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and that after a full and constructive
debate this motion was passed as a
reference to the Council of the BMA.
To date the Council of the BMA have

not made any further public comment,
but I feel confident that they have dis-
cussed this motion and presumably will
be acting on it in due course. I am
equally sure that they will probably wel-
come the help and co-operation of the
Council of the College in making the
recommendation about this provision.
This seems an admirable opportunity
for the two Councils to get together and
produce a joint recommendation.

If this policy were to be implemented,
it would ensure that future consultants
would be wiser doctors, that the co-
operation and unity of the medical pro-
fession would be enhanced, and that
patients would receive a better service.
Consequently this surely must be the
policy of both bodies.

I will be interested to see what re-
sponse comes from the other Royal Col-
leges if this matter is raised by the
President of the Royal College of Gen-
eral Practitioners. This policy was rec-
ommended amongst the educational
provisions suggested by the Merrison
Committee (1976).

MICHAEL ROPE
Chairman ofHertfordshire
Local Medical Committee

Colne House
99 Uxbridge Road
Rickmansworth.
Reference
Committee of Inquiry into the Regulation of

the Medical Profession (1975). Merrison
Report. Cmnd 6018. London: HMSO.

THE DENOMINATOR
PROBLEM
Sir,
Reliable methods for estimating non-
attenders are necessary both for epi-
demiological research and for infor-
mation and planning in situations where
health services with populations reg-
istered for health care do not yet exist.
At a recent meeting sponsored by the

Rockefeller Foundation, a group of
interested statisticians, epidemiologists,
and general practitioners considered this
problem. The group would be interested
to know of any others who have done
work in this field and I should be grate-
ful if anyone interested in the denomin-
ator problem would write to me in the
first place.

D. L. CROMBIE
Director,

General Practice Research Unit
Royal College ofGeneral Practitioners

Lordswood House
54 Lordswood Road
Harborne
Birmingham B17 9DB.

SPLINTERS

Sir,
Recently I attended a patient who had a
subcutaneous whitlow which arose after
the removal of a splinter with a sterile
needle. A better method of removing
splinters is with a flexible safety razor
blade. Nearly all splinters break off in
the epidermis and therefore if thin
shavings of skin are shaved off with a
razor blade at right angles to the splin-
ter, it will eventually be caught on the
razor blade and lifted out. The pro-
cedure is bloodless and establishes ad-
equate drainage.

If a splinter lies under a fingernail,
the nail can be whittled away until the
whole splinter is exposed and can be
lifted out leaving a well drained track.
Drainage of these small wounds by
shaving away the epidermis is especially
important in puncture wounds of the
sole of the foot, even if the splinter or
other foreign body has come out, in
order to prevent the development of a
subcuticular abscess.

N. B. EASTWOOD
71 Victoria Road
Oulton Broad
Lowestoft.

HEALTH CENTRE
COMMISSIONING

Sir,
There seems to be little published infor-
mation on the commissioning stage of
health centres, yet as so many health
centres have now been designed,
opened, and used there must be a wealth
of experience of this important stage,
from which a useful check list could be
derived.

I would be very grateful if anyone
with experience of moving into a new
health centre, from whatever discipline,
who feels he/she has useful experience
to pass on, could write to me. Any help
given will be gratefully acknowledged.

R. A. YORKE
162 Liverpool Road South
Maghull
Nr Liverpool L3 1 7AJ.

CONSENSUS AND
STANDARDS OF CARE

Sir,
The papers you published on the man-
agement of hypertension (October
Journat) are very welcome, dealing as
they do with the most common serious
chronic disease in general practice. I
believe, however, that your accompany-
ing editorial makes a dangerous and
misleading muddle of the two words
consensus and standards, treating them

as though they were interchangeable. It
is true that in undertaking a formal
exercise to decide on standards of care
doctors will indeed produce a consen-
sus, but it is manifestly untrue to say
that the consensus of what a large group
of doctors is found to be doing (without
the formal exercise) is necessarily a de-
sirable standard of care. Consensus is
also a misleading word in as much as it
implies a single behaviour-"all chronic
bronchitics with purulent sputum
should have antibiotics for seven days"
-when what you are seeking is a form
of words which describes a minimum
acceptable set of standards of care.
There is no reason to quarrel with

your statement that general prac-
titioners should get together and begin
to agree standards of care: this is what
the College, its faculties, and its mem-
bers are for. But it is very much to be
hoped that the consensus when a group
finishes work will be different-and of a
higher standard-from that when it
started.

S. L. BARLEY
30 Endcliffe Crescent
Sheffield S1O 3ED.

Dr Barley is ofcourse right: 'consensus'
does not equate with 'standards'-a
consensus is an agreement of opinion,
standards a measure of quality. How-
ever, the actual words of the editorial
were: "The article identifies the absence
of a consensus and hence underlines the
need for research and education" and
"Only when general practitioners get
together and collaborate with experts . .

.... can they begin to agree rational
standards of good care." The words
were intentional and do not appear to be
interchangeable in these sentences-Ed.

BALINT REASSESSED

Sir,
Dr D. R. Wood's article (October
Journal, p. 608), responding to Sowerby
(1977) on Balint (1957) is as ill con-
ceived and amateurish a flirtation with
pseudo-science and armchair philos-
ophy as the material to which it is ad-
dressed. To seize upon Karl Popper and
(heaven help us!) von Bertalanffy as
immutable chunks of wisdom and then
to thunder forth on the basis of a neces-
sarily incomplete pr6cis of their ideas
serves only to devalue other, thoughtful
writing on the problems of general
practice.

