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advise a mother who has a baby aged two
months and wishes to discuss pertussis
immunization if both she and her daughter
aged five years suffer from idiopathic
epilepsy?
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Urinary tract infection in
children

Sir,
In their letter, Kinmonth and Smellie state
that further studies are required to deter-
mine the proportion of children with urin-
ary tract infection at risk of renal damage
(April Journal, p.219). I recently reviewed
all cases of bacteriologically proven urin-
ary tract infection in children aged under
seven years on my personal list of approx-
imately 2500 patients, occurring between
1989 and 1994. There were 16 cases (12
females and four males), with ages rang-
ing from four weeks to six years. All were
investigated by urinary tract imaging
through direct access to the Imaging
Department of the Luton and Dunstable
Hospital. Abnormalities were found in
50% of the children (six females and two
males). Vesico-ureteric reflux was found
in two (12.5%), ureteric and/or pelvic-
calyceal dilatation in four (25%) and scar-
ring in six (37.5%). All were managed
conservatively, and in none was paediatric
referral considered necessary. Manage-
ment included prophylaxis with antibiotics
(the duration of which depended on the
nature of the abnormality), regular culture
of the urine, and repeat imaging as appro-
priate to detect renal growth, new scars,
and the persistence of cessation of reflux.
The aim of management is to prevent
avoidable renal damage and renal failure.

DARRYL TANT

The Surgery
37 Castle Street
Luton
Bedfordshire LU1 3AG

Complementary medicine
a definition

Sir,
Medical professionals seem to talk more
and more about complementary medicine
these days, for example as in Paterson and
Peacock's recent paper (May Journal,
p.255), but what is really meant by the
term? The abundance of publications on
the subject sharply contrasts with the lack
of a valid definition; this would account
for the excessively large number of thera-
pies (more than 100) falling under the
umbrella term and for the fact that com-
plementary medicine is more than just
treatment. Exclusive negative definitions
are prevalent, for example 'diagnosis,
therapy and preventive procedures exclud-
ed from mainstream medicine" or 'a sys-
tem of health care which lies for the most
part outside the mainstream of conven-
tional medicine'.2 However, an inclusive,
positive approach, not defining what com-
plementary medicine does not represent
but what it actually means, would clearly
be more constructive.

During a series of six staff meetings we
(seven complementary health care profes-
sionals with medical and non-medical
backgrounds) have attempted to define
complementary medicine in this way.
There were long, sometimes fascinating,
discussions in which the four non-medical
professionals (a herbalist, an acupunctur-
ist, a chemist and a clinical psychologist)
often deviated from the views of the med-
ical professionals.

In spite of these difficulties, a consen-
sus definition was finally found: comple-
mentary medicine is diagnosis, treatment
and/or prevention which complements
mainstream medicine by contributing to a
common whole, by satisfying a demand
not met by orthodoxy or by diversifying
the conceptual frameworks of medicine.
We hope that this presents a step for-

ward and will gradually phase out nonsens-
ical definitions of complementary medi-
cine3'4 that so often obstruct our thinking.
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Teenage sexual health

Sir,
In defence of their belief that contracep-
tion provision and sex education at school
do not increase teenage sexual activity,
Jacobson and Wilkinson state 'there are
several studies and reviews... which
strongly suggest that no such increase
occurs' (letter, May Journal, p.271).
However, they cite only one such actual
study,' from 1985, and fail to mention that
it was commissioned by the Alan
Guttmacher Institute, a wing of the
International Planned Parenthood
Federation which is heavily involved
financially in the marketing and provision
of contraceptives.
A recent review indicates that simply

making contraceptives more readily avail-
able is associated with an increase in sex-
ual activity in those aged under 16 years,
and that sensitive abstinence education
programmes are associated with a
decrease in sexual activity.2

Jacobson and Wilkinson also refer to a
conference which reported Dutch teenage
pregnancy rates seven times lower than in
the United Kingdom for all teenagers and
11 times lower for those aged under 16
years.3 Their claim that these rates can
only be attributable to 'successful contra-
ception provision and sex education' is
untenable. If that is so, why are the differ-
ential rates better for younger teenagers?
Are we to believe that a 13-year-old is
more proficient than an 18-year-old at
putting on a condom or remembering to
take a pill? I also attended the conference
at which these data were presented, and
the speaker pointed out that the greater
differential rates for younger teenagers
necessitated an explanation other than just
contraception and sex education provi-
sion.

Finally, Jacobson and Wilkinson imply
that those who disagree with their view
automatically tend to be judgemental with
sexually active teenagers. Well they may
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be, just as non-smoking doctors may be
judgemental with teenagers who smoke.
Speaking for myself, however, I have the
utmost respect and empathy for young
teenagers coping with the relentless media
and peer pressure to engage in sex at the
earliest possible opportunity. I do not
believe, however, on the evidence avail-
able, that simply giving them a packet of
condoms or contraceptive pills is always
the healthiest response that I, as a doctor,
can make.

