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tance of their children's symptoms.
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The inflammatory cervical
cancer
Sir,
The paper by Kelly and Black on the in-
flammatory cervical smear (June Journal,
p.238) makes fascinating reading, since the
investigation of these smears in the com-
munity always presents a problem.

It would have been interesting, however,
to have had more details of their manage-
ment of chlamydia infection. It is not clear
if they treated only the infected women,
or ensured that their partners (and all
others in the chain of sexual contact) were
also investigated and treated. Unless an
infected woman is celibate at the time of
the smear, she will have a partner from
whom she caught the infection, or to
whom she has passed it on. Unless he too
is treated she will have been reinfected by
the time of her repeat smear. Were follow-
up chlamydia cultures performed?

Treatment with tetracycline in the
absence of proof of infection must sure-
ly be open to question, if only because
tetracycline is liable to provoke a further
infection with candida, and cause more
inflammation on the smear. If sexually
transmitted cervicitis is suspected but not
proven, it may be helpful to refer the cou-
ple to a department of genitourinary med-
icine, so that non-chlamydial non-specific
urethritis can be detected by the presence
of pus cells in the man's urethra and all
contacts traced and treated as necessary.
As the human immunodeficiency virus

epidemic spreads, our patients will
become increasingly concerned that the
presence of 'minor' sexually transmitted
diseases may mean that they have also
been exposed to far more dangerous
pathogens. They will demand accurate

diagnosis of infections, and blind treat-
ment may obscure an extremely important
medico-legal point.

LESLEY BACON
Department of Genitourinary Medicine
Homerton Hospital, Homerton Row
London E9 6SR

Sir,
Drs Kelly and Black (June Journal, p.238)
are to be thanked for their study which
complements larger community based
studies carried out before' and after2
theirs. I must, however, dissent strongly
from their hesitancy about whether to
treat a Chlamydia trachomatis infection,
which they justify by citing 'the potential
adverse effects of a lengthy course of
tetracycline therapy'
A week's course of tetracycline (prefer-

ably doxycycline), or of erythromycin if
the patient may be pregnant, is sufficient
to cure most chlamydial infections (Robin-
son AJ, manuscript in preparation), and
has a low incidence of side-effects. The
'blind' use of metronidazole which they
advocate is more likely to upset patients.
The male partner(s) will also need to be
treated, for their own benefit and to pre-
vent reinfection of the female. The doc-
tor who allows a proven chlamydial infec-
tion (probably asymptomatic) to persist
in a female patient is laying her open to
the risk of pelvic inflammatory disease
and infertility, and laying himself open to
a charge of negligence.
The authors are also uncommonly for-

tunate-in having facilities for diagnosis of
chlamydia, and for specimens to reach the
laboratory within three hours. Most
general practitioners with a patient in
whom a sexually transmitted infection is
suspected would do better to refer to a
department of genitourinary medicine,
which will offer their patient the advan-
tages of immediate microscopy, com-
prehensive testing for possible pathogens,
and discreet assistance in the tracing of
contacts. I write as a general practitioner
who is also a clinical assistant in
genitourinary medicine.

W E GRIFFITHS
3 Ormond Road
Richmond, Surrey TW1O 6TH
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Race, ethnicity and general
practice
Sir,
The editorial 'Race, ethnicity and general

practice by Ahmad and colleagues (June
Journal, p.223) highlighted some impor-
tant interactions between race and ethnici-
ty and general practice. However, certain
assertions were made which although they
may be true in the narrow context of the
United Kingdom are certainly not general-
ly true.
The concept of race is described in

negative terms but in other parts of the
world, particularly in central Europe and
Turkey, the perception of belonging to a
particular race may be something that a
person values. My experience is mainly in
the context of Turkey where belonging to
a certain race means that one has certain
group and personal values, and that one
conforms to certain cultural norms. This
is a far more powerful perception than
that defined by Ahmad and colleagues
where race is referred to in terms of
superiority and inferiority.
The problems of immigration in the UK

are presented as relating to the fact that
many of the immigrants in the post-war
period came from ex-colonies and were
therefore used to being of an inferior
status to British people. This may be a
contributory cause in the UK, but a very
similar situation pertains in Saudi Arabia,
where I and many of my colleagues have
experienced blatant racial, financial and
religious discrimination, and where
neither side has had a colonial relation-
ship with the other.

Discrimination in employment is also
referred to in the editorial. It is true that
many immigrants have come to the UK to
do jobs that the native British population
were unwilling to do. However, where
there has been a shortage of skilled labour,
immigrants have also filled jobs which are
highly regarded by the native population,
and where the income is significantly
above the mean for the country, such as
jobs in the nursing and medical profes-
sion. I would agree that within these pro-
fessions there has been discrimination
against immigrants, but in absolute terms
people coming into these jobs are better
off than many of the people of the native
population.

