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SUMMARY
Background. Doctors are called upon to treat chronic debili-
tating fatigue without the help of a protocol of care.
Aims. To estimate the incidence of chronic debilitating
fatigue in Irish general practice, to obtain information on
management strategy and outcome, to explore the atti-
tudes of practitioners (GPs) towards the concept of a chron-
ic fatigue syndrome (CFS), and to recruit practitioners to a
prospective study of chronic fatigue in primary care.
Method. A total of 200 names were selected from the data-
base of the Irish College of General Practitioners (ICGP);
164 of these were eligible for the study.
Results. Altogether, 118 questionnaires were returned
(72%). Ninety-two (78%) responders identified cases of
chronic fatigue, giving an estimated 2.1 cases per practice
and an incidence of 1 per 1000 population. All social class-
es were represented, with a male to female ratio of 1:2.
Eleven disparate approaches to treatment were advocated.
Many (38%) were dissatisfied with the quality of care deliv-
ered, and 45% seldom or hardly ever referred cases for spe-
cialist opinion. The majority (58%) accepted CFS as a dis-
tinct entity, 34% were undecided, and 8% rejected it. Forty-
two (35%) GPs volunteered for a prospective study.
Conclusion. Chronic fatigue is found in Irish general prac-
tice among patients of both sexes and all social classes.
Doctors differ considerably in their management of patients
and are dissatisfied with the quality of care they deliver.
Many cases are not referred for specialist opinion. A
prospective database is required to accurately assess the
scale of this public health problem and to develop a proto-
col of care.
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Introduction
FATIGUE is a widespread finding in population studies. 1-3 It is

also one of the most common complaints made by patients to
their doctors in both general practice4'7 and hospital-based medi-
cine.8 The attending clinician, who must consider a formidable
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range of differential diagnoses in the management of these
patients, is presented with a time-consuming and challenging
task. In the face of such difficulty, doctors are likely to experi-
ence considerable frustration and helplessness.9

Fatigue has long been recognized as an intrinsic component of
psychiatric symptomatology'0 " and, at times, the forerunner of
overt affective symptoms.'2 It is not surprising then that many
studies reveal a high level of psychiatric disorder- and a pauci-
ty of organic findings- in patients presenting with a chief com-
plaint of chronic fatigue.5'7 3"4 However, psychological factors
do not account for all cases. This has been confirmed in several
studies by the conspicuous and reproducible finding of 'an irre-
ducible minority' who defy both psychiatric and physical expla-
nations of fatigue.'6
The phenomenon of chronic unexplained fatigue, although not

new,'7-20 has given rise in recent years to various descriptions of
an officially recognized CFS.2'-25 However, fundamental differ-
ences exist between proposed definitions, particularly with
regard to the inclusion criteria for confounding premorbid and
current psychiatric histories. These differences, together with
other operational difficulties, such as the heterogeneity of CFS,26
have hampered the development of good-quality epidemiological
research.27-30 Consequently, estimates of incidence vary by sever-
al orders of magnitude ( 1-1800 cases per 10 000 population30).

Furthermore, and notwithstanding the universal agreement of
an overlap between CFS and psychiatric symptomatology,'63'134
the medical profession has long since been split on questions of
aetiology. Thus, CFS is variously said to represent a psychiatric
disorder,35'36 a sociocultural phenomenon,37'38 and an organic ill-
ness.39 Proponents of the last hypothesis readily concede that
CFS is complicated in a substantial number of cases by de novo
psychiatric symptoms.9"3 Nevertheless, this 'fruitless
dichotomy'3' between physical and psychological hypotheses is
now so profound that some doctors simply refuse to accept the
existence of CFS as a distinct clinical entity.40-42

It would appear, then, that the patient presenting with chronic
debilitating fatigue of unknown origin does so to a divided pro-
fession. It is reasonable to assume that the quality of medical
care that these patients receive will depend, at least in part, on
the attitudes and beliefs of the individual doctors they happen to
consult. This state of affairs is likely to persist in the absence of
an evidence-based consensus protocol of care for the clinical
management of patients with chronic debilitating fatigue of
unknown origin. This study seeks to estimate the incidence of
chronic debilitating fatigue of unknown origin in Irish general
practice, to obtain information on the management and outcome
of affected patients, to explore the attitudes and beliefs of Irish
general practitioners (GPs) towards the concept of a distinct
chronic fatigue syndrome, and to invite GPs to participate in a
prospective study of chronic debilitating fatigue in primary care.

