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Helping asthma patients to
stop smoking
Sir,
The management of asthma has two basic
components, pharmacological and educational." 2 The pharmacological component
comprises ensuring that patients receive
appropriate medication, usually in the
form of inhalation therapy, and ensuring
that the most appropriate delivery system
is used.' The educational aspect usually
centres around ensuring correct and
appropriate use of inhaler devices, with
information also given regarding the
pathophysiology of the disease, the therapeutic effects of any medication prescribed, and general advice regarding
avoidance of trigger factors.2
Smoking is well recognized as a major
cause of respiratory morbidity and mortality. While smoking undoubtedly plays a
role in the pathophysiology of asthma,
there has been surprisingly little work to
measure this.3-6 There are no reliable figures for the number of asthma sufferers
who smoke, and whether interventions
aimed at decreasing smoking levels in this
group can improve control of asthma.
Between June and August 1993, asthma
sufferers in an inner city general practice
were surveyed regarding their smoking
habits. The practice is a five partner inner
city practice which has an asthma clinic
supervised by a practice nurse trained in
asthma management. The list size is 6788
patients. Using the practice computer, 258
asthma sufferers between the ages of 16
and 65 years were identified. The notes of
these patients were tagged and a simple
questionnaire inserted. These questionnaires were completed opportunistically
by the doctors or practice nurses. A total
of 110 questionnaires were completed
over a three-month period. Of the 110
respondents 35.5% admitted smoking
while 71 (64.5%) said they did not smoke.
Twenty five of the 39 smokers said they
would like to give up (64.1%). As a result
of this study, a stop smoking clinic was
instituted specifically aimed at asthma
sufferers. This was unsuccessful as only
one person agreed to attend the clinic. This
highlights the problems associated with
attempting to educate patients with chronic
respiratory disease to stop smoking.

If the number of asthma sufferers who
smoke really is in the region of 30%,
more education should be directed at getting people with asthma who smoke to
stop; and if a reduction in the number of
asthma sufferers who smoke could reduce
the need for medication, this would have
profound economic implications. Our
study, however, suggests that persuading
people with asthma to stop smoking will
not be easy.
D A FTMAURICE
C P BRADLEY
Department of General Practice
University of Birmingham
The Medical School, Edgbaston
Birmingham B 15 2T1
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Trainees' out of hours work
Sir,
Out of hours work and night visits remain
a major cause of concern among trainees
as well as principals in general practice.'
Informal discussion with trainees reveals
wide variation between training practices
in rotas and in support from trainers. In
the hope of promoting further debate a
postal survey was undertaken of
Leicestershire vocational training scheme
trainees in general practice in January
1994. The questionnaire comprised open
and closed questions, which sought information on practice arrangements, and
trainees' views and experiences. Of 25
trainees, 21 replied (84%).
Rotas ranged from being on call one
night in three to one in 13, or not at all,
with all but four trainees doing the same
rota as trainers. Two trainees claimed to be
doing more time and two trainees claimed
to be doing less time on call than their
trainers or practice partners. Twenty four
per cent of trainees were in practices
which used deputies to some extent,
including one practice which used them
for practice partners but not for the trainee.
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Of 21 trainers, 57% had never accompanied their trainees on night visits; 29%
had done so on the first night only. Of
trainees 71% felt they had gained valuable
experience and 76% were happy with
their out of hours commitment. However,
86% felt they should receive some form
of payment, as currently night visit fees
earned by trainees are paid to their practices.
The main priorities identified from this
survey are the need for standards to be set
for the proportion of out of hours work
done by trainees, and for the level of support trainees should be able to expect.
There was agreement among trainees that
this work represents valuable educational
experience and it would be encouraging to
see this acknowledged and developed by
the Royal College of General Practitioners. We would welcome any further
views from both trainees and trainers.
ELIZABETH GOYDER
BARBARA KNEALE
200 Fosse Road North
Leicester LE3 SET
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Stinging nettles for
osteoarthritis pain of the hip
Sir,
I would like to report a case of a patient
using stinging nettles (Urtica dioica) as a
treatment for pain from osteoarthritis of
the hip.
I saw the man at the end of April 1994
who had been complaining of pain over
the left hip joint for the previous six
months. This had made it difficult for him
to walk up hills and he had been unable to
ride a bicycle as previously. Apart from
that, he was a fit man for his 81 years of
age and still took part in local amateur
dramatics. I referred him for an x-ray of
his hip and prescribed ibuprofen tablets.
The x-ray showed definite osteoarthritis
and joint space narrowing. He returned to
see me in mid-July to inform me that the
prescribed tablets had been no help, but in
recent weeks he had been applying stinging nettle leaves to the region of his left
hip. It had produced a remarkable
improvement. In fact, he had been almost
free of pain for some weeks and now only
had to apply the stinging nettles every few
days. He was able to stand on either leg
and was riding his bicycle up to 10 miles
a day with no pain.
I have since spoken to an elderly
woman who for years has successfully
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