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problems to be more appropriate for a general practitioner to
manage; this difference did not quite reach significance (r =
0.09, z = 1.94, P = 0.052).

Discussion
The study was limited in its aims and in the size of study popula-
tion. Only members of the RCGP in Mersey Region were sent
questionnaires and the low response rate may have biased the
findings. The format of the questionnaire was original, and has
not been validated elsewhere.

Nevertheless, a picture emerged of a homogeneous group of
general practitioners with clear ideas about the boundaries of
their work. They considered appropriate the presentation and
management of a variety of physical problems, from acute condi-
tions through chronic diseases to terminal care, although minor
or self-limiting complaints were not considered appropriate.
Respondents were ambivalent about psychological topics;
although depression was rated highly on the specified topic list,
psychological topics were infrequently cited in general practi-
tioners' 'appropriate' topic lists. Social problems, housing diffi-
culties and welfare rights were all deemed inappropriate for pre-
sentation to and management by a general practitioner in general
practice.

Older respondents gave higher appropriateness ratings than
their younger colleagues, except in the area of health promotion.
The reasons for this have been explored elsewhere.8

It would appear to be incorrect to assume that the general prac-
titioners in this study were working to a biopsychosocial model
of health care. Their focus was strongly towards acute physical
illness, with some interest in psychological problems. This could
more accurately be categorized as a bio(psycho) model of health
care. It would be interesting to investigate whether rhetoric and
reality diverge to such an extent nationally and internationally.
An understanding of general practitioners' views of the limits of
their work may also be germane to the debate about the future
direction of primary care.9"10
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Doctors as patients
Lisinopril and garlic
A 53-year-old man had a persistently elevated blood pressure of
160/105 mmHg reduced to 135/90 mmHg on 15 mg lisinopril
daily. Despite knowing that his serum lipoproteins were within
normal limits he started taking garlic in the form of odourless gar-
lic oil capsules (Boots), 4 mg daily, at the same time as the lisino-
pril. After three days he became faint on standing, when his blood
pressure was 90/60 mmHg. A week after stopping taking the gar-
lic capsules his blood pressure reverted to 135/90 mmnHg. A sub-
sequent challenge with the same garlic oil preparation taken alone
did not lower his blood pressure.

Although the patient - me - knew of the effects of garlic on
blood lipids and coagulation, he had discounted reports of vasodi-
latation and blood pressure reduction." 2 He will in future try to
remember to ask his patients who develop drug side effects if they
are self medicating with garlic preparations.
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