Method
Sampleframe
General practice in Ireland is a two-tier service, which provides
state-funded care to 38% of the population and private care to the
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remainder. The former are registered with specific practitioners
and are therefore a relatively stable population. The latter move
freely between practitioners. Individual practices may thus com-
prise public patients, private patients, or a combination of both.
Furthermore, very large numbers of patients may be assigned to
a single doctor, who may employ 'assistant practitioners'. The
majority of practising primary care physicians are members of
the ICGP.

Recruitment ofGPs
Two hundred doctors were selected at random from the database
of the ICGP. The sample population was then compared with the
register population to ensure that the sample was representative
of Irish general practice.

Questionnaire and definitions
A purpose-designed questionnaire was tested by pilot study and
sent to each selected GP. In a covering letter, chronic debilitating
fatigue was defined as a fatigue that had been present for at least
six months, that could not be explained by psychiatric or physi-
cal means, and that had caused a significant reduction in quality
of life. Responders were asked to include patients whose fatigue
appeared after an episode of infection, and who complained of
fatigue in spite of adequate psychiatric treatment.

Personal data was obtained from each responder concerning
practice size, health board area, sex, and age group. This infor-
mation was compared demographically with the ICGP and health
board databases.
The questionnaire comprised a series of open and closed ques-

tions. Responders were asked to enumerate current patients with
chronic debilitating fatigue of unknown origin within their prac-
tice. They were also asked to declare their management and
referral strategies and to rate their satisfaction with the quality of
care they deliver themselves and receive from their referrals.
Responders were then asked whether they accepted the existence
of a distinct clinical entity referred to as CFS, whether they con-
sidered CFS as a diagnostic possibility in their own fatigued
patients, and if they felt confident in making a diagnosis of CFS.
Finally, an invitation was given to each responder to participate
in a prospective study on chronic debilitating fatigue in primary
care. Non-responders were followed up by repeat postal ques-
tionnaire and telephone contact.

Data collection analysis
Data from completed questionnaires were analysed by 'Epi-Info'
version 5.00, the statistical package of the Centre for Disease
Control, Atlanta, USA. Categorical analysis was performed using
the chi square test.

Results
Response rate
Twelve of the 200 GPs selected were deemed ineligible for the
study because they were found to be retired from general prac-
tice. A further 24 were deemed ineligible because they could not
be contacted by telephone, having not responded by post. The
final study sample thus comprised 164 doctors. The response rate
among these was 72% (118), of whom 30 were women and 88
were men.

Participant characteristics
Demographic comparisons revealed that the study sample con-
tained more male doctors under the age of 45 years than the reg-
ister population (see Table 1). There were no significant differ-
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ences between female participants and the register. All health
board regions were represented. The average list size in this
study was 1960. However, owing to the methodological difficul-
ties mentioned above, some responders declared what in effect is
their 'group size' rather than their individual practice load. This
will have artificially inflated the list size in this study.

Perceived incidence ofchronic debilitating fatigue
Ninety-two (78%) responders identified current patients with
chronic debilitating fatigue in their practices. Of these, 52 gave
details of 139 patients, 47 men and 92 women. Forty responders
provided no information on numbers of cases. Each of these
must have at least one case, giving a lower bound of 1.5 cases
per practice. If the 40 practices with an unknown number of
cases are assumed to average the same number of cases as those
that did provide details, then the estimated incidence would be
2.1 cases per practice and 1 per 1000 population.

Patient demographics
All social classes were represented among the cases. Although
not reaching statistical significance, there were more male than
female patients in social class 1 and more female than male
patients in social class 4.

