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duced as individual tests in the universal
form used now.
The number of new diabetics detected,

the ramifications of the glucose tolerance
test results and their significance, and the
number of diabetics who emerged from
those who initially tested negative, have
all been extensively reported in the publi-
cations of the Working Party.
The data from these studies, particularly

those from the reviews over the following
10 years, contributed to the national
debates on an agreed set of criteria for
glucose intolerance.7
The study highlighted the importance if a

multi-disciplinary approach. Although initi-
ated and coordinated by a working party of
the Birmingham Research Unit of the
College of General Practitioners, it would
not have been possible without the equal
involvement of local consultants and labo-
ratory-based colleagues, the GPs from the
practices involved, local nurses and health
visitors, and the pharmaceutical industry.

It is ironic that our main finding at that
time2'8'9'10 was the inefficiency of mass
screening of urine for presence of glucose
as a method for uncovering previously
undiagnosed diabetes. The best approach,
as now, was one based on constant aware-
ness by the GP of the possibility of diabetic
risk, where age, being overweight, family
history, and the presence of cardinal
symptoms, physical signs, and other com-
monly associated pathology might indi-
cate an increased likelihood.

Studies of the family history of dia-
betes," diabetes as a community health
problem,'2 and disease concurrence in dia-
betes'3 were also carried out. The diabetic
syndrome'4"15 and the use of disease regis-
ters'6 were evaluated.

Bullimore and Keyworth would have
done well to take note of this earlier work
on the subject of screening for diabetes by
urinanalysis. The passing years have not
lessened the value of one of the earliest
pieces of cooperative research by a
College working party consisting of GPs,
diabetologists, and statisticians.
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Sir,
By recording the extent of negative atti-
tudes to the diagnosis of type 2 diabetes
in a screening programme, Bullimore and
Keyworth (June Journal) have made a
valuable contribution to a very limited lit-
erature.' However, they also present but
do not comment on the significance of
data that suggest they may have encoun-
tered a much more serious type of resis-
tance to accepting the diagnosis of dia-
betes. This needs to be addressed if calls
for wider screening are to be implement-
ed2 in view of the uncertainty about the
long-term impact of screening, both on
those who test positive and are subse-
quently followed up, and also on those
who are told they are not at risk.3

Fifteen of the 32 individuals who origi-
nally recorded their urine test as positive
subsequently said that they had made a
mistake and that their test had been nega-
tive. Although it is possible that this was
the result of a mistake in completing the

return slips, the change in response may
also represent a form of denial of being at
risk of diabetes, which could obstruct
necessary immediate follow-up and sub-
sequent attempts to carry out further
screening or encourage lifestyle modifica-
tion.

Perhaps explanations for the positive
test other than the onset of diabetes had
become more convincing to the subjects
before they were followed up, leading
them to doubt the validity of their self-
administered screening tests. For exam-
ple, students offered tests for a fictitious
risk factor subsequently rated the test as
being less accurate if they were diagnosed
as being at risk rather than testing nega-
tive. The tendency to denigrate the test
accuracy was even more marked when
told that they alone had tested positive
out of the group.4 The explanation offered
for these findings was that more thought
is given to undesirable than desirable
facts. In other words, if it is good news,
then relatively little further attention is
offered. If it is bad news, then a complex
set of thoughts is triggered in which alter-
native (and perhaps more acceptable)
explanations might be uncovered.

Reluctance to acknowledge a diagnosis
of diabetes is only one of a number of
social and psychological issues that need
to be addressed through further research
alongside current work to establish
whether screening for type 2 diabetes is
likely to be effective.
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Sir,
In their study on postal screening for dia-
betes (June Journal), Dr Bullimore et al
express surprise at finding that some
patients 'showed surprisingly negative
attitudes to the diagnosis of an illness, and
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in some cases a lot of persuasion was nec-
essary to get the patient to agree to follow-
up and treatment.'

Diabetes is a lifelong illness with a sig-
nificant morbidity and mortality. Most
patients will have preconceived ideas
about such a diagnosis, and to lay the
responsibility of screening for this on
them by means of a postal test is an unjus-
tified abrogation of responsibility.
As in any screening, be it cervical

smears, blood pressure, or mammography,
most patients' expectation is that the test
will be normal. Unlike those symptomatic
patients who attend our surgeries, they
have not considered the possibility of
some pathology being found. If then, the
patient gets a positive home dipstick
result, are they not likely to be upset, fear-
ful, and anxious? While it is easy to say
that these fears are unfounded or allayed
by offering a contact number, perhaps
those patients who were reluctant to
cooperate in this study were struggling
with their new found 'pathology'.