I find Dr Wood's brief outline of
Popper's thought insulting-to Popper
and to his readers. In particular he is
clearly unaware of the publication of
The Self and Its Brain by Popper and
Eccles (1977) in which two powerful and
receptive intellects grapple with the links
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between the philosophy of self and
modern neurobiology and Popper de-
velops his ideas about three worlds. The
third world is defined as "the world of
contents of thought and, indeed, of the
products of the human mind". Ironi-
cally, Popper gives "new synthetic
medicines" as an example of a third
world object. I do not understand Dr
Wood's preoccupation with myths or
his equation of them with psycho-
analytic theory.
Of course Sowerby's publication was

reactionary and counterproductive; the
analagous proposition, many years ago,
would have been that it is impossible to
describe scientifically the behaviour of
particles in Brownian motion. On the
other hand, the espousal of general sys-
tem theory and its ghastly jargon seems
unlikely to enable us to help our patients
more.
Although I disagree with Sowerby's

contention that there is nothing unique
about the doctor/patient relationship-
the confession comes closest but the
priest does not prescribe dangerous
drugs-I take his point. For all the
behavioural theory in the world, every-
thing turns on interaction between two
human beings and Balint seminars ad
infinitum will not enable the physician
to "comfort always, relieve often, and
cure occasionally" if such abilities do
not already exist.

ROGER H. JONES
2a Salisbury Road
Andover
Hants.
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A4 RECORDS

Sir,
Dr Acheson (October Journal, p. 622)
calls for comments from general prac-
titioners who use medical record envel-
opes and receive A4 records from
another practice.

These do, of course, cause consider-
able problems to those of us who try to
keep our medical record envelopes
neatly. I spend a lot of time reducing
hospital discharge summaries to a size
that will fold precisely in two to avoid a
bulky envelope. I also try to put down a
minimum amount of information in a
clear, concise way.
When an A4 record arrives with a new

patient, a considerable amount of work

is required to reduce the bulky sheets
folded in four and I often find vol-
uminous notes on the continuation
sheets, which also need to be pruned.
Having looked very seriously at A4

records a few years ago, we have de-
cided in our practice to await develop-
ments in either computer or microfilm
systems.

W. EADE
2a Florence Road
Brighton
Sussex BN1 6DJ.

Sir,
Dr Acheson (October Journal, p. 622)
requests a little information, which I
offer willingly. Many of his patients
have removed to, or been rehoused in,
our area and we are very conscious of
the arrival of his ex-patients' records.

First, all his pathology and x-ray
reports are neatly stuck on to pieces of
A4-sized card which have to be folded
twice to get them into the envelope.
Secondly, all the notes which he makes
on A4 notepaper are folded twice to get
them into the envelope. Then all FP7
and FP8 forms from previous doctors
and all his letters from hospital are also
inserted.
So much space has been taken up that

his notes will not go into the original
envelope which has been retained, so
that too is folded once to get it into the
new gussetted envelope.
The net result is that, with the best

will in the world, all the neatness, tidy-
ness and organization which Dr
Acheson has introduced into the records
and which he described so economically
in his letter, is lost, and we actually get
built-in thick notes which we have to
re-examine and comb through to dis-
pose of redundant paper and card in
order to reduce this volume to a
manageable level.

In fact, this problem was known some
time ago, when it was realized that con-
version from envelope to the A4 record
system involved an increase of shelf
space by a factor of two and a half. In
reverse we have the same problem-we
have to try and shrink the notes by a
factor of two and a half, to reconvert
from the A4 system to the envelope
format again.

I trust that this short note adequately
answers the problem posed by Dr
Acheson in his question, "Does its
presence create any difficulties?".

S. L. GOODMAN
177 Mauldeth Road
Manchester M14 6SG.

Sir,
Proof that better records lead to better
clinical care is, indeed, difficult to
establish. Using the old Lloyd George

envelopes, we in our practice have
designed flow sheets for hypertension
and diabetes which we are convinced
has improved our management of these
two conditions.

I think Dr Acheson (October Journal,
p. 622) confuses structure of records
with their size. There is no reason why
the present size of records should not be
structured equally as well as the newly
designed A4 records. In the main we use
Ian Tait's system of modified problem-
orientated records. Moreover, the cards
do have some advantages in that they
are 'card' and less liable to wear and
tear. They do constrain the writer a little
and they are easy to take out in the car
on domiciliary visits. The great problem
with our envelopes is not the bits of
cardboard that we write on, which are
quite easy to arrange logically, but fold-
ing the letters, and it is therefore quite
feasible to use an A4 envelope in which
the letters can be laid flat and to retain
the existing cards.

P. R. V. TOMSON
The Group Surgery
Vine House
87 High Street
Abbots Langley
Hertfordshire WD5 OAL.

WHAT KIND OF COLLEGE?

Sir,
Last year saw the great debate about the
future of the College. I am not clear
what conclusions were reached, but the
ordinary member seems to be out in the
cold and likely to remain there. He is
becoming increasingly apathetic and
disinterested despite the excellent work
done by the College in the corridors of
power. I would guess that well over 50
per cent of the College membership take
no active part in College activities. Only
a few can serve on Council and central
committees; not many can sit on faculty
boards. Faculty annual general meetings
attract 10 per cent or less of faculty
members, the College Annual General
Meeting an even smaller proportion.
Symposia organized by the College
compete with a plethora of meetings
organized by others.
For the past two years the College

tutor in our district has organized
small-group meetings on a monthly
basis, which have been highly success-
ful. Two thirds of local College mem-
bers attend regularly, and the meetings
are enjoyable, educational, and stimu-
lating. They also lead to improved re-
lationships between different practices.

In my opinion, it should be com-
pulsory for the College tutor to organ-
ize small-group meetings in his area.
Without these, or similar activities or-
ganized locally, our members will drift
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