
LETTERS

Health for All by the Year
2000
Sir,
It was with mixed feelings that I read
the correspondence (March Journal, p.
184) following Dr Barley's Editorial
(December Journal, p. 715). I would
agree that medical students and re-
cently qualified doctors should be en-
couraged to work in the less developed
countries, and can personally testify
that this experience was taken into
account when my posts were assessed
retrospectively for suitability for voca-
tional training. The College most cer-
tainly has a responsibility to promote
the exchange of medical students and
also to encourage more UK trained.
doctors to work in developing coun-
tries.

Students often return, if not to the
hospital of their clerkship, at least to
work in the developing world; and a
significant part of the British Govern-
ment's aid to these countries is the UK
paid supplement that keeps their sala-
ry on a par with their home-based
colleagues. The small allowance that
UK volunteers receive ensures that few
doctors enlist in this capacity. Almost
invariably they will be better paid, if
this is an important factor, by working
for the overseas government on local
contract terms.

I disagree with Dr Shattock's as-
sumption that the ability of a UK
trained doctor to contribute to a pri-
mary health care programme will de-
pend on 'considerable field experience
in one or more developing countries'.
As he points out, where primary health
care is being taken seriously, as in
Zambia where Dr Shattock has wide
experience, the team approach is being
used and the doctor, whether at mis-
sion, district, provincial or central lev-
el, is only one part of the team. It
would of course be ideal for the doctor
or any other expatriate health worker
to be formally trained and have wide
experience but this is an impractical
luxury in most developing countries
where the indigenous doctors are too
few. Well qualified, motivated, West-
ern-trained doctors are warmly wel-
comed since most adapt quickly to the
different priorities and function admi-
rably in providing primary, secondary
or tertiary care.

Like many readers of the Journal who
have worked in district or mission hos-
pitals in developing countries my heart

sank at the thought of Dr. Peppiatt's
suggestion of bundling 'our unwanted
drugs to agencies that will send them
abroad'. I know he means well but
please desist. There are crates, cartons,
boxes of samples, out of date detritus,
rarely required injectables, the latest
beta blocker, diuretics and tranquil-
lizers in store rooms in hospitals all
over the world. Often the quantities
are too small for general use. Some-
times they are labelled in an unintelli-
gible language, as English is to many
health workers in developing countries.
They rarely help except for providing a
supply of placebos when the clinic or
hospital has run out of aspirin or vita-
mins. This willingness to off-load thera-
peutic junk on developing countries
does little to alleviate their shortage of
supplies and may cause resentment
where their medical leaders are well
aware of the shortcomings of their
drug supply. When hospitals and
health centres in areas of endemic mal-
aria have no chloroquin, where aspirin
or paracetamol have run out, where
leprosy and tuberculosis patients can-
not get the most basic regular treat-
ment, where there is a shortage of
crystalline penicillin, then it is obvious
what kind of drug assistance is appro-
priate.
The Journal has occasionally shown

an interest in developing countries and
even ran a series on 'Primary Care
around the World' (to which I contrib-
uted from the New Hebrides). It could
be of much greater relevance through-
out the world if it widened its net and
encouraged articles on development
issues and from general practitioners in
developing countries. Meanwhile I wel-
come the interest currently being
shown-perhaps it will stimulate some
readers to shake off the soil of Slagth-
orpe and head south.

RICHARD DE SOLDENHOFF

PO Box 30205
Lusaka
Zambia.

Counselling and the Doctor

Sir,
I have read with interest this editorial
(June Journal, p.323) and am sorry to
see that yet another branch of the tree
of general practice has been chopped
off, given a new name and elevated to
the rank of specialty!

Counselling is listening sympatheti-
cally and intelligently to people's prob-
lems and advising them how they may
come to terms with these problems. It
is not a difficult skill and should be
well within the competence of every
general practitioner. There is no evi-
dence in the article to substantiate the
conclusion that counselling is work
which doctors find difficult. Similarly,
pressure of time is an oft quoted ex-
cuse made by doctors for not doing the
work that they should be doing. I am
not aware of any published evidence
that a doctor with a National Health
Service list of 2,000 patients is under
such pressure of work that he or she is
unable to take the time to counsel
where necessary.
The erosion of the substance of gen-

eral practice by numerous fringe
groups is a worrying trend. The world
does not owe general practice a living,
and if we continue to allow our tradi-
tional activities to be taken over by
others, the day may dawn when there is
nothing left for the general practitioner
to do!

R. M. MILNE
Health Centre
Kirkliston
West Lothian

The Format of the College
Examination
Sir,
Attainment of membership of the Col-
lege has been by means of examination
for the last 18 years. During that time
there has been little change in the
examination format. Membership of
the College is now, and will become
increasingly, important to all doctors
making a career in general practice. I
feel that it is time that the College not
only talked about change, but actually
acted on it.

In its present form the examination
has wide scope, as especially in the
orals the examiners can ask the candi-
date any question remotely associated
with general practice. However, do
they actually ask the questions that
will test the qualities that are required
of a good general practitioner? I would
contend that one can pass the examin-
ation by reading the right books and
presenting the correct attitudes. It does
not look at the doctor in the consul-
tation. The examiner does not see how
the candidate performs when confront-
ed with the patient.
Why is a patient element not includ-

ed in the examination? I appreciate
that the examination is time-consum-
ing and costly to stage, but by the same
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