
stabilize post prandial glucose levels,
thus facilitating control and in some
cases allowing the reduction of insulin
or oral hypoglycaemic agents.

Data sheet-'Docrazepam'
'Docrazepam' may well supplant the
benzodiazepines. Dr Alastair Cameron
was responsible for a promotional
launch during the Summer School at
Ripon last year. A data sheet has been
received from one manufacturer.

Presentation. Available in many
forms from large dose rapidly acting
intra-soul transfusion to sustained re-
lease long acting expansule. Some
forms available for use only between
9.00 and 17.00.

Uses. There are no medical conditions
described in which this drug may not
be of use. (Some writers such as Ivan
Illich have gone so far as to say that its
use defines the indications.)

Its use is enthusiastically recommen-
ded in those patients currently using
benzodiazepines (but see below).
Dosage and administration. We
would recommend assiduous scanning
of the literature to clarify use in a
particular circumstance.

Unfortunately, information regard-
ing dosage is vague. Usually, the drug
is administered through the eighth
nerve or skin for five to six minutes
every two or three months. (There is
some evidence, however, that the drug
occasionally gets up the olfactory or-
gan of some patients.) In some cases,
more intensive administration is re-

quired-30 to 40 minutes exposure
even as often as every six to seven
days.
The immense amount of time, care

and skill required to optimize effect
limits its use somewhat in general prac-
tice. It is not yet available in hospitals
except in specialized departments
(most of which are authorized by the
College of Psychiatry). A few academic
centres are now aware of its existence.

Properly used may relieve both
physical and spiritual pain but inadver-
tently may abort pain of responsibility.
Bioavailability. Dependent on pack-
aging and presentation being titrated
to the patient's needs. Note: We strong-
ly recommend that, while in the con-
tinuing care of any patient the
presentation may be varied, the bio-
availability may be grossly impaired by
mixing the packaging (see below).

Shelf Life. Variable. Even during the
active half-life of the drug, we have
noted some diurnal variation of ac-
tivity. In addition, the activity of the
drug is particularly affected by ex-
tremes of cold and conversely by expo-
sure to the heat of humanity. Alcohol
may temporarily increase activity but
in time reduces it. The drug is prone to
self-destruct.

Contra-indications and warnings.
Carefully used in the context of its
presentation and packaging, few side
effects have been recorded. However,
there is ill-defined evidence that abuse
and underuse may be responsible for
the current epidemica psychotropica.
(Caution should be exercised in the
interpretations of current data and it

should be compared critically with
writings as distant as lmhotep 'Temple
Sleep' 2980BC.)
Drug dependence undoubtedly ex-

ists-often subliminally-which ob-
structs the cure. There is evidence
(Balint et al) that this is the result of
synergism (Drug-±Patient).
Overuse of 'Docrazepam' results in

spiritual, social and occasionally physi-
cal paralysis. Other ill effects or under-
activity have been noted when the
drug is diluted (N.B. Syr. ancilliaria).
Packaging. Judicious use of the wide
variety of packaging available will op-
timize patient compliance. Examples
of packaging are:
Cosipak-large tweed covered pack
with extensive homely instructions.
Respectapak-black pinstriped pack-
age with silver grey top.
Trendapak-Denim packed for the
younger or more intelligent patient.
Often supplied in a joint collection of
the above packaging (but see notes
above under 'Bioavailability').

Cost. Variable but usually exorbitant
in financial terms. It is the cost in time
and complexity of its administration
which often prohibits its use.

Legal category. Licensed only by
GMC after one year's trial after pro-
duction. (Note packaging I icensed
after further trial period by diverse
bodies such as the JCPTGP.)

Further information. Available from
all literature (especially non-medical),
some vocational training half-day re-
lease schemes; rarely available in the
Halls of CME.

FROM THE FACULTIES

Meeting the community health
councils
Dr David Murfin, a general practitioner from Ammanford, describes how
the South West Wales Faculty has recently started to increase local
contacts with community health councils (CHCs). The College has been
enthusiastic for local faculties to improve activities in the field of public
liaison.' This was their attempt at a local level.

THE South West Wales Faculty has
held a public meeting for a number

of years.2 A letter was sent to every
CHC Secretary in the geographical
area of the Faculty. Enthusiasm for
contact was not universal amongst
members of the Faculty Board. Some
doctors showed antipathy towards
CHCs. Some members claimed that

judgements and decisions by the CHCs
had sometimes worked against the best
interests of patients. During the seven-
ties there was a protracted battle
against the fluoridation of water in
West Glamorgan-this was a strong
CHC stance. They also seemed to win
against the medical establishment.

Following this debate it was decided

not to copy the College centrally by
trying to set up a steering committee.
Rather, it was thought sufficient in-
itially to write to CHCs and see what
happened. As a result of the letter, the
secretary received a reply from all six
CHCs, including two invitations to ad-
dress them on future dates. With the
permission of the Faculty, I met the
CHCs at Bridgend and Carmarthen.

