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a tremendous variety of delicious dishes
which can be prepared while still adher-
ing to the reduced fat and increased fibre
diet advocated by the National Advisory
Committee on Nutrition Education
(NACNE) and COMA. These reports pro-
hibit no foods but do suggest sensible
modifications to our diet.

In one sense he is correct to say that the
people of this country have never before
been so well fed or so healthy. But it is
clear that for some time we have been
overdoing it. Obesity is a far more impor-
tant nutritional problem than anorexia
and there are 180 000 deaths per annum
from coronary heart disease, many if not
all of these being premature. One man in
four develops symptoms or dies from the
results of atherosclerosis before the age of
65 years. Dr Passmore says that the risk
of coronary heart disease rises very little
until a threshold level of plasma
cholesterol of 5.4 mM is reached, but
admits that most cases occur below this
level. In countries where the mean
cholesterol level of adults is below ours,
the coronary heart disease rate is also
lower. I recently visited Japan which has
a decreasing age-adjusted coronary heart
disease mortality rate running at a level
about one-eighth of ours, despite a high
prevalence of hypertension, heavy smok-
ing, no more exercise and just as much
stress as we have. The fat energy content
of their diet is 25%7o while ours is about
40%o. The ratio of polyunsaturated to
saturated fatty acids in the Japanese diet
is about 1.0 (because of the high content
of fruit, vegetables, beans and fish) while
ours is about 0.28. To me this seems to in-
dicate that there is something in the
diet/heart hypothesis and that perhaps
dietary factors and lipid metabolism are
at the bottom of the coronary heart
disease story. No one suggests that we
should immediately go over to eating raw
fish washed down with sake. There are
perfectly 'British' ways of achieving the
modest goals of NACNE, though there
are many wonderful recipes from Asia and
the Mediterannean to choose from as well.
Countries which have adopted program-
mes along the lines suggested have reaped
the benefit. The United States of America,
Canada, Australia and Finland, formerly
world leaders in the coronary heart disease
stakes, now have rapidly declining cor-
onary rates while ours remains stable at
the top of the league.
Dr Passmore's words about alcohol are

wise I am sure. The oldest man in the
world (very cheerful at 122 years -and
Japanese of course!) when advised by his

doctor to give up alcohol on health
grounds at the age of 106 years, appar-
ently refused, saying that life would not
be worth living without it!

NICOLAS REA
Kentish Town Health Centre
2 Bartholomew Road
London NW5 2AJ

Sir,
It was with a growing sense of alarm that
I read the article on food propagandists
by Dr R. Passmore (August Journal,
pp.387-389). I feel that Dr Passmore has
fallen into the trap of equating a lack of
scientific proof that a substance does not
cause harm to the human organism with
giving it a clean bill of health even if
qualified by the phrase 'taken in
moderation'.
Over the last 50 years the food and

agriculture business has changed the in-
gredients of our diet beyond recognition.
There are more chemicals involved in the
growing, collection, preservation and pro-
cessing of foods in use today than in the
whole of the history of mankind. It is well
known that the effects of one and possibly
even two substances can be traced through
the body, but when there is a combina-
tion of three or more substances it is quite
impossible to measure the effect that they
may have synergistically. We have 3000
allowed additives in this country. They
have been passed as being safe, but only
in isolation have they been tested on
animal systems.
Much of the concern about diet these

days is linked to prevention rather than
cure. It seems naive for Dr Passmore to
end his article by stating 'if you enjoy your
food then in all probability you are in
good health'. It is perfectly possible to be
enjoying one's food and to be dead from
a massive coronary occulsion the next day.
While there are probably many factors in-
volved in this event, there is little doubt
in my mind that nutritional factors play
a large part. It is in the hope of prevent-
ing serious diseases such as cardiovascular
disease, rheumatic disease and gastro-
intestinal disease, with their high demands
on the National Health Service, that I
support attempts to modify the diet of the
population of this country. If we can live
on cheaper and healthier diets then I think
we should. There is certainly no evidence
to suggest that these attempts do not help
and that the practicalities of setting up
controlled trials are so enormous as not
to be feasible.
While recognizing the fact that a

trophophobia can occur, I think it is a

small price to pay if more information
about diet will lead to a generally healthier
population in this country.