Having lived in five countries and hav-
ing experienced discrimination in at least
two of these countries, I realize that in a
rich, powerful community where there is
work which the native population does
not wish to do, workers are recruited from
a less dominant poorer community and
these people have a lower social, financial
and cultural status. I would agree with the
main thrust of the editorial that the care
of these people anywhere in the world
presents a challenge to the primary care
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services in that country. Perhaps it is
easier to define the problems of the com-
munities and the care that should be pro-
vided when these people can be identified
as recent immigrants or from a clearly dif-
ferent minority culture than when the
discrimination is built into a society (such
as that practised against the harijans in
India).

E MA1rIN
2 Goldington Road, Bedford MK40 3NG

Sir,
The quotation from David Hume -'I am
apt to suspect the negroes ... to be natural-
ly inferior to whites' - made me blush
for this flaw in the judgement of the great
Scottish empiricist. Paradoxically, Humes
scepticism was combined with extreme
credulity. Once an exasperated friend of
his is said to have expostulated 'Man
Davie! You'd believe anything, anything,
except in the Almighty!'

DAVID LIVINGSTONE

The Old School
Holehead, The Bailey
Newcastleton, Roxburghshire TD9 OTR

Introduction to psychosexual
medicine
Sir,
As the editor- of Introduction to
psychosexual medicine I have;read the
correspondence about it with great interest
(March Journal, p.126; June Journal,
p.263). Perhaps one or two points of fact
might clarify the arguments for your
readers.

Five of the 13 chapters were written by
general practitioners and one by a nurse.
Dr McDonald states that, it 'does not easi-
ly relate to the practicalities of their
[general practitioners] everyday practice
life! Yet the chapters are illustrated by
cases taken from the everyday practice life
of the authors.
The book describes a specific form of

psychosomatic medicine and is thus rele-
vant to the work of generalist doctors and
other health care professionals, notably
some nurses and physiotherapists. These
workers are licensed, and indeed expected,
to examine their patients physically, in-
cluding genitally, as part of their every-

day work. This licence confers respon-
sibilities and also offers opportunities for
care of the body and mind that is not
available to psychologists. The expecta-
tions of patients and the setting where
they choose to ask for help alter the work
that can be done.
The degree of unhappiness and ill

health caused by sexual problems is great,
and there is more than enough work for
everyone. Any busy general practitioner
will welcome the help and specific skills
offered by a psychologist. However, much
time and money will be wasted on un-
necessary visits and investigations if
general practitioners do not pick up the
clues in their own consultations, and use
the opportunities provided at that mo-
ment to explore the patient's problem.
Such a 'here and now' approach can save
time for the doctor in the long run, as well
as relieving much suffering.

RUTH SKRINE

Castanea House
Sham Castle Lane
Bath BA2 6JN

INFECTIOUS DISEASES UPDATE: AIDS

UK sex survey
To date, Alfred Kinsey's data on sexual
behaviour gathered in the late 1940s re-
main the most widely quoted. However,
in the era of the human immunodeficien-
cy virus (HIV) with an estimated 6.5
million infected individuals worldwide,
many such surveys are now being con-
ducted. In the UK a national study of sex-
ual attitudes and lifestyles1 surveying
20 000 persons at a cost of £900 000
should make its first results available
within two years. Once collected and
analysed the information will provide
knowledge of current sexual attitudes and
practices and should help to identify
specific areas which could be focussed on
by health campaigns.

Progression from HIV to
AIDS
The average time from infection with HIV
to the development of the acquired im-
mune deficiency syndrome (AIDS) is
more than eight years, with the upper limit
still undetermined. However, McLean and
colleagues2 describe a case which may
represent the most rapid progression to
severe HIV disease reported to date other
than in patients treated with immunosup-
pressive agents or infected by blood

transfusion. They describe a 35-year-old
homosexual who developed Pneumocystis
carinii pneumonia within four months of
an acute illness associated with
documented HIV seroconversion and
who, in spite of therapy with zidovudine,
died six months later.

Prophylaxis with zidovudine
after HIV exposure
The average risk of transmission of HIV
per episode of percutaneous exposure to
HIV infected blood is approximately
0.4%. Following such an exposure some
physicians and institutions are now offer-
ing zidovudine as prophylaxis.3 However,
at present data from animal and human
studies are inadequate to support or re-
ject the hypothesis that zidovudine may
be effective prophylaxis for those who
have been exposed to HIV occupational-
ly. As part of an ongoing open trial of
zidovudine prophylaxis, three people have
been enrolled following 'massive exposure
to HIV. TWo had broken/abraded skin ex-
posure to high concentrations of HIV and
so far remain seronegative (after three
months and 11 months, respectively). The
third case received an HIV infected blood
transfusion and was culture positive for
HIV four months after completing six
weeks of chemotherapy.

Needle and syringe exchange
It is now widely accepted that making
available needles and syringes to injecting
drug users is an important and effective
way of limiting the spread of HIV infec-
tion within and from this high risk group.
Thus, the general trend, particularly in
Europe, is towards establishing a wide
range of needle and syringe exchange
facilities. It is therefore astonishing that
in New York, a city which has more HIV
infected injecting drug users than any
other in the world, the exchange pro-
gramme, set up in 1988, has now been
closed down. Only 300 people enrolled in
the programme possibly because the ex-
change was sited opposite a criminal court
building thus discouraging many drug
users from attending.
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