
Letters

AIDS, HIV and general
practice
Sir,
I welcomed the editorial on AIDS, HIV
and general practice (July Journal, p.289).
The point that the rarity of the acquired
immune deficiency syndrome (AIDS)
creates a false sense of security is most
important. The incidence graph of AIDS
is initially quite flat, very slowly increasing
over two or three years before suddenly
turning towards the vertical. In the early
stages of its epidemiology AIDS is all too
easily ignored, especially since varied
patterns of transmission of the disease in
different communities can encourage us
towards ostrich-like behaviour.

For the past 30 months I have been
working in Amsterdam and much can be
learnt from the Dutch experience. When
I first went to the Netherlands, in January
1985, AIDS was a novelty, something that
occurred among the homosexual
populations of the urban USA and was
unlikely to bother us in Dutch primary
care. Within a few months I was able to
find a general practitioner, with a practice
of some 2000 patients, to speak at a
continuing medical education meeting on
his experience of three cases of the
syndrome with one death. When I last
spoke to that doctor in February of this
year he was a very depressed man who had
experience of 11 young men with AIDS,
of whom seven had died. In the last
month I have seen seven cases.

In Amsterdam the incidence graph has
reached its turning point; it is only a
matter of time before the same thing
happens in the UK. General practice has
an enormous role to play but I am
increasingly concerned at our apparent
lack of preparedness.
The only way we can tackle the

epidemic is through education. We must
not be inhibited in this by lack of
knowledge - there is nothing like
teaching a subject as a means of learning.
Of course we need diagnostic skills, which
are difficult to learn while the disease is
still a rarity, but more particularly we need
to gain and disseminate knowledge and
understanding of the disease to both
colleagues and patients. A later role for
the general practitioner will be the support
and counselling of those waiting to die
from AIDS. Here again we need to modify
pejorative attitudes and use skills gained
from other fields of palliative care so
characteristic of good general practice.
As a matter of urgency I feel that we

should be organizing discussion meetings
by general practitioners for general
practitioners in order to prepare ourselves
for a situation similar to that in

Amsterdam. We should also be seeking
every opportunity to provide health
education about AIDS, in the surgery and
in our patients' homes. We should be
offering to speak at practices, schools,
clubs and women's institutes. The lives of
young people can be saved if they are
given the knowledge that leads them to
hesitate or use protection.
When shall we begin?

ROBIN HULL

Department of General Practice
Birmingham University Medical School
Birmingham B15 2TJ

Geriatrics and the MRCGP
examination
Sir,
Dr Janet Heyes is to be congratulated on
the reading list for the MRCGP examina-
tion compiled from a questionnaire sent
to successful candidates (July Journal,
p.316) and on her succinct advice to
candidates.

However, I was dismayed that the
reading list contained no book or journal
specifically on the care of the elderly in
general practice. Geriatrics and geron-
tology are growing subjects, affecting a
section of the population destined to
expand in coming years. It is commonly
believed that patients aged over 65 years
occupy 40%/ of a general practitioner's
time and it is therefore a paralogism that
Geriatric Medicine is not included in the
top 10 journals.
On a number of occasions I have drawn

attention to the paucity of questions on
geriatrics in the MRCGP exam, and noted
as an examiner how badly the first one to
be included, as late as 1980, was answered.
Indeed, the only mention of geriatrics in
the May 1987 papers was in the modified
essay question when the crisis of a 78-year-
old lady interrupts a surgery consultation.
It is this kind of clinical intervention that
makes the care of the elderly unpopular.
That books on gynaecology should be

included in the reading list is
understandable, but the reasons for the
inclusion of two books on obstetrics are
difficult to sustain. Even those with the
DRCOG will rarely undertake intrapar-
tum care.
No doubt, many of you may disagree

with my views. Before you do, let me ask
you a simple question. If you get it right,
I will accept that I may be wrong. A
75-year-old woman is rendered immobile
by a swollen inflamed knee. You withdraw
fluid which is reported as containing
polymorphs, and calcium pyrophosphate
dihydrate crystals. Your diagnosis is

pseudogout. Name four important
conditions which can be associated with
pseudogout.

M. KEITH THOMPSON

28 Steep Hill
Stanhope Road
Croydon CRO 5NS

Otitis media or externa?
Sir,
Studies in recent years into the problems
of managing earache in children all
appear to assume that earache must only
be caused by otitis media, and there is
much confusion over the pathology. Paul
Thomas in his letter (March Journal,
p.132) does 'accept that little is clear in the
mire of otitis media..: while Roger Jones
and John Bain in their reply (March
Journal, p.132) speak of 'the remaining
questions about the natural history and
optimum therapy of otitis media in
children'.

However, after 42 years experience of
otological examinations, including acute
clinical work in a hospital ear, nose and
throat department, aviation medicine and
general practice with a large paediatric
component, there is no doubt in my mind
that in general practice, the commonest
cause of earache in children is inflam-
mation of the lining of the external
auditory canal and not that of the middle
ear. But to determine this requires careful
and critical examination.
The external canal is contained within

the ear lobe (the concha), the bony canal
and the external surface of the tympanum.
It is these parts which are inflamed and
all symptoms and signs relate to them.
They are tender to touch, painful when
gently pulled for examination with an
otoscope and often itch. The canal is often
lined with discharge which can be seen to
pulsate in the light reflex. In middle ear
pathology, signs are often assumed;
certainly the external canal is not tender
to touch. Even the tympanic membrane
is different. In myringitis (or tympanitis)
of otitis externa, vessels can be seen
coursing from the upper bony canal over
the handle of the malleus, and round the
periphery of the tympanum (circum-
tympanic). In myringitis of otitis media,
the internal surface may be a dull red
colour except in effusion when no
inflammed vessels are visible; discharge
from the middle ear is associated with
perforation of the tympanum, and usually
with relief from pain.
These clinical details were given in my

paper published in the Journal' in 1976
which was written to express my confusion
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and dissatisfaction with explanations of
what I was finding. In my judgement,
these details do require recognition
especially if any large scale investigations
are planned into the differential diagnosis
and treatment of otitis whether of the
external or middle ear.
Many years ago, at a medical meeting

