
Letters

in the gerferal field who have been strug-
gling with their care. While the short term
effect is beneficial to patients and their
families, the longer term effects of such
intervention may provide for alternative
rather than complementary resources.

It is possible that the development of
palliative medicine as a distinct specialty
may add to this isolation, when it may be
most effective in drawing together those
involved, sharing skills and strengthening
the roles of those in primary care.
The nursing profession has benefited

greatly from the appointment of Mac-
millan nurses. These nurses must have had
community training and not only do they
readily understand the problems of district
nurse colleagues, they will also have
developed an understanding of the
changes in family dynamics that follow a
serious illness in the home. The major
components of the clinical nurse specialist
role are advanced clinical practice,
teaching, management and research.
These are closely mirrored by the activities
of the physician in palliative medicine.
Doctors training in palliative medicine
should have experience in general prac-
tice.2 Acceptance of such experience as
mandatory may encourage the develop-
ment of physicians in palliative medicine
who understand and support the general
practitioner's primary role, and who work
towards the management of terminal ill-
ness within the primary health care team.

Palliative medicine has come a long way
since 1967. Paradoxically, in order to
develop effectively in the future it must
be seen as a specialism that requires skills
that can be acquired by all. The general
practitioner and the district nurse must re-
main as the prime workers and any fur-
ther growth in hospice care should be
towards supporting those who already
deliver that care. The appointment of
physicians in palliative medicine could be
a major step in providing this support.
The Association for Palliative Medicine

has considered the problems of teaching
and training in palliative medicine and is
continuing to develop plans for the future.
The development of the post of physician
in palliative medicine should be guided by
aims similar to some of those outlined by
the Association for Palliative Medicine.
He or she should awaken and cultivate in-
terest in palliative medicine and be pro-
active in the education of other health
professionals. He or she should be aware
of, and investigate further, not only
physical and psychological but also social
and spiritual aspects of disease and should
further the understanding of these aspects
by appropriate research.
The development of a new medical role

in palliative care may be seen not as a

replacement for that of the hospice
medical director, which may be ap-
propriate in many situations, but as an
alternative where the needs of the com-
munity and of existing services demand.
The preparation for this role must,
however, be necessarily different from that
needed for the traditional role, demanding
the skills of community care alongside an
awareness of the special needs of dying
patients and their relatives, together with
an interest and understanding of educa-
tional requirements.
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Double standards for screening
Sir,
Double standards are being applied to
screening elderly people and surveillance
of children under the age of five years, as
experienced colleagues have pointed out
in the debate on paediatric assessment.'
Child health surveillance yields relatively
'few problems that need or are amenable
to medical management, is done well by
health visitors and better by parents, yet
has been the subject of prolonged cam-
paigning by general practitioners2 and is
now firmly embedded in the new contract
for general practitioners.

Assessment of elderly people, on the
other hand, is likely to find that one in
five of those aged 75 years and over have
some degree of depression, with 3%7 or so
having severe depression with a poor prog-
nosis unless adequately treated.3 Between
6% and 1207o of the elderly will show
some degree of dementia,4 and a large
minority of their carers will demonstrate
significant stress and strain.5 These two
groups of elderly patients overlap only
slightly, so that up to 30%o will have
psychiatric morbidity to some degree.

General practitioners underdiagnose
dementia6 and undertreat depression' in
elderly people, yet training in assessment
techniques is not part of the requirements
of the new contract and evaluated screen-
ing instruments have not been proposed
for use by other health workers. Worse still
is the temptation for overworked family
practitioner committees to offer their

general practitioners checklists for assess-
ment of elderly patients in which inade-
quate descriptions of pathological men-
tal states - aggression, confusion,
withdrawal - are buried among questions
relevant to community surveys of need but
inappropriate for case-finding and
problem-solving in general practice.

To ease workload elderly patients who
have been seen in the course of the year
by district nurses, a health visitor or their
general practitioner may well be counted
as already 'assessed', so that information
of dubious value may be collected on
those not seen, who may turn out to be
healthy members of the biological elite.
Significant but relatively small changes in
cognitive function heralding dementia and
impending decline in functional ability
may be overlooked in medical consulta-
tions about other problems, or by nurses
concentrating on immediate tasks, while
the somatic preoccupations of the elder-
ly depressive are overshadowed by their
all-to-real physical problems.

Checklists focus attention and are bet-
ter than neglect, but training in the use
of screening instruments and in diagnostic
techniques remains a necessity that the
new contract ignores. Is this the way to
overcome medical nihilism towards
psychiatric illness in the elderly, or to sup-
port the carers upon whom 'care in the
community' really depends?
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Screening elderly people
Sir,
In their timely paper on screening elder-
ly people in primary care (March Journal,
p.94) McEwan and colleagues observed 16
deaths among 151 patients in the test
group and 23 deaths among 146 in the
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