Although the authors have outlined a
cheap screening method, I am not satisfied
that the pitfalls and potential harm justify
the saving, nor indeed is it clear to me
that, although the majority of patients
found it acceptable (i.e. those reassured by
a negative test), this applied to those for
whom the result was positive.

There is no substitute for a face-to-face
discussion on the implications and signifi-
cance of a test (however simple to per-
form) that could have such profound and
lifelong consequences.
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Death and the general practitioner

Sir,
I note the comments made by Jeremy
Brown in the International digest section
(June Journal)l about the expectations of
the family practitioner by relatives of
deceased patients.2

I recently had the good fortune to visit
the department that produced this paper,
which is a residency programme in central
Ohio run by an experienced group of fam-
ily practitioners. The authors were princi-
pally .residents at the department and the

director of the Department of Family
Practice. Jeremy Brown makes some per-
tinent comments about the differences
between American and British general
practice on this particular issue.

While I was present at the residency pro-
gramme, we discussed the role of the GP
dealing with death and the dying patient
and home visits. All of the American fami-
ly physicians I spoke to were astonished
that British GPs tend to visit the bereaved
relative as a routine courtesy. This was
only one of a number of variations between
the way we practice in the UK and the way
our colleagues practise in the USA.

I would agree that the questions in the
paper were devised by the authors and
reflected their expectations; the results,
pleasingly for the authors, confirmed these
expectations. Looking at any one area of
US family practice and comparing with
British general practice, the gulf is massive;
this paper is only one of many that highlight
the differences in clinical behaviour, atti-
tudes, and relationship with the patients.
This came as a great surprise to me and
emphasized the unique doctor-patient rela-
tionships that exist in the UK.

I would disagree somewhat with Jeremy
Brown's assumption that all American
doctors are extraordinarily reluctant to
visit patients' homes, although I did note
the increasing pressure to visit only with
the approval of the HMO (Health
Maintenance Organzation), which is the
Insurance Company that approves the need
for a visit in the first place.

I suspect there are a great many things
that can be learned from the experiences
of doctors visiting America and vice versa
that would enhance the quality and con-
tent of general practice, but it is particular-
ly exciting to be given the opportunity to
see this at first hand and be able to com-
ment on these issues.
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Sir,
There has been a recent flurry of literature
that appears to convey a message that the
primary health care team is no longer per-
ceived as being sufficiently competent to

undertake the care of the dying." 2'3 This
message was first delivered in this context
in 1984 by Smith, then deputy editor of
the British Medical Journal, when he stat-
ed that 'the era of well-intentioned ama-
teurism is to be succeeded by hard-headed
professionalism.'4
An extended role for specialist pallia-

tive care has been proposed again this
year,' and it certainly has its place.
However, no mention is made of the role
already undertaken by the primary health
care team and the extent to which pallia-
tive care is successfully implemented with
cancer patients in the community.
Furthermore, an increased need for spe-
cialist palliative care of non-cancer
patients has also been postulated.' This is
despite that fact that a large number of
patients with non-cancer diagnoses are
already given palliative care within the
community by doctors with whom they
have built therapeutic relationships over
many years.

Is there evidence of a deficiency in the
quality of care currently received in the
community by both cancer and non-cancer
patients that would warrant specialist
referral? This needs to be verified before
such proposals concerning the transfer of
care are made, which may lead to a poten-
tial disintegration of the continuity of care
provided by the primary health care team
and its highly personalized approach in
favour of the specialist.

Care of the dying is central to the work
of the primary health care team. There is a
role for the specialist, but it is the primary
care generalist or 'gatekeeper' who should
decide when this is appropriate.
Furthermore, dying is a natural process,
and the involvement of a specialist, who
may be viewed as a symptomatologist, has
the potential to further medicalize the situ-
ation.5

It is just over a decade since a palliative
care specialist poignantly reiterated in this
journal the role of the generalist in this
important facet of primary care when he
stated, 'Perhaps we should remind our-
selves that it is better to help a colleague
with a difficult case than to tell him he is
wrong and that he should make way for
the expert.'6
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