designation of what constitutes a
major or minor symptom is open to
criticism and improvement. It was one
way of comparing different illnesses in
different children which, as Professor
Emery says, is a very difficult exercise.
We did not assess which episodes mer-
ited a consultation. We studied how
the mothers had behaved and not
whether this was correct.

2. In describing the study we tried not
to draw conclusions that the data can-
not support. We do not consider that
our findings justify the conclusions
made in the editorial.

3. By choosing to highlight one poss-
ible interpretation Professor Emery has
ignored many others. Given the same
opportunity we would have empha-
sized that mothers seemed to be cop-
ing remarkably well, often in very
difficult circumstances, and the blame
for any preventable disasters may be as
easily attributed to the availability and
accessibility of services as to inadequa-
cies in the parents.

C. JANE PATTISON
C. K. DRINKWATER
M. A. P. S. DOWNHAM
Department of Family and
Community Medicine
University of Newcastle upon Tyne
NE1 7RU.

Professor Emery replies as follows:

Doctors Pattison, Drinkwater and
Downham would be wrong if they
thought that all the comments | made
arose from their article. | do not see an
editorial as simply a re-write of a
paper’s discussion. My comments were
focused on the health inadequacies
that occur in the home which some-
times lead to death. These were the
starting point of their study and in their
discussion they state, “The two epi-
sodes where mothers did not consult
when it might have been expected are
worrying”. We have much more evi-
dence than they present on this from
our own material related to cot deaths,
and we too are extremely worried.

The situation with child health mis-
haps is not unlike road accidents. To
watch traffic circulating and witness
the hundreds of safe hours driving
almost fills one with awe at the human
ability to anticipate, judge and drive a
car. This does not prevent us attempt-
ing to identify the rare inadequate driv-
er and indulging in educational
exercises on drunken driving or on
making roads even safer.

| have at least as high an opinion of
the excellence and ability of Shef-
field’s parents as the Newcastle group
has of their own Tyneside mothers.
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Parents cope in an amazing way, de-
spite the defects in medical services. In
a study that we carried out several
years ago in an attempt to identify the
weak points in the chain of obtaining
adequate child care for ill children, the
service failures numerically equalled
those within the home. Unfortunately,
with our current disease response ser-
vice, the first move has to come from
the home, so home is the essential
starting point.

There is, however, something on
which | would take issue with the New-
castle group and this is their use of the
word ‘blame’. Blame tends to imply
guilt, and | do not like to use such
words in relation to parental inadequa-
cies, almost none of which are due to
parents’ lack of responsibility, but are
mostly related to their own upbringing
and education.

General Practice Research

Sir,

Many of your readers in general prac-
tice will know of the Medical Research
Council’s trial of treatment for mild
hypertension. This trial is still in pro-
gress and most of the 176 group prac-
tices which have been brought
together in this research framework are
still participating.

We hope to extend the use of this
valuable framework and carry out
studies of other problems suitable for
investigation in general practice. These
will take two main forms. There will be
studies, such as the hypertension trial,
which are particularly suitable for in-
vestigation in general practice, both
for scientific and for organizational
reasons. We shall shortly be starting a
study of the use and possible adverse
consequences of hormonal treatment
given for the relief of menopausal
symptoms; a large-scale trial of treat-
ment of hypertension in the elderly
will, we hope, also be started later this
year; and other studies of an observa-
tional or clinical trial nature are under
discussion. The second type of study
envisaged will be concerned with the
conduct and organization of medical
care in general practice. Any practice
in the group is, of course, free to par-
ticipate only in those studies which the
partners feel are of interest.

Financial assistance is provided to-
wards the cost of compiling age/sex
registers, and for additional nursing or
medical sessions required. Equipment,
laboratory facilities, and postal ar-
rangements are also provided, so that
no practice is out of pocket as a result
of its participation.

We should be glad to hear from
other group practices who might be

interested in joining this research
framework. Practices with total lists of
at least 7,500 (preferably 10,000 or
over) are required, and should ideally
have accommodation which would al-
low one room to be used for follow-up
purposes at regular times each week
(inside or outside normal surgery hours)
and for storage of records, drugs, and
instruments.

Many practices currently participat-
ing are willing to be contacted or vis-
ited by others wanting to know what
participation in this research group in-
volves. Their names and addresses, and
further information, can be obtained
from the Co-ordinating Centre at the
address below.

T. W. MEADE
GILLIAN GREENBERG

W. E. MIALL

MRC Epidemiology and Medical

Care Unit

Northwick Park Hospital

Watford Road, Harrow

Middlesex HA1 3U]J.

Occupational Medicine

Sir,

The editorial innovation of the ‘blue
pages’, will allow many of us who have
not taken an active part in College
affairs to make some contribution to
the corporate thinking of the College.

The pebble | wish to throw into the
pool is occupational medicine. To me
it appears an anachronism that
amongst the many aspects of general
practice considered by the College, the
relationship between the occupation
and the health of our patient has not
previously figured more prominently.

The link between general practice
and occupational medicine is clearly
demonstrated by the number of family
doctors who hold part-time appoint-
ments in occupational medicine. Fur-
thermore, many heads of occupational
health departments have a general
practice background. Yet it is the Royal
College of Physicians which has taken
this group under its wing, where the
fledgling Faculty of Occupational
Medicine is thriving.

Because of a crowded undergrad-
uate curriculum, teaching in occupa-
tional health is too often brief and
restricted. New entrants to general
practice are frequently surprised when
first exposed to the broad spectrum of
problems involved in family practice.
To cushion this emotional shock, their
adaptation is aided by the local GP
training schemes. Quite often trainees
entering general practice are closer to
their patients’ work than during their
hospital posts. Yet, without a back-
ground of knowledge of the range of
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occupationally related diseases, it is all
too easy to miss the clues and forget to
ask the vital question: “What is your
occupation?”, and fail to interpret the
significance of the reply.

