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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.

CLARE CAMPBELL
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Holmes Rd, Broxbum
West Lothian EH53 OAY
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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.

PAUL DOWNEY
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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

RODGER CHARLTON
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Low back pain services

Sir,
A striking aspect of the brief report by M R
Underwood et al (June Journal) is the
astonishingly high response rate. Certainly,
the results reveal a decidedly unsatisfactory
state of affairs from the patients' points of
view; weeks of inaction are just not to be
condoned, yet what I find difficult to
understand is the logic of the suggestion in
the penultimate paragraph: 'Any campaign
to improve services for low back pain
should therefore target service provision in
hospitals.' Not only is this contrary to the
Clinical Standards Advisory Group
(CSAG) guidelines,' but it is also
inevitably a recipe for increasing the
already wholly unacceptable waiting times.
Where I disagree with the recommenda-

tions made by the CSAG is in the appar-
ently acceptable delay before treatment of
simple back pain is initiated. Surely the
ideal answer must be to offer potentially
useful therapy on initial presentation of
the problem, or at least within a very few
days of this. This may be readily achieved
in primary care; first the GP makes the
local examination mandatory for proper
assessment, then, in the majority of cases,
he either proceeds himself with his chosen
therapy on the spot (incidentally saving
himself some expense), or he refers the
patient for treatment by physiotherapist,
osteopath, or chiropractor - preferably
'in-house'.
Local examination of the back (in addi-

tion to what is commonly regarded as
orthodox) is fundamental to dealing ade-
quately with these problems. It need take
no more than four minutes. Vertebral
manipulation (a commonly effective ther-
apeutic option) may be performed in one
minute without resorting to dubious
hypotheses.2 For the doctor with appropri-
ate skills, the latter takes no more time
than arranging referral, either within pri-
mary care or adding to outpatient over-
load. His reward is twofold: a frequently

rapid return to normal life for the patient,
and a sharp decline in his total consulta-
tions for low back pain. It does not add to
his workload and it may save him and the
tax-payer money.
With intensive use of the appropriate

manual,3 the necessary skills to implement
this may be learned in three concentrated
practical sessions. This is now offered as
an integral part of orthodox rheumatologi-
cal postgraduate training and is available
to all interested GPs. Apart from the sub-
stantial benefit accruing to a large propor-
tion of patients, the attainment of such
skills further results in a reduction in out-
patient demand, and also of the unaccept-
able waiting lists that are common today.

JOHN K PATERSON
Lilot
Les Fitayes
13640 La Roque D'Antheron
France
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Patients' voices at the AUDGP

Sir,
This year's Annual Scientific Meeting of
the Association of Departments of
General Practice (AUDGP), attended by
over 400 participants, was hosted with
efficiency and style by the departments of
general practice in Ireland. As a novice to
the occasion, I valued the opportunity to
see and hear well-known but previously
unmet academics, to meet other
researchers whose work is of particular
interest to me, and to enjoy the company
of friends in the heart-warming city of
Dublin. The choice of six parallel sessions
of high-quality papers on a wide variety of
topics, where research methodology was
always under scrutiny, was very stimulat-
ing, and it led to new insights and lessons
as well as some new research evidence to
be applied in my own practice. However,
another participant's question, during a
session on narrative research, raised a
doubt in my mind. The question was,
'Where are the patients' voices in all
this?'

Peoples' voices only get heard through
qualitative research. The conference had
opened with a stunning presentation of
qualitative research into homeless people,

and I felt that qualitative papers were
quite prominent at the conference. On the
other hand, much of this work allowed our
voices to be heard, rather than the
patients'. As I sat in the airport departure
lounge I scrutinized the papers. Of a total
of 96 freestanding papers (excluding
workshops, posters, and the debate), 24
were on qualitative research likely to
allow voices to be heard; i.e. they provided
qualitative analysis of transcripts of inter-
views, focus groups, consultations, or
observation. However, only 13 of these
included the patients' views, rather than
the health care workers' or students'.
Everyday practice gives rise to so many
fascinating research questions; how
should we decide which ones to pursue?
And, as the health care workers closest to
the patient - their main providers, their
advocates, and their long-term healers
is an allocation of 13% enough?

CHARLOTrE PATERSON

Warwick House Medical Centre
Holway Green
Upper Holway Road
Taunton, Somerset
TAI 2YJ

Correction: In the September issue of
Connection (page VIII), Dr Edward Hamlyn's
telephone number was misprinted. It should
have read: 01752 892792.
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