
LETTERS TO THE EDITOR

RECORDING FAMILY AND
SOCIAL HISTORY

Sir,
We were interested to read the findings
of Dr Zander (September Journal, pp.
518-520) in which he describes the lack
of adequate recording of family and
social history in general practice.
We have recently attempted to com-

pare a practitioner's personal know-
ledge of his patients with his docu-
mented notes.

In this single-handed practice of 1,800
patients, the notes of 50 patients seen
consecutively by the trainee general
practitioner were examined for content
of medical, family and social history,
and for occupation.
We found that 36 patients (72 per

cent) had notes of medical history which
were considered relevant; no patients'
notes contained family history; seven
patients' notes (14 per cent) contained
relevant social history; 17 patients (34
per cent) were known to be in employ-
ment (53 per cent of the practice
population is of working age) and in 12
of these (70 per cent) occupation was
documented.
The trainer was then consulted in

order to discover the extent of his
personal knowledge of these patients.
He found little to add to the medical
history. Family medical history was
added in only six cases (12 per cent).
Social history was added to in 15 cases
(30 per cent). The occupations of three
of the five cases outstanding was
known.
From these findings we would cer-

tainly agree with the view that family
and social history recording should be
formalized. However, we would like to
raise several points: first, the extent of
the practitioner's ignorance in a rela-
tively stable, self-contained rural com-
munity was rather less than might be
expected in city practice. Secondly,
remembering that the major purpose of
formal records is to improve care for
patients, we doubted whether detailed
family cards as described by Dr Zander
were necessary for all families. In an
area such as this, where many branches
of one family are in the same practice
and intermarriage between them occurs,
the production of formal family records
would be a formidable task indeed and
one which might not pay dividends in
terms of care for the patient.

Finally, we are aware that not all the
personal knowledge of general prac-
titioners comes directly from their

patients and there are doubtless oc-
casions where doctors have information
which patients would normally with-
hold. Despite the secrecy of medical
records, there might arise a situation
where a locum or an incoming partner
accidentally confronts the patient with a
family secret, which would surely dam-
age the doctor-patient relationship.

D. PEEBLES BROWN
P. J. PEARCE

The Health Centre
Kirkcudbright
Scotland.

PHYSICIANS AND FAMILY
DOCTORS

Sir,
I welcomed Dr Horder's article (July
Journal, p. 391), when he spoke of
general practitioners and consultants
facing a "bottomless pit of human
need", and especially the patient's need
for personal care. "Bottomless pit"
describes exactly how lost we feel when
faced by a patient feeling equally lost
and unable to mobilize his own re-
sources. He may get some help from us
but we know that often his need is not
within our power to fulfil and we may
be left feeling useless, though at least we
can share his dilemma.

Hospital doctors are able to offer
their patients physical resources,
whereas family doctors are better placed
to make the most of their inner re-
sources. We need not give too many
antibiotics, nor deliver all babies in
hospital, nor allow other professionals
to take over too much from families in a
crisis. In other words, we are well
placed through our knowledge of the
patient to assess problems and ap-
portion responsibility.
Dr Horder writes that the hospital

consultant has "two patients, the usual
patient and the general practitioner"
However, the triangular situation is as
real for the general practitioner. The
consultant sees his role as helping the
general practitioner as well as the
patient by finding out why the general
practitioner wants to be relieved of his
patient. But how often does a family
doctor refer a patient for something
specific only to find the consultant
taking some action with which he does
not agree without consultation, leaving
the family doctor also feeling he has

"two patients"? He may even have to
advise his patient on how to use the
consultant resources.

This is especially marked in obstetrics
where, in general-practitioner units, we
and hospital doctors are learning a new
kind of collaboration. There has been a
revolution in obstetric care in the last
two years, led by the public demanding
more freedom for their relationship
with midwives, husbands, and babies.
This collaboration is not easy and
requires that the general practitioner
and hospital specialist meet on an equal
basis, while representing different ob-
stetric roles. It is a highly threatening
situation to both sides, but also a
rewarding one in strengthening family
ties. To learn to cope with shared
responsibility requires family doctors,
midwives, and hospital doctors to meet
regularly, both to discuss cases and
review the contract between them. In
the same way in group practices we need
to counter the "pre-Harveian error"
that meeting regularly is not as essential
as, say, diagnostic facilities.

In psychiatry, too, great changes are
in the air with the reduction of space in
mental hospitals and the need to de-
velop local resources. On Lhe one hand
there is a possibility of patients being
abandoned through the confusion and
despair of those giving them care, and
on the other, the possibility that we
should learn to consult with our consult-
ant colleagues, sharing and apportion-
ing the responsibility.

C. W. L. SMITH

Highgate Group Practice
1 Jacksons Lane
London N6 5SR.

AGE-SEX REGISTERS

Sir,
Thank you for your acknowledgement
(September Journal, p. 515) about our
job creation programme, directed to-
wards the provision of age-sex registers.
I thought you might like to know that
we are providing registers to cover
292,000 patients on the lists of 112
doctors for whom Sheffield is the major
user.
The programme was originally timed

to run from April to October 1977, but
as the time-speed rating we set has not
been achieved, the Committee has re-
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ceived an extension of the project to
March 1978.
We summarize age-sex registers for

each doctor and doctor group on the
basis of the Registrar General's classifi-
cation, in order to identify certain risk
groups. One of the attractions of this
project is that it will provide the socio-
demographic structure of both the area
as a whole and the sub-practice districts.
We should like to acknowledge the

excellent co-operation we have received
from your Birmingham Unit in the bulk
supplies of age-sex register cards. Inci-
dentally, the cost of these cards was
included in the financial provision made
by the Manpower Services Commission.