I asked a senior consultant paediatrician
from London if he saw many cases of
otitis externa. His answer was short 'There
is no such condition. After the meeting,
I was approached by an elderly general
practitioner who said 'He is wrong and
you are right'. This was adequate
stimulation for my continuing critical
approach.

JOHN PRICE

Little Orchard
Church Lane
Sidlesham
Chichester P020 7RH

Reference
1. Price J. Otitis externa in children. J R Coll

Gen Pract 1976; 26: 610-615.

Health promotion
Sir,
Derek Browne, writing on health promo-
tion (June Journal, p.274), argues that the
general practitioner should be in touch
with and support local district health pro-
motion departments.

For the past two years in Maidstone
there has been a programme of visits to
general practitioners by the health promo-
tion field worker and the specialist in
community medicine. The visits, made
once a year or more frequently if
necessary, are structured and aim to im-
prove dialogue between general practi-
tioners, the health authority, the health
promotion department and community
physicians; to provide a general forum for
discussion about health promotion; and
to allow the community physician to build
up knowledge of the interests of general
practices so that health promotion pro-
grammes are not designed in isolation.
The health promotion field worker is

responsible for increasing measles im-
munization rates and promoting the use
of fluoride supplements. During visits she
discusses immunization performance
statistics and helps to sort out ad-
ministrative problems between general
practitioners, nurses and the health
authority. She also encourages doctors
and nurses to continue providing fluoride
drops to mothers.
The specialist in community medicine

uses the visits to discuss a report on the
lifestyle and health habits of the popula-

tion. The community physician learns
about the organization and problems of
general practice and how practices have
developed screening and case finding
schemes. General practitioners hear of the
work of health promotion and the services
available.

All general practitioners have agreed to
a visit. A minority of general practitioners
have been suspicious and think that the
visits are an unnecessary encroachment on
their time but the majority have remark-
ed that the contacts are worthwhile.

VERNON HOCHULI

Maidstone Health Authority
Preston Hall
Maidstone
Kent ME20 7NJ

Serum theophylline
concentration in general
practice patients
Sir,
I read with dismay the letter by Dr Brown
(June Journal, p.273) on serum theophyl-
line concentration in general practice
patients.
The conclusion that general practi-

tioners prescribe theophylline in sub-
therapeutic doses because a considerable
number of patients would be unable to
tolerate a therapeutic dose is a startling
suggestion. Why are general practitioners
prescribing theophylline in homoeopathic
doses? Presumably we should not be
prescribing it at all.

I appreciate that a given dose of
theophylline can result in an unpredictable
and often subtherapeutic level in the
blood. But surely this only makes
monitoring more essential if the use of
theophylline is deemed desirable. I would
also argue that patients be on maximum
inhaler therapy before theophylline
therapy is considered.

D. O'BRIEN
Park Road Group Practice
363 Park Road
Liverpool L8 9RD

MRCGP modified essay
question
Sir,
As Convenor of the College Panel of Ex-
aminers I am sorry that the modified
essay question paper for the MRCGP ex-
amination should have been dragged in-
to an argument on promotion by drug
companies (June Journal, p.270). Miner-

va in the British Medical Journal did in-
deed comment that the plot of our May
1986 paper involved a patient bringing her
doctor some Dalmane and Microgynon 30
tablets for repeat prescription and
wondered what had happened to generic
prescribing.
The problem in the examination was a

very real one and concerned a surgeon's
daughter who appeared to be on inap-
propriate prescriptions and was presenting
to a new general practitioner requesting
more of the same. Dalmane must of
course have been obtained either on a
private prescription in the past, or even
from her doctor father, and the implica-
tions of this request from a patient who
ultimately turned out to have suffered
from a postpartum depressive illness were
considerable. The names of the drug com-
panies were not given on the examination
paper itself.

I wrote to the British Medical Journal
to point out that the question had to do
with the dispensation of what appeared
to be at first sight an inappropriate
prescription. I received a letter from
Minerva thanking me for my explanation
and expressing relief that he or she did not
have to answer such 'depressingly difficult
questions'

P.M.J. TOMBLESON

The Royal College of General Practitioners
14 Princes Gate
Hyde Park
London SW7 IPU

Tax relief on subscriptions
Sir,
From time to time the College receives en-
quiries from members, fellows and
associates of the College concerning the
eligibility of their subscriptions for tax
relief.

It may be of interest that the College
is listed in the Inland Revenue publication
Fees and subscriptions paid to profes-
sional bodies and learned societies section
192 ICTA 1970 (list 3) which has just been
published. The College appears on page
34 and in the event of difficulty with an
inspector of taxes this can be quoted. This
applies whether paying tax under
Schedule D or E.

If necessary copies of the relevant pages
can be obtained from the Finance Officer
at the College.

D.G. GARVIE
Royal College of General Practitioners
14 Princes Gate
Hyde Park
London SW7 lPU
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