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portantly, bringing greater consistency to national decisions on
educational matters.
The settlement regarding course organizers' pay and their in-

clusion in the regional postgraduate medical education struc-
ture, provides a unique opportunity to debate the future needs
of general practice education and the strategies necessary to meet
those needs.

JAMIE BAHRAMI
Regional adviser in general practice, Yorkshire
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Automated external defibrillation
SUDDEN death from a cardiac arrhythmia remains a leading

cause of death in the community. A lethal ventricular ar-
rhythmia, particularly ventricular fibrillation, is responsible for
the majority of such deaths. 1-3 Several reports have testified to
the effectiveness of defibrillation performed by general practi-
tioners;46 in one study over 40% of patients surviving cardiac
arrest went on to leave hospital.3 Recent advances in technology
have revolutionized the practice of defibrillation. It is timely to
review the way that recent developments may affect the general
practitioner.
The automated external defibrillator incorporates develop-

ments in electronics that make it a very different machine from
that which most doctors will remember from their hospital ex-
perience.7'8 Operation has been simplified; the only requirement
of the operator is to attach two adhesive electrodes to the chest
wall of the patient and to activate the machine by a single con-
trol. The electrodes serve the dual function of monitoring the
electrocardiograph and delivering the direct current shock. The
electrocardiograph is processed electronically and interpreted
automatically by the machine. If an arrhythmia responsive to
countershock (ventricular tachycardia or fibrillation) is present,
the device will charge itself to a predetermined level and advise
the operator that a shock is indicated. This is administered by
pressing a second control. Written instructions are provided on
a liquid crystal display screen and some models also incorporate
synthesized voices to instruct the operator.

These new defibrillators are accurate9"' and eliminate the
need for training in the complex skills of electrocardiograph
rhythm recognition. The simplicity of operation decreases the
time and expense of initial training and increases considerably
the range of personnel who can operate the defibrillator. It is
the automated external defibrillator that has enabled such rapid
introduction of defibrillators into the ambulance service; at pre-
sent every front line ambulance crew in the United Kingdom is
equipped and trained to use the defibrillator. Automated
defibrillators have also been used by lay personnel in a variety
of industrial and recreational environments and in the UK volun-
tary aid societies are now training their members to use the
automated external defibrillator.'2-17
One consequence of these developments is that many more

attempts are being made to resuscitate the victims of cardiac
arrest outside hospital and it is inevitable that general practi-
tioners will be involved with an increasing number of these. The
risk of cardiac arrest in acute myocardial infarction is greatest
in the early stages of the attack and the priority is clearly to

bring the defibrillator to the patient as quickly as possible. If
the general practitioner is unable to do this or if there is likely
to be a considerable delay in attending, it seems sensible for the
doctor (not the patient) to mobilize the ambulance service in-
itially and meet the ambulance crew at the scene as soon as possi-
ble. The doctor can then provide diagnostic skill and give intra-
venous opiate analgesia when appropriate; at least the defib-
rillator is present as soon as possible. Considerable success has
already been reported from Scotland where the automated ex-
ternal defibrillator is in universal use.'8"9

General practitioners provide the initial medical care for many
victims of myocardial infarction, a group of patients at high risk
of developing ventricular fibrillation. Approximately 5% of all
victims (perhaps 10 000 people in the UK each year) actually
experience a cardiac arrest in front of their general practitioner
(either in the surgery or at the patient's home).5'A The automa-
tion of several stages in the processes of defibrillation is an ad-
ditional advantage to the general practitioner who may initiate
resuscitation with only limited help available. A practice con-
templating the purchase of a defibrillator should consider the
automated external defibrillator; the cost is no greater than a
manual defibrillator. All practice partners can learn to use the
machine within a matter of hours regardless of previous ex-
perience, and the simplicity of operation reduces the need for
refresher training. Other members of the practice team, for ex-
ample nurses, might also learn to use the device. Most models
incorporate a control or pass card that will change the
defibrillator into the manual mode of a traditional defibrillator,
should this be preferred by individual practice members.
The automated external defibrillator has brought the prac-

tice of defibrillation within the capability of all medical and
paramedical personnel who care for patients outside hospital.
The ability to give life saving treatment is now easily available
to all general practitioners either by owning their own machine
or by working with the ambulance service. This chance to reduce
mortality from sudden cardiac death should be exploited
immediately.

M C COLQUHOUN
General practitioner, Malvern
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THE NUTRITION SOCIETY
The Nutrition Society is the major learned Society in the United Kingdom concerned with nutrition
and was established in 1941 'to advance the scientific study of nutrition and its application to the
maintenance of human and animal health'. It is a vibrant, energetic Society which has instigated
the 'Register of Accredited Nutritionists', the Report on 'UK Training in Nutrition' and other initia-
tives.

The Society has eight active 'special interest' groups, Clinical Metabolism and Nutrition Support,
Micronutrient, Nutrition and Health, Energy and Protein Metabolism, Nutrition and Behaviour
Reproduction and Growth Group, as well as an Irish and Scottish Group. The Society has a large
overseas membership whose interests are served through a task force for overseas members.

The Society holds a major meeting each summer at which the special interest groups hold a 'state
of the art' symposium. A limited number of smaller meetings are held throughout the year, some
are in conjunction with other learned societies.

Benefits of membership include:-

1. Regular mailing of notices giving full details of each meeting. Members will also receive a regular
news-sheet giving information on Society business and events in the Nutrition World.

2. The right to join as many interest groups as they wish at no extra cost.
3. The right to attend Symposia and other meetings organised by the Society at reduced cost. Symposia are

held each year on topics covering all branches of nutrition.
4. The right to present original communications at meetings. Abstracts of these communications (about 400

words) are published in the Proceedings of The Nutrition Society and are referenced by most abstracting
journals.

5. The Proceedings of The Nutrition Society, 3 issues p.a., is sent to all members. Its cost is borne by the
Annual Subscription, currently at £44. The British Journal of Nutrition, 6 issues at the reduced rate of
£31 p.a., to also include, free of charge, the Nutrition Research Reviews. Student membership at £10.
Other benefits also include various levels of retired members subscription and travel grants.

For further information please write to Dr R F Grimble, Honorary Secretary, The Nutrition Society,
10 Cambridge Court, 210 Shepherds Bush Road, London W6 7NJ.
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