W. HUNNAM
Administrator

Family Practitioner Services
Area Health Authority (Teaching)
Brincliffe House
Osborne Road
Sheffield SI I 9BD.

PARALDEHYDE

Sir,
It may well be that the modern scientific
general practitioner would not dream of
using paraldehyde, but for those of us
who practise bush medicine it comes in
awfully handy at times. Take, for
instance, the occasion when a huge
Nigerian, naked but for a beautiful
native rug, ran amok in an ancient
Oxford college. A stout glass syringe, a
needle the size of a spear, and paral-
dehyde delivered from behind made the
difference between chaos and orderly
peace, for patient and public.

Paraldehyde is self-sterilizing and
can, unlike diazepam, safely be given
through the clothing.

BENT JUEL-JENSEN
Medical Officer to the University

University of Oxford
Radcliffe Infirmary
Oxford OX2 6HE.

DEEP VENOUS THROMBOSIS

Sir,
Dr Patricia Santer's letter (July Journal,
p.440) reporting a case of deep venous
thrombosis occurring after prolonged
travel prompts me to report yet another
similar case.
My patient was an otherwise healthy

57-year-old man who was a senior sales
administrator in Post Office Telecom-
munications. Ten days before the onset
of the symptoms of pulmonary embol-
ism he had been on a 15-hour flight
from South Africa, during which he

remained seated throughout, with his
feet tucked under the seat, and dozed
intermittently. Three days after the
flight he developed pain and swelling in
his left leg and noticed that he was
mildly pyrexial. A week later he de-
veloped classical symptoms and signs of
pulmonary embolism. He made an
uneventful recovery on anticoagulants
and was extremely fit on recent review.

CATHERINE M. MOLLOY
63 Nork Way
Banstead
Surrey SM7 IHL.

WOMEN IN MEDICINE

Sir,
Your reviewer, Dr Jane Richards, com-
ments on the few women who attended
the women in medicine conference at
Sunningdale (February Journal, p. 123).

This conference was by invitation
only, and I and many others were
unable to obtain an invitation, even
after a direct request to Mrs Barbara
Castle's personal secretary.

M. D. LINDSAY
Clinical Assistant, Diabetic Clinic

Guy's Hospital
St Thomas' Street
London SEI 9RT.

PROBLEM ORIENTATED
RECORDS

Sir,
Dr Bull's paper (September Journal, p.
522) suggests a problem orientated
record system for general practice which
is almost identical to that adopted by me
after eight years' experience with
POMR. I recommend his system to all
general practitioners who have appreci-
ated the value of POMR but have been
deterred from implementing it by the
apparent complexity of the system.

H. W. K. ACHESON
Senior Lecturer in General Practice

Darbishire House Health Centre
Upper Brook Street
Manchester M13 OFW.

BRITISH ASSOCIATION FOR
COUNSELLING

Sir,
I am involved with the new British
Association for Counselling (BAC) and
am hoping to set up a 'counselling in a
medical settings division'.
The object of BAC is to promote and

provide education and training for
counsellors with a view to raising the

standard of counselling and to advance
the education of the public, in particular
to meet the needs of those members of
society whose development and partici-
pation in society is impaired by mental,
physical, or specific handicap or dis-
ability.

It seems that counsellors are begin-
ning to be used in general practice, and
indeed the practice nurse has often
fulfilled a counselling role. I think that
this is an exciting development and hope
that as a result there will be a consider-
able increase in counselling services in
practice.

A. J. HAINES
College Health Service
4 Greenland Road
Camden Town
London NW1.

GOLD MEDAL ESSAY

Sir,
I read and re-read John Stevens' essay
in the August Journal (p. 455) with
considerable interest. It was a work of
positively Boycott-like application and
the reference list (211) was a big score
even by the amazing Geoff's standards,
and no doubt contains the pointers to
much interesting reading. However, I
feel that at least two important, and I
hope constructive, criticisms can be
made.
The first is how does it help the

common general practitioner in the
trenches to manage the problems pre-
senting to him in his next surgery? I feel
it does not help.

Secondly, and quite crucially,
Stevens' baroque structure is hollow in
the middle! He fails to grapple with the
central problem of the definition of
quality. He mentions, for instance, that
doctors must be available to their
patients and that care must be taken in
the use of deputizing services and
receptionists, but he does not say what
he regards as the optimum or the
minimum standards, or indeed how he
arrives at such standards. This failure
stands at the very centre of his essay. If
"quality of care" is to be "assessed", at
least some parameters within which it
exists must be defined and described.

Stevens' essay, like Boycott's batting,
is impressive, but lacks the vital in-
spiration which marks the truly great
work, such as Sobers' batting, or in
medical writing, my own!

SETH JENKINSON
Swiss Cottage
12 Kirkiands Road
Baildon
Shipley
W. Yorks.
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