
Letters

Royal Army Medical Corps' in February
1982 in time for at least one regimental
medical officer to pass it to his comman-
ding officer who studied it carefully
before embarking for the Falkland
Islands. It was clear from talking to
regimental medical officers afterwards
that they understood the problem.2

Price's article (quoted by Jones and
Lovell) appeared in June 1984.2 (Inciden-
tally, Price wrote 'No Royal Army Medical
Corps psychiatrists were invited to the
Falklands' In fact two full teams were
standing by.) In a letter to the Journal of
the RAMC3 Lt Col Brown reported in
1984 that in the course of a survey on
noise induced hearing loss he had inter-
viewed 184 Welsh Guardsmen who had
been on board LSL Sir Galahad during
the bombing of 8 June 1982. He enquired
about jitteriness, inability to concentrate
lasting more than 24 hours, and noticeable
sleep disturbance. Sixteen uninjured men
experienced such symptoms.
Army doctors were reminded of delayed

post-traumatic stress disorder by two fur-
ther publications by the same Journal on
Australian Vietnam veterans4 and on
Israeli veterans.5 Clearly there is abun-
dant awareness.

Thrning to treatment in the military set-
ting, far from being discouraged, grief was
expressed openly in the South Atlantic,
and there are several reports of groups of
men weeping freely, thus assisting the nor-
mal resolution of grief. The three cases
quoted by the author 'found it impossi-
ble to report emotional distress to a ser-
vice doctor' (but one of them also 'would
not attend a civilian clinic'). Could this be
not just a barrier to relief of their distress
but also a manifestation of it, namely
their estrangement, detachment and ac-
tive avoidance of situations that arouse
painful memories: classical features of
post-traumatic stress disorder? Certainly
other servicemen have not been inhibited
by such difficulties. This was
demonstrated most recently in the course
of following up all servicemen (and
dependents for whom the Army is respon-
sible) who were caught up in the
Zeebrugge disaster to ensure that help was
available to them. One or two had already
been referred to the psychiatric service.
Another robust young man had reported
to his regimental medical officer with
acute symptoms. With the help of his doc-
tor, who saw him daily, and his regiment,
he recovered in a week.
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Patterns of work in general
practice
Sir,
The paper by Armstrong and Griffin
(June Journal, p.264) is a welcome addi-
tion to the considerable body of evidence
on consultation workload and patterns of
care. It is a pity, however, that the authors
did not discuss their material in the con-
text of other studies or discuss the im-
plications of their findings.

General practitioners in Bromley cer-
tainly seem to have a higher consultation
rate than their colleagues in Manchester.'
The Manchester figure of 3.0 compares
with 3.2 reported by the 1971-72 national
morbidity study and 3.4 by the 1981-82
survey.2'3 Although Armstrong and Grif-
fin do not provide an overall consultation
rate, it would seem to be close to the na-
tional morbidity survey figure for
1981-82. These apparently small dif-
ferences in consultation rates are impor-
tant. A difference of 0.4 is equivalent to
800 consultations per year for 2000 pa-
tients. Patterns of care also differed so
that the Bromley general practitioners
recorded a prescribing rate of 61% and a
rate of requests for pathology tests of
5.2%, compared with 72% and 4.5%
respectively for Manchester general prac-
titioners.' Although the Bromley results
were extrapolated from one week in
March, our own analyses of seasonal
variation suggest that this would not have
much effect on the number of consulta-
tions recorded.4 Variations between
general practitioners practising in different
areas are of concern because of the im-
plications for quality of care, workload
and costs. Acheson has highlighted this
with respect to referrals to hospital.5
The Bromley data show relatively little

association between doctor characteristics
and patterns of care, but the authors do
not elaborate on the significance of these
findings. The same is true with respect to
their exploration of the relationship bet-
ween different aspects of care. No ex-

planation is offered as to why there should
be a relationship between prescribing and
home visits or requests for X-rays. There
seems to be a danger in general practice
research of measuring that which is most
easily measurable without considering
what it might in reality represent.
The authors' comparisons of their fin-

dings with our data show that, despite the
overall higher consultation workload
borne by Bromley general practitioners,
the relationship with list size almost ex-
actly parallels the findings of the Man-
chester study. The similarity is quite
remarkable. We drew the conclusion that,
on the basis of consultation rates and con-
sultation time, there were grounds for
reducing average lists below 2500, but that
reducing lists below the present 2100
would not give patients more consultation
time. Although Armstrong and Griffin do
not have the same data, the similarity in
the relationship between list size and con-
sultation rates seems to support our view.
Indeed general practitioners in their study
with lists between 2001 and 2250 had a
markedly higher consultation rate than
those with lists between 1751 and 2000.
If cross-sectional data of this sort provide
at least some indication of the likely ef-
fect of changes in list size, the evidence
suggests that a reduction in the present
average list would result simply in a reduc-
tion in the consultation workload rather
than an increase in the number of con-
sultations available for each patient or the
amount of consultation time.
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