A.H. LOCKIE
4 Waterden Road
Guildford
Surrey
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Dr Passmore replies
Sir,
Our foods are now so good and so cheap
and readily available that many of us eat
too much of them. The two COMA Com-
mittees on Dietary and Cardiovascular
Disease agreed in concluding that our
health might be better if collectively we
ate less fat. I was on the first committee
and agree with Professor Mitchell, a
physician who was on both, when he said
at a meeting of the Nutrition Society:
'Once we have told our patients to stop
smoking, then as scientists and men of
common sense, we have a duty to keep our
mouths shut in terms of CHD [coronary
heart disease] prevention. " The NACNE
report goes far beyond science and com-
mon sense in recommending qualitative
changes in the nature of many foods that
we enjoy. In this respect it is propaganda.
Moderation in eating, in drinking and

in other activities that affect health can-
not be precisely defined. Each one of us
has to learn what constitutes moderation
for ourself. Health educationalists can
help in this, but only if they keep within
the bounds of facts and are not carried
away by their enthusiasms.
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Spiritual healing and
general practice
Sir,
I was astonished to read in a letter that
the joint working party of the Churches
Council for Health and Healing with the
Royal College of General Practitioners
believes that one of the crucial matters
relevant to their discussions is that of
validation of spiritual healing (September
Journal, p.448). If to validate spiritual
healing means to try to answer the ques-
tion: 'Is spiritual healing an effective
method of treatment?' then they are

34 Journal of the Royal College of General Practitioners, January 1986



Letters

bound to fail, like others before them. It
is inappropriate to apply scientific method
(implied by the term 'validate') to spiritual
matters because, although the ability to
recognize spiritual concepts, such as
goodness, truth, beauty and love, is what
sets man apart from other animals, they
cannot be measured.

Spiritual healing is but one application
of intercessory prayer; the results of such
prayer can be seen only by the eye of faith.
I believe this to be the principal difficulty
but it is worth noting that it is never
possible to isolate the method of treat-
ment by spiritual healing from other
forms of treatment, particularly medical
intervention, nor to produce controls, nor
to define sufficiently explicitly the objec-
tives of spiritual healing; they involve
more than the restoration of diseased
tissues.

G.R.M. SICHEL
115 Upper Grosvenor Road
Tinbridge Wells
Kent TNl 2EA

Alternative medicine
Sir,
As I started to read Charles Freer's
editorial (October Journal, pp.459-460)
my heart sank. It seemed to be another
attempt to justify conventional medicine
and to put alternative medicine in its
place, but in the last paragraph all was put
right and I was able to have optimism for
the future.
Most medically qualified alternative

practitioners do not see their therapies as
an alternative to conventional medicine,
merely complimentary. What alternative
practitioner would try and treat myx-
oedema without replacement therapy, or
acute appendicitis -without surgery? Many
conventional practitioners who have been
in practice for some time become aware
of the inadequacies of what they are able
to offer. Who has not found frustration
with the self-employed man with backache
desperate to get back to work but who
does not respond to rest and analgesia?

