
News and Views

Audio-visual recording in
the surgery
Sir,
The survey by Dr I. K. Campbell of the
reaction to his patients in King's Lynn
to the experience of being video-taped
(September Journal p. 548) interested
me as I had recently completed a simi-
lar investigation. I suspect that there
are many social differences between
patients in King's Lynn and in Liver-
pool. Despite this my findings, using a
sample of 100 patients and a similar
questionnaire, were exactly the same
as those of Dr Campbell.

2 per cent of those asked did not
wish their consultation to be recorded.
6 per cent of those who agreed to be
video-taped would have preferred a
second doctor to sit in instead. All the
patients, including this 6 per cent,
would be perfectly happy to repeat the
experience and did not feel the camera
inhibited them in any way. Only 10 per
cent were even aware of the camera's
presence during the consultation de-
spite having had an explanatory leaflet
to read beforehand. The technique is
clearly acceptable to our patients. The
only worry I have is that there may
come a time when patients whose con-
sultations are not recorded on film
may start to feel that they are being
short-changed!

JOHN WINTER
29 Rodney Street
Liverpool
Li 9EH.

Is this a Cupping Cup?
Sir,
I picked up this small silver cup (actual
measurements 5.4 cm outside top di-
ameter by 4.7 cm high) a few years ago.
It is not hallmarked. As an amateur
silversmith capable of making such ob-
jects, I am satisf ied that it is hand
made and not intended as a drinking
vessel.

I strongly suspect that it is a 'cup-
ping' cup, but I have failed to find any
other silver cupping cups with which to
compare it. I have taken it to the
Wellcome Museum and the Museum
of London but, although their cupping
cups (in glass) are almost the same in
size, shape and design, they cannot
find any reference to silver cups of this
type. Perhaps our more senior mem-
bers may have knowledge.

R. N. R. GRANT
6 Stainburn Road
Workington
Cumbria CA14 4EA.

We sent the photograph to Dr Peter
Thomas, the Honorary Curator of the
College Museum, who sends us the
following note:
The object is very much like (almost
identical with) what Dr Grant seggests
it is-a silver cup for cupping pur-
poses. I have searched through three
nineteenth-century instrument cata-
logues, the earliest one being Maw &
Son (1866), but the cups in these works
are all made of glass. The ancient
Graeco-Romans usually used ones
made of copper, which show a beauti-
ful jade green patina after long burial
in the earth. Is Dr Grant satisfied that
the cup is made of silver? Could it be
just a drinking vessel, a landlord's
drinking measure or a communion cup;
or is it a galley-pot for holding a doc-
tor's healing medicaments? Pewter in-
struments were popular from the
seventeenth century onwards.

The Care of Patients Dying
from Cancer
Sir,
Dr Woodbine's survey (November Jour-
nal, p. 685) shows many of the prob-
lems encountered by doctors both in
hospital and in general practice, when
caring for patients dying from cancer.

I would disagree with him when he
states that "many symptoms, for
example weakness or loss of weight,
cannot be controlled at the present
time". Many symptoms can be helped
and loss of appetite, and in some cases
weakness, the two commonest symp-
toms in the survey, may be helped by
glucocorticosteroids (such as dexa-
methasone 2 to 4 mg a day), although
there have been no controlled trials
confirming this. A survey of the 53
patients in St Christopher's Hospice on
24 November 1982 showed that 29
patients were receiving corticosteroids.
For 12 patients the drugs were pre-

scribed to increase the feeling of well-
being and to aid appetite, and in nine
of these patients there had been a good
effect.

Corticosteroids can be very helpful
in improving appetite, increasing the
feeling of well-being and reducing the
feeling of weakness in patients with far
advanced cancer. Although pain is a
very serious symptom, other symptoms
can also cause much distress and they
too must be fully assessed and treated.

D. J. OLIVER
St Christopher's Hospice
51/53 Lawrie Park Road
London SE26.

How are the University
Departments Faring?
Sir,
Your editorial on academic general
practice (October journal, p.587) ap-
peared on the anniversary of my resign-
ing from the academic department of
general practice at a London teaching
hospital, so perhaps I might be allowed
a few comments.

Historically, academic departments
were introduced to medical schools in
order to further subjects and they have
invariably succeeded where they have
been introduced. They have three func-
tions: to research, to teach and to
perform. The problem in all present
academic departments of general prac-
tice is that the service commitment
overwhelms the first two.
You state correctly that these depart-

ments should be welcomed by universi-
ties, the DHSS and local general
practitioners. In my experience this is
far from so. To introduce any new
department into a medical school must
mean that other departments lose both
curriculum time and part of their share
of resources, so no new department is
welcomed with open arms. Principals
in general practice are either indiffer-
ent or, if an academic department is
planned to start in their area, often
hostile. The reasons for this can be
inferred, but no-one has yet informed
me directly why this is so.
The DHSS is financially supportive

and I believe some money may be
forthcoming in the near future. But no
political move in the area has ever
been made.
However, the main culprit in my

view is the College. The College was
instrumental in starting postgraduate
training and has now handed over half
of its baby to the JCPT. However, post-
graduate training should be a contin-
uum from undergraduate training and
thus not separated from university de-
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partments. Too much political and fi-
nancial investment is now involved
with vocational training and I cannot
see the status quo altering.