The meeting
I ventured forth with a certain degree
of anxiety. My first aim was to outline
the activities of the College. I had been
impressed by a recent speech by Dr
John Lawson, President of the College,
at our recent Faculty Annual Dinner.
He had stated that it had been his
experience that many bodies whom he
had been asked to address knew little
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about primary care, and that this unfor-
tunate lack of knowledge was in evi-
dence even in the major committees
concerned with health care. I decided
to inform the CHC about the basic
structure of general practice, the re-
cent changes in training, the successes
of the College and its aims.
The next part of the presentation

concerned possibilities for patient con-
tacts. The subject has been central to
College policy for a number of years.
Much recent thinking is based on Prit-
chard's work.3 The Faculty had pre-
viously invited a secretary of one of
the CHCs to address an educational
meeting on its role, so we had knowl-
edge of CHC activities.

Health councils' reaction
The reception was a welcoming one,
without any suggestion of antagonism.
There was some interest in the number
of general practitioner members of the
College. The CHCs were quick to sug-
gest that College members were still a
minority group. They were concerned
about embarrassing rivalry amongst
general practitioners. I defended our
aims and said that we had to try to
improve standards of care even if at
times this appeared provocative.
Members of the CHC welcomed the

development of training in general
practice. The input of patients'
thoughts into the systematic teaching
on the half-day release course on gen-
eral practitioner training is very
small-an anomaly which needs future
discussion.
The CHCs are democratically elect-

ed bodies with a wide range of poten-
tial contacts. Many doctors view CHCs
as the oxygen which ignites the flame
of complainants about the service they
have received, but handling com-
plaints is only a very small part of the
wide range of CHC activities.
The CHCs were sensitive to pressure

faced by doctors to prescribe-but
they felt that doctors underestimate
their patients' expectations for advice
rather than medication.

Each Faculty will have different
opinions as to how patient liaison may
be tackled. Improved liaison with
patient groups is synonymous with im-
provement in health care, and our Fac-
ulty is trying to recognize the fact.
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INTERNATIONAL NEWS

31st SIMG International Congress
The International Congress on General Practice is organized by the
Societas Internationalis Medicinae Generalis (SIMG). Dr D. R. Hannay
reports on their 31 st congress held last September in Klagenfurt, where the
SIMG now have a permanent office run by Dr Gottfried Heller the
congress director. The SIMG was founded in 1959, mainly by family
doctors in Austria and Germany, but has since grown to include all the
countries of Europe both East and West.
THE aim of SIMG is to provide a

scientific basis for general prac-
titioners in Europe, and as such it en-
courages research and teaching at both
undergraduate and postgraduate lev-
els. The annual congresses act as a
forum for the exchange of ideas and in
addition, specific workshops are held
in various European countries. There is
one in May this year in Belgium ogan-
ized by the President of the SIMG,
Professor Rene de Smet.

Evening festivities
Klagenfurt is in the south of Austria
and lies on the shores of the Worther
See-a beautiful inland lake in a popu-
lar tourist part of the country. Fortu-
nately tourism in Austria does not
mean the destruction of local charac-
ter, and planning controls have insured
that the area preserves its visual attrac-
tion at the same time as providing
excellent amenities. Delegates were
accommodated in a number of hotels
round the lake. Ours was run by a
family and provided good accommo-
dation and food, and there was bathing
in the lake at the bottom of the garden.
Several of the UK delegates were ac-
commodated in this hotel which be-
came something of a centre for
evening festivities such as lively sing-
songs. Most of the songs were English
but were accompanied on the guitar by
Dr Vagn-Hansen from Denmark as-
sisted by his talented daughters.

Conference themes
Conference facilities were excellent at
the University of Educational Science
in Klagenfurt, which could be reached
by a pleasant ride on hired bicycles
along the lake side. For the first three
days,. the conference language was
German, but it is surprising how much
can be understood from memories of
school and familiarity with medical
terms. The themes for these days were:
allergies in general practice, the house
call and the holistic approach to the
patient. Simultaneous translations in
English, French and German were pro-
vided for the last three days on: re-
search in general practice, health for
all by the year 2000 and problems of
minority communities. The papers on
research included one on general prac-
tice contraceptive services in the Neth-
erlands, a report from the RCGP oral
contraceptive study and research on
the after-effects of sterilization in
women by Dr Alistair Wright from
Scotland. There were also papers on
the quality of life from France, heart
disease and hypertension from Ger-
many and an interesting analysis of
investigations in general practice by Dr
Voljc from Yugoslavia.

Salaried service
'Health for all by the year 2000' was
introduced by the ubiquitous Hannu
Vuori of the WHO. The implications of
what he was saying, particularly in

Klagenfurt on the Worther See
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