 but we
should avoid generalizing from this
experience to whole populations.

STEVE ILIFFE
ANDREW HAINES

Department of Primary Health Care
University College and Middlesex School

of Medicine
Whittington Hospital
London N19 5NF
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Travelling for earlier surgical
treatment
Sir,
In their uncontrolled observational study
(December Journal, p.508) Stewart and
Donaldson found that patients were keen
to travel outside their local health district
for earlier straightforward surgical opera-
tions. The patients were asked for their
views on their return home after surgical
treatment. Postoperative complications
may occur after discharge from hospital
and the study did not take into account
the problem of travel to the surgical
department when complications arise or
for routine follow up. Subsequent refer-
ral to the local hospital would lead to dif-
ficulties as there may be a lack of detail-
ed information regarding the patient's
operative treatment.

Perhaps a more realistic long-term
assessment would reveal that patients do
not hold such a favourable view of travel-
ling outside their local health district for
earlier elective operations. While any in-
itiative to reduce waiting list time is to be
encouraged, the proferred solution has
limitations and alternatives should be
explored.

SARAH NORMAN
66 Bradford Street
Handbridge, Chester CH4 7DG

Efficient care in general
practice
Sir,
Having read Dr Hull's critical review of
my book Efficient care in generalpractice
(book reviews, February Journal, p.86) I
can only conclude that he is now remote
from the hurly burly of day-to-day and
night-to-night frontline urban and subur-
ban general practice which is the continu-
ing task of the great majority of his
general practitioner colleagues.
The book is written for these general

practitioners as a guide to coping with the
great pressures under which they find
themselves. By implementing its ideas, I
hope their working lives will be more
ordered and effective, and that they will

be the more able to enjoy the warmth of
the doctor-patient relationship which Dr
Hull feels is disappearing from British
general practice. For him to base this
assumption, however, on the results of
observations of single-handed Dutch
general practitioners working in simple
premises and without ancillary help seems
to lack the statistical rigour that one
would expect from academic general prac-
tice. If British general practitioners were
to return to that style of care it would un-
do the great strides forward that group
practice and primary health care teams
have achieved in the United Kingdom
during the last 30 years.

Finally, Dr Hull criticizes my looking
at efficiency in general practice from the
patient's point of view. Viewing matters
from the client's standpoint is now fun-
damental to the provision of many ser-
vices in the UK today and is a laudatory
step forward in general practice.

GEOFFREY N MARSH
Norton Medical Centre
Harland House, Norton
Stockton-on-Tees TS20 IAN

Private health care in the USA
Sir,
The American Medical Association main-
tains that the United States of America
has the best health care system in the
world. They clearly have the most expen-
sive health care system, but is it the best?

Technologically it is of a very high stan-
dard, yet the life expectancy for American
men is rated only 15th in the world and
for American women only eighth. Infant
mortality rates are rated 20th in the world,
and 25 countries have better cardio-
vascular health. A total of 11.5% of the
gross national product is spent on health
care yet the people are not as healthy as
the Japanese, the Canadians, or the Euro-
peans.' In the USA large amounts of
money are spent in the private health care
system to provide advanced sophisticated
health care while the need for immuniza-
tion programmes, primary health care
provision and preventive medicine is
ignored.

Thirty one million people are not
covered by health insurance and cannot
afford to be, and 210/o of children under
the age of 15 years have no health in-
surance. Insurance pays for transplants,
but not for immunizing all children or
providing prenatal care to pregnant
women (600 000 women give birth each
year with inadequate prenatal care).'
Similarly, 26% of women of reproductive
age are not covered by maternity

benefits.' This is in contrast to the high
standard of care given by health visitors
and community midwives in the United
Kingdom who will visit mothers to make
sure they are recovering well and the baby
is thriving.
A lot of the American health care

budget is spent on the legal system and
bureaucracy.2 The fear of litigation
means that doctors are advised to leave
no alternative treatment unexplored, no
matter how cost inefficient or how irrele-
vant it may be to the patient's prognosis
and this fear appears to guide medical
decisions, rather than doctors' medical
training.3 Doctors choose whatever is
deemed beneficial to cover all legal
possibilities because of the confusing
system.4 On 3 December 1990 the US
news and world report stated that in 1990,
as much as $200 million may have been
spent on unnecessary treatment and
50 000 patients may have died from pro-
cedures they did not need.'
Modern medicine is dependent on the

thorough training of health care providers
in judgement skills and in the understan-
ding of disease mechanisms. This will
allow them to make the most appropriate
treatment decisions for their patients and
to provide the support that patients need.

I hope that the National Health Service
learns from the mistakes of the American
system before it is too late.

A EL GAMEL
Yale University School of Medicine
121 FMB, 333 Cedar Street
PO Box 3333, New Haven
Connecticut 06510-8062
United States of America
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Intrauterine contraceptive
device and embryo sharing a
bicornuate uterus: corrgendum
In the letter by Dr Furst and colleagues
(March Journal, p.129) the final sentence
should have read '...we suggest that doc-
tors who insert intrauterine contraceptive
devices retain the use of the uterine sound
for excluding a diagnosis of bicornuate
uterus and other uterine abnormalities..'
rather than 'the uterine ultrasound.
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