I suggest our College is ideally
placed to fill this gap in continuing
education through the GP training
schemes, and | hope this letter will
stimulate the consideration of an occu-
pational health content in general
practitioner trainee schemes.

P. J. CONSTABLE
Principal Medical Officer
Civil Service Medical Advisory Service
Tilbury House
Petty France
London SW1H 9EU.

An Occupational Health
Service for the NHS

Sir,

I was particularly interested in the ob-
servation by Drs Allibone, Oakes and
Shannon (December Journal, pp. 728-
734) that hospital doctors were in
favour of routine medicals and an oc-
cupational health service. | naturally
support the setting up of an occupa-
tional health service in the NHS, but
until occupational health physicians
are given the status they require to
advise both seniors and juniors
amongst the medical staff, it is unlikely
that the best qualified candidates will
be attracted to NHS posts.

Routine medical examinations are a
controversial point. | am sure that we
continue to believe that they are of
much value. | have spent much time
during the past two years weaning ex-
ecutives away from their yearly ‘ser-
vice’. | make an exception for the
monitoring of blood pressure and
urine. Hypertension and diabetes are
detectable early, respond well to treat-
ment and such medication appears to
reduce the wastage in late middle age
which occurs if these conditions are
not treated. Such intervention can be
shown to be advantageous to the orga-
nizations employing the patients. | am
far from convinced that routine medi-
cal examinations or batteries of labora-
tory tests have any real contribution to
make in promoting health or detecting
pathology, except in certain well-rec-
ognized conditions.

| am, however, a firm believer in
selecting those groups of workers who
are likely to be subjected to known or
suspected hazards and screening them
at appropriate intervals. This is of val-
ue as has been shown in pneumoconio-
sis, oil-induced skin lesions, heavy
metal toxicity and noise-induced hear-
ing loss. Doctors are subjected to a
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variety of hazards both infectious,
chemical and psychological, but it is
incumbent upon us to select those
most likely to be at risk and monitor
them carefully.

The most valuable contribution that
can be made to doctors’ health would
be the setting up of a competent and
professional occupational health ser-
vice available throughout the NHS to
all employees regardless of grade. The
expertise is available and the desire is
there, but it appears that our political
leaders have yet to be convinced of the
value of such a facility.

E. S. HODGSON
Site Medical Officer
IMI Kynoch Ltd
PO Box 216
Witton
Birmingham B6 7BA.

Towards a Computerized
Primary Care Index

Sir,

| was encouraged to learn in your edi-
torial “Computerizing FPC Registers”
(February Journal, p. 67) that the DHSS
have endorsed the computerization of
registration work undertaken by FPCs.

The majority of the fifteen Scottish
Health Boards have committed them-
selves to a computerized Primary Care
Index (PCl), using common software
developed by Tayside Health Board, as
have Salford Area Health Authority
and DHSS (Northern Ireland). Morale
has risen considerably in those primary
care  administration  departments
where conversion from manual to com-
puterized records has been completed.
In the interests of integration, compati-
bility, standardization and economy,
one national UK system would have
been ideal, but unfortunately, this is
already a lost cause.

What of the implications for the
general practitioner? Age/sex/address
registers should be available, on re-
quest, at appropriate intervals, from
the primary care/FPC administration. It
is likely, however, that requests for
other facilities will be accorded low
priority and will thus be subject to
unacceptable delays.

The most significant benefit will ac-
crue to those general practitioners who
invest in a practice computer, but
there will have to be many changes in
attitude and financing before networks
evolve between practice, adminis-
tration, hospital, laboratory and third-
party computers.

At the moment, any practice procur-
ing a computer has the daunting and
lengthy task of keying in by hand all
basic patient details. Delays can be

Journal of the Royal College of General Practitioners, July 1982

avoided by the computerized primary
care/FPC administration, who will be
able to issue relevant patient data,
initially by floppy discs mailed through
the post, but eventually by direct com-
puter intercommunications.

The notion of a working age/sex/ad-
dress register on the first day of com-
puter installation will act as a
considerable incentive to many gen-
eral practitioners who are discouraged
by the prospect of the current obliga-
tory upheaval. It is these same general
practitioners who must be recruited
before large-scale computerization of
primary care becomes a reality.

In the meantime, existing zealots
would do well to promulgate the mer-
its of a computerized primary care
index for general practice, at local and
national level.

LEwis D. RITCHIE
Department of Community Medicine
University of Edinburgh
Usher Institute
Warrender Park Road
Edinburgh EH9 1DW.

RCGP Oral
Study

Sir,

In June 1968, together with many other
doctors, | agreed to take part in this
study. From the women in my practice,
I recruited 28 takers of the pill and 28
matched controls.

Of the 28 takers, only one is still
taking the pill. Of the controls, two
became takers and three further con-
trols were recruited. Of these 31 con-
trols, 20 have left the practice, leaving
one taker and 10 controls.

Of the original 28 takers, 14 have left
the practice and 13 have stopped
taking the pill for the following rea-
sons: two have had hysterectomies;
three husbands have had vasectomies;
four women have reached the meno-
pause; four women decided against
taking the pill.

Altogether this leaves only two tak-
ers and 10 controls. This is supposedly
a study of oral contraception. We con-
tinue to feed in data, and reports still
appear, but | now question the validity
of our information.

Are the figures from my practice
representative of others, or are they
freakishly different?

If they are representative, is it not
time we stopped this study?

Contraception

ANDREW MILLAR
Hethersett
Mill Lane
Benson
Oxon.
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