It is right to point out that the holistic
approach is not peculiar to alternative
medicine; there are many truly holistic
conventional practitioners and many
unholistic alternative practitioners. I
would suggest, though, that it is much
easier to take a holistic approach when us-
ing many alternative therapies. To take a
full homoeopathic history, for example,
necessitates at least a glimpse of the whole
person.
Most general practitioners would, I

imagine, like more time in which to see
their patients. The health care of the
country could not conceivably be done if
the NHS doctors were to give the time that

alternative practitioners are able to give
to their patients.
The public wants a wider approach to

healing and this includes alternative
medicine. At the present time the medical
profession does not provide sufficient
practitioners practising these skills to
satisfy the need. The need is being met by
lay practitioners, but is this what the
medical profession wants?
Having spent almost 20 years doing

general practice within the NHS, and one
year doing mainly homoeopathy and
acupuncture privately outside the NHS,
I can see the advantages and disadvan-
tages of both systems and approaches. I
believe both can learn a lot from each
other. Alternative therapies can indeed
compliment and broaden our clinical
skills, and greatly increase the satisfaction
of the practitioner. Perhaps the medical
profession has to decide if it wants to em-
brace different approaches to healing and,
if it does, who is going to practise them,
and whether as part of the primary health
care team or outside it. I suggest that there
are many advantages to both doctor and
patient if alternative medicine is practised
within the primary health care team.

M.TW. HART
Cheriton House
Mill Street
Houghton
Cambs PE17 2AZ

Sir,
I applaud the idea that future primary
health care teams should include com-
plementary practitioners (October Jour-
nal, pp.459-460) whose work should be
available to all members of the communi-
ty, irrespective of financial status. But un-
til that day, work in improving com-
munications should take place between
doctors, complementary practitioners and
the patient. The doctors should endeavour
to acquaint themselves with the non-
orthodox techniques so that optimal use
can be made of such services.
The complementary practitioners must

put their own houses in order and, by feel-
ing more secure in their position in health
care, break down the alternative 'barrier' .
The patient should be invited to discuss

his treatment holistically, but with the
knowledge that he must be prepared to
take responsibility for his illness, with the
understanding that the quality of his life
can be improved by a concerted effort bet-
ween both practitioner and patient.

C.R. PAGE
The Health Centre
Stock Road
Billericay
Essex CMl2 OBJ

Developing family practice
in Kuwait
Sir,
I was most interested to read the article
'Developing family practice in Kuwait -
a summary of progress to date', by Pro-
fessor Fraser in the news and reports sec-
tion (October Journal, pp.500-501).
When Kuwait decided to develop its

primary care system, it approached the
Royal College of General Practitioners for
advice. Following the visit of the Presi-
dent, Dr John Lawson, and Dr Alastair
Donald to Kuwait, they undertook to pro-
duce a United Kingdom based training
scheme for young Kuwaiti doctors, whose
career intention was in primary care.

In Edinburgh during the last few years,
we had been involved with overseas
doctors in a variety of different ways. Pro-
fessor John Howie and myself have been
involved with the health service of the
Ministry of Defence and Aviation in
Saudia Arabia. I visited Kuwait with Pro-
fessor John Walker in connection with the
development of appropriate assessment
for the Diploma in Family Practice. We
have also been running short courses in
Medical English for overseas doctors in
association with the Institute for Applied
Language Studies and the Edinburgh
Postgraduate Board for Medicine. So it
was not altogether surprising that the
Royal College of General Practitioners
turned to us to help develop this scheme,
and we were invited to design a special in-
troductory course to meet the needs of
these young Kuwaiti doctors planning to
enter primary care.
The problem was that though these

doctors were graduating from English-
medium Arab universities, they needed
help with their English language, in addi-
tion to an introduction to the concepts of
primary care. The Department of General
Practice and Institute for Applied
Language Studies combined to organize
a course to provide English teaching based
on primary care sources, plus individual
clinical attachments and tutorials in
primary care, so fulfilling the two objec-
tives simultaneously. This seems to be an
effective and stimulating way to improve
the English of foreign medical graduates.
With increasing interest in primary care
worldwide, this scheme could be
developed for more general application.

Britain is regarded as having the best
primary care system in the world, and so
it is understandable that overseas coun-
tries should turn to us for assistance. If
we want to continue our historic role in
medicine we need to take positive steps to
meet their needs.
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