In research, the College has some
very fine departments and their work is
well respected. However, as long as
resources flow to these departments,
they can only be diverted away from
university departments, and it is only
the latter that are going to train re-
searchers of tomorrow. In my view the
College should be solely a standard-
setting and policing body (as are the
other Royal Colleges), independent of
both government and universities.

If we wish our subject to grow and
expand, we must invest in and support
academic departments and that means
that existing institutions must sacrifice
some of their empire to this end. I fear
that if we continue along our present
line of progress, we shall find that we
have progressed up a blind alley.

D. W. GAU
The Simpson Centre
70 Gregories Road
Beaconsf ield
Bucks HP9 1HL

Sir,
Your Editorial (October Journal, p.587)
is literally of academic interest to
those of us still not yet fortunate
enough to have a university depart-
ment. It prompts me to ask two ques-
tions and to suggest possible solutions.
How can the College help those of us

without departments of general prac-
tice to exert effective pressure on a
university which is hard-up and apa-
thetic? What opportunities exist in the
UK for those late developers amongst
us who, after a period of becoming
established in our practices, might then
wish to become involved in more aca-
demic general practice, yet may lack
temporarily the requisite skills and a
local centre through which to acquire
them?

There is a danger that the present
common practice of recruiting junior
lecturers mainly from recent vocation-
al trainees may be building up a spur-
ious base of experience for the future
in academic departments. The present
alternative of having to make huge
financial and social sacrifices in order
to move to an established department
might be deterring a wealth of poten-
tial academic talent.
Two not necessarily mutually exclu-

sive strategies might be considered.
Already established departments might
wish to consider extending their liaison
with interested satellites elsewhere in
the country, thereby not only broaden-
ing their own horizons but meeting

others' needs. These departments,
possibly co-ordinated through the Col-
lege, might also consider running mod-
ular courses in the relevant academic
disciplines for experienced principals
who wish to become involved aca-
demically, without wanting to uproot
themselves from their established prac-
tices. This would provide the ideal mar-
riage between academic and real
general practice.

RICHARD MAXWELL
'Quarry House'
Charlton Road
Westbury-on-Trym
Bristol BS10 6NP.

Lessons from a Home Visit
Sir,
The value of home visiting has been
much debated. I visited a 58-year-old
woman who recently had transferred
onto the practice list, and who had
already been seen five times in surgery
with a headache. At that time her old
notes had not reached the practice. At
the house she was tended by her
strained-looking husband and had a
cold compress on her brow. She gave a
20-year history of headache following
her hysterectomy, and dramatically de-
scribed pain in the left side of her face
and palate, which she said was not
relieved by any medication she had
ever had. She asked her husband to

bring out the drugs she had tried re-
cently.

There were 48 bottles and packets
(see Table) containing 1,5441 tablets
and three solutions. Apart from a Span-
ish preparation and two bottles la-
belled by outside chemists, all were
dispensed by two hospital pharmacies
and four local chemists. No labels
showed the total number of tablets
dispensed, but there were only two
empty bottles. An estimate of the basic
NHS cost of the unused medication
(based on the midpoint of 1982 British
National Formulary price ranges) was
£44, an underestimate of the true cost.
While this home visit did not provide

a solution to the patient's problem, it
illuminated the patient's symptoms in
the context of her family, and demon-
strated her poor compliance with treat-
ment. It also illustrated the difficulties
in diagnosing and treating chronic
headache, which often lead to poly-
pharmacy and multiple referrals. When
her notes arrived from the Family Prac-
titioner Committee they revealed that
she had attended at least 14 hospitals,
and many more departments, with a
30-year history of similar symptoms.

I am grateful to my trainer, Dr S. M.
Griffiths, for allowing me to describe a
patient in her care.

ANNA LIVINGSTONE
61 Chesterton Road
Plaistow
London E13 8BD.

Drugs handed over by the patient on the home visit

Number of varieties Number of
Group of drugs and doses of drugs tablets

Simple analgesics 1 1
Mixed preparations 3 40
Narcotic analgesics used in mild to
moderate pain. 3 176
Non-steroidal anti-inflammatory
analgesics 5 186
Migraine prophylactics 1 19
Barbiturates 1 0
Carbamazepine 2 159
Benzodiazepines:

hypnotic 3 36
anxiolytic 6 272j

Major tranquillizers 2 62
Antidepressants 4 345
Combined antidepressant and
tranquillizer 1 68
Antihistamine 1 28
Antiemetic 1 20
Antibacterials 4 22
Vitamins 2 109
Unidentified tablet 1 1

41
Drops for nose and eyes 3 bottles

Totals 44 1,544j
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