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Continuing education: the Tanzania experience

XITrE take for granted the resources we have in the United
Kingdom for continuing medical education. This article

reminds us of how difficult it is to provide continuing medical edu-
cation for generalist doctors in rural areas in developing countries.
The report is from Tanzania, where the annual national health bud-
get is probably around US $4 per head for the 9.5 million people.

Forty one out of a total of 150 medical officers and assistant
medical officers in the northern zone (population three million in
four regions) were enrolled in a continuing medical education pro-
gramme. A coordinator was appointed for each region, and tutors
were appointed to travel around to visit doctors and to act as tech-
nical advisers and as counsellors for students. Every effort was
made to avoid taking the participants away from their district hos-
pitals, but day-long workshops were held in each region for a pre-
study test and for a briefing at the beginning of the course. The
participants were allowed to choose three distance learning mod-
ules from a series prepared by the Wellcome Tropical Institute.
These were on clinical problems known to be common in the area,
and on epidemiology and preventive care.

Evaluation at the end of 18 months showed that many of the
doctors had difficulty fitting in even this limited amount of educa-
tion owing to their heavy day-to-day responsibilities, for example
coping with cholera epidemics. Personal visits from tutors were
valued most, but one region was inaccessible for six months
because of heavy rains.
More distance learning modules, closely based on learners'

existing competence and knowledge, were seen to be needed. One
wonders if there are doctors in the UK, but with experience of
Tanzania, who might see this as a challenge.

C ANDREW PEARSON
Retired general practitioner (overseas)

Bury St Edmunds

Source: Noeki SS, Towle A, Engel CE, Parry EHO. Doctors' continuing
education in Tanzania: distance learning. World Health Forum 1995; 16:
59-65.
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Attending health examinations: a lesson from
Denmark
U PTAKE of health examinations that identify and provide

counselling about coronary heart disease is no higher in
Denmark than in the United Kingdom. Sixty five general practi-
tioners from two areas of the province of Aarhus, Denmark sent
about 30 men aged between 40 and 49 years a postal invitation to
attend a health examination. In one area the examination was free
and in the other it cost £20. Attendance rates were 66% and 37%,
respectively. Almost all of the attenders (96%) thought that they
could do much to prevent coronary heart disease. About half
(46%) expressed the view that they could 'completely avoid' coron-
ary heart disease if they did what their general practitioner told
them.
The author tried to compare health beliefs among attenders and

non-attenders but only 36% of non-attenders completed a ques-
tionnaire. Although there was little difference in reported health
beliefs between the two respondent groups, the low response rate
from non-attenders means that the comparison has little value.

The main lesson for the UK is that charging a fee for the exam-
ination halved the uptake. Even without a financial disincentive,
those most in need of preventive care are least likely to attend. We
already have charges for ophthalmic and dental preventive care. If
we are to avoid further inequalities in health, this paper reminds us
that we should strongly resist any move to introduce charges for
preventive care in general practice.

DAVID MANT
Professor ofprimary care epidemiology,

University ofSouthampton

Source: Christensen B. Characteristics of attenders and non-attenders at
health examinations for ischaemic heart disease in general practice.
Scand JPrim Health Care 1995; 13: 26-31.
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Screening for lead exposure
THIS article clearly illustrates the danger of implementing a

l clinical policy without clear evidence of benefit and, in this
specific instance, of screening for lead exposure without refer-
ence to Wilson and Jungner's criteria against which screening
programmes should be assessed.

There is a clear and robust association between elevated serum
lead levels (and lead levels in teeth) and a reduction in cognitive
functioning. It remains unclear, however, whether this associ-
ation is causal. In addition, the apparent magnitude of the effect
of lead on cognitive functioning appears small and the benefits
from intervention in children with no other evidence of lead
intoxication are limited.

In terms of Wilson and Jungner's criteria, the suggested
American policy for lead screening falls short in the following
areas:

* The condition is an unproven public health problem.
* The screening process is complex, needs to be frequently

repeated, and appears unlikely to be cost effective.
* There is no evidence that the proposed programme is accept-

able either to parents or to children.
The paper introduces the concept of selective screening for

lead intoxication based upon an apparendly unsubstantiated ques-
tionnaire on exposure risk. It does not explain adequately how
this, in practice, is different from the process of selective case
finding, for which a rather better argument exists.

In conclusion, this paper draws our attention to the seductive
appeal of an area of clinical practice in which the public at large
are deeply interested and concerned. It shows how a policy can
be developed that does not bear close scrutiny in terms of avail-
able clinical evidence, and that is unlikely to be cost effective in
the long or short term.

DAVID SOWDEN
Leicesterfaculty, Royal College ofGeneral Practitioners

Source: US Public Health Service. Screening for lead exposure in children.
Am Fam Physician 1995; 51: 139-144.
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Child sexual abuse

THERE is much concern and anxiety among general practi-
tioners about how best to respond when the possibility of child

sexual abuse is raised. Many doctors, understandably, are so afraid
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of making matters worse by upsetting the parents and the child
unnecessarily that they do nothing and pretend that the problem
does not exist.