TREVOR STAMMERS

The Church Lane Practice
2 Church Lane
Merton Park
London SW19 3NY
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GPs' low morale

Sir,
I was interested to read the letter from
David Kernick outlining his analysis of
the reasons behind low morale in the pro-
fession (letter, August Journal. p.445). I
would like to reassure Dr Kemick and our
other members that the Royal College of
General Practitioners is actively involved
in identifying ways of improving this situ-
ation.
The RCGP's two stress fellows are

beginning to tease out the various issues
and are looking at ways of dealing effec-
tively with stress and morale in general
practice. Both are currently engaged in
visiting faculties to speak at conferences
and meetings, and to talk through the vari-
ous issues with members at grass roots
level. In addition, the RCGP is currently
undertaking a number of projects suggest-
ed by the Revaluing general practice
report. The Department of Health has
been helpful in funding this activity.
There is currently out for discussion

among our members a consultative docu-
ment on 'the nature of general medical
practice'. This report was produced by a
working party chaired by Professor Nigel
Stott and seeks to address the role of the

general practitioner. Further work is
beginning on looking at how the profes-
sion can take a leading role in shaping the
future of general practice and primary care
- a task which we hope will involve fac-
ulties and ordinary members as well as the
council of the RCGP.

BILL REITH

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

Art of communication

Sir,
Two years ago I was preparing for the
examination for membership of the Royal
College of General Practitioners. I now
live in Carauari, a town of up to 30 000
inhabitants on the banks of the Rio Jurua
in the state of Amazonas, Brazil. My hus-
band (a fellow general practitioner) and I
came out here a year ago with the United
Nations Association of International
Service. After two months of Portuguese
lessons and two brief hospital attachments
in Manaus we arrived in Carauari.
When we left Manaus I was pleased

with my language skills but I was about to
receive a shock: many of the patients we
encountered had never heard a foreign
accent, and they used a dialect based on
that of the local Indians. In consultations I
listened to strings of words I did not
understand until I recognized a single
word which I then pursued like a hound
chasing a hare.
My questions of 'What do you think is

causing that?' were met by shrugs and
'It's you who knows, doctor.' People here
like having injections and consider treat-
ment inferior if it does not include at least
one intramuscular dose of an antibiotic
and a handful of vitamin pills. The latter
are bought from pharmacies which
encourage such beliefs for obvious finan-
cial reasons. The appreciation of the psy-
chological effects of mental health are
limited, to say the least. Somatization is
common, with utter denial of any cause
other than a physical one.
Our experiences have been rich and

varied. Only after a couple of months did
we discover that the phrase we had been
using to tell people to go away and rest
actually meant to go and have a baby.
Nine months later we are experiencing the
fruits of our earlier advice. Communica-
tion problems have also arisen during
neurological examinations. Such examina-

tions can be complicated enough in
English but in poorly spoken Portuguese
they are even more confusing for the
patient. On asking a man to put his finger
on his nose to check for 'past pointing' he
promptly started picking his nostril (much
to his daughter's disgust).

At times, the frustration with communi-
cation is immeasurable. Once, a woman
came to consult me. I remembered the
woman from the month before when she
had been in hospital to have her eighth
child. I do not often make spot diagnoses
but her slow gait, lack of facial expression
and loss of weight struck me immediately
as the characteristics of depression. I
longed to be able to explore what she was
feeling but, with my limited language, my
questions sounded brusque.
With such limitations in our verbal

communication skills the importance of
non-verbal communication has become
great. One of the hardest tasks is to break
bad news. Finding the words in one's
mother tongue to say to the parents of a
premature baby that their first cherished
child is unlikely to survive is a challenge,
but in a non-fluent second tongue it makes
one feel inadequate. We have found that
we are now more likely to touch our
patients; this is something that our local
colleagues would never do. A number of
people have commented on how much
more accepted they feel because of the
physical contact we make.
As our patients become more open, we

have in turn learnt more about their cul-
ture. Once, a mother was admitted to hos-
pital with a threatened miscarriage. Even-
tually, after much exploring I discovered
why she was so tense: her aunt had told
her that the bleeding was a sign that she
had a 'beast' rather than a baby growing
inside her. This knowledge has helped me
to reassure a number of subsequent
patients in a similar position.

I hope that on our return to the United
Kingdom and the start of work in general
practice we will not forget the lessons we
have learnt here. As doctors we are in a
privileged position to discuss with patients
matters which are highly personal. At
times, we become so preoccupied with
searching for a diagnosis that we forget
the communication skills that we learnt in
our earliest days of childhood. I hope that
by keeping hold of our humanity, our eyes
remain open to see our patients as whole
people.

DAVID WILLLAMS
JACQUIE WILLLAMS

Unidade Mista da Sesau
Carauari-am
Brazil
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