Child sexual abuse does exist but how widespread is it? Data
from the United States of America quoted in this article suggest
that one third of girls and one in six boys 'may experience at least
one sexually abusive episode' before adulthood. Does this include
seeing a flasher in the park? A poll in the United Kingdom some
years ago suggested that one in 200 respondents had been subject-
ed to penetrative abuse.
Damaging consequences may stem from violation of a child's

trust and innocence, and these are categorized in detail into psychi-
atric, behavioural and sexual problems. A useful table sets out the
factors thought to be associated with a poor outcome. They include
frequent and long-continued abuse, use or threat of force and co-
existing family problems.

Detailed descriptions of possible genital signs, such as the state
and character of the hymen, and advice on forensic investigation are
not relevant to doctors in the UK. General practitioners should not
start on this. The problem should be shared with one's practice part-
ners, practice nurse or health visitor so that knowledge about the
family is pooled. Advice should be sought from resource persons
such as a local paediatrician or forensic physician with a special
knowledge of the subject, via the local child protection procedures.

It should be remembered that most symptoms and signs which
may indicate child sexual abuse, particularly genital and anal com-
plaints, are probably not caused by child sexual abuse at all and we
as doctors must use our considerable medical skills to evaluate the
problem.

This article contains a lot of information, some of which is rele-
vant and useful for general practitioners.

RAINE ROBERTS
Police surgeon, Manchester

Source: Guidry HM. Childhood sexual abuse: role of the family physi-
cian. Am Fam Physician 1995; 51: 407-418.
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Asthma devices: enhancing inhaler technique
M ANAGEMENT of asthma has recently become one of the

more high-profile tasks for the primary health care team in
the United Kingdom and is a major contributor to general practi-
tioner clinical workload. Patient education forms a vital part of
asthma management. Intemationally, approaches to patient educa-
tion vary appreciably. Involvement of practice nurses is now high-
ly developed in the UK, whereas in France physiotherapists are
prominent in this work, and in the Netherlands patient educators
are employed. Around the world, however, consistent messages
seem to emerge about the simplest (but perhaps the most impor-
tant) aspect of patient education about asthma - adequacy of
inhaler technique.

For 20 years or more, studies have shown consistently that a
high proportion of people have inadequate technique when tested.
The proportions vary, but these findings apply to all types of asth-
ma device, all age groups, and all varieties of health professional.
Another consistent finding is that educational programmes, rang-
ing from simple instruction to detailed videotape programmes, lead
to a considerable increase in the numbers with adequate technique.
Finally, these improvements in technique decay over time unless
regular reinforcement is given.

Against this background, there are no surprises in this study
from Canada, which assessed the knowledge and techniques of
family medicine residents in a controlled pre-test and post-test for-
mat. Only around one third of the residents scored satisfactorily in
the pre-test and as usual, more had problems with the metered dose
inhaler than with the other devices. Both intervention and control
groups improved significantly after the test compared with before
the test, indicating perhaps that even the stimulation of thinking
about the subject caused the control group to improve.
The importance of the message is its consistency. It is always

worth checking inhaler technique. The problem is that most gen-
eral practitioners have neither the time nor the inclination to do so,
and as long as the patient's asthma is well controlled we will allow
inhaler technique to go unchecked. An effective, once-daily oral
treatment, free from side effects, that would enable us to dispense
with inhaler devices would be a real boon.

SEAN HILTON
Professor ofgeneral practice, St George's Hospital,

University ofLondon

Source: Kelcher S, Brownoff R. Teaching residents how to use asthma
devices. Can Fam Physician 1994; 40: 2090-2095.
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Annual Symposium

RESEARCH IN GENERAL PRACTICE
Regents College, Regent's Park, London NW1

Thursday 16 November 1995

This year's Symposium seeks to raise the profile of research in
general practice, covering the whole spectrum of research from
simple projects right through to work forming the basis of an MD
thesis. Plenary Speakers include Professor Sir Michael Peckham,
Director of Research & Development at the Department of Health,
and Professor Andrew Haines, Director of Research &
Development, North Thames Regional Health Authority.
Workshop topics include:
* Doing an MD
* Research General Practices
* Qualitative and quantitative research
* How to get published
* How to get help
Whether you are thinking about undertaking research
within general practice, or are an experienced researcher,
this conference will have something for you.

Delegate fee (inclusive of VAT) £60.00 including lunch
and refreshments.
PGEA and Section 63 applied for.

For further details please contact:
RCGP Courses & Conferences Unit, RCGP,

14 Princes Gate, Hyde Park, London SW7 lPU.
Tel: 0171 823 9703 Fax: 0171 225 3047
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