Table 2 shows the results of specific questions asked in the
questionnaire. Thirty-eight (45%) responders used several dis-
parate terms for medical certification purposes, such as 'back
pain', 'anaemia', 'depression', ' neurosis', or 'any other promi-
nent symptom reported by the patient'. Some commented that
they were inclined to use labels that they felt would be accept-
able to medical referees. Non-drug treatments were preferred by
23 (19%), some of whom specified exercise (n = 3), acupuncture
(n = 2), and psychotherapy (n = 3). One responder listed 'hor-
mone replacement therapy' and one advocated 'listening' as a
possible treatment. The preferred specialty for referral was gen-
eral medicine (66% of referrals), with other referrals going to
psychiatry (16%) or immunology (8%). There were occasional
referrals to neurology, psychology, endocrinology, infectious
diseases, and rheumatology. Three (2%) said they would refer to
a GP colleague.

Sixty-eight (58%) responders believed that CFS is a distinct
clinical entity. However, when asked if they would entertain the
diagnosis of CFS in a given patient with chronic debilitating
fatigue, 97 (82%) respondents said they would, whereas 21
(18%) said they would not (Table 3).

There was no statistically significant correlation between sex,
age, satisfaction, or confidence ratings of responders and any
other parameters measured. Forty-two (35%) responders
declared an interest in a prospective study of chronic debilitating
fatigue in primary care.

Table 1. Comparison of sample population with Irish College of
General Practitioners' register population for sex and age.

Sex and age Register Sample
population (%) population (%)

Men < 45 years 572 (39)* 51 (58)
Men > 45 years 878 (61)* 37 (42)
Women < 45 years 393 (66) 22 (73)
Women > 45 years 203 (34) 8 (27)

*%2 = 11.79, P= 0.0005.
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Table 2. Results of specific questions on the questionnaire.

What diagnosis do
you offer on medical
certificates?

What are your treatment
preferences?

How often do you refer
for a specialist opinion?

How satisfied are you with
quality of care you deliver?

How satisfied are you with
the quality of care received
from your referrals?

Do you accept CFS as
a distinct clinical entity?

How confident are you
in diagnosing CFS?

'Postviral', 'viral', 'ME'*
Chronic fatigue
Othert

Antidepressants
Vitamins
Analgesics
Tranquillisers
Non-drug treatmentst

Almost always
Usually
Seldom
Never

Very satisfied
Quite satisfied
Quite dissatisfied
Very dissatisfied

Very satisfied
Quite satisfied
Quite dissatisfied
Very dissatisfied

Accept
Do not accept
Undecided

Very confident
Quite confident
Not so confident
Not at all confident

27 (32%)
20 (23%)
38 (45%)
88 (75%)
67 (59%)
13 (11%)
5 (4%)

23 (19%)

20 (17%)
45 (38%)
37 (31%)
16 (14%)
7 (6%)
66 (56%)
43 (36%)
2 (2%)
8 (7%)

68 (58%)
36 (30%)
6 (5%)

68 (58%)
10 (8%)
40 (34%)
4 (3%)

36 (31%)
52 (44%)
26 (22%)

*Myalgic encephalomyelitis. tSee text.

Table 3. Percentage of GPs who accept CFS as a distinct clinical
entity.

Not
Accepted accepted Undecided

Among the general population 58 8 34
Among the GP's patients 82 18

Discussion
This study clearly demonstrates the occurrence of chronic debili-
tating fatigue of unknown origin in Irish primary care. The
majority of GPs surveyed recognized such patients within their
practice. The data, which suggest an average of 2.1 cases per
practitioner and an incidence of I per 1000 population, is in
keeping with previous studies of fatigue in the community.42'43 It
should be noted, however, that our figures are probably diluted
by the occasional submission of group rather than individual list
size. Cases were identified retrospectively by responder recall,
with no attempt made to validate cases or match them with pro-
posed definitions for chronic fatigue syndrome (CFS). Our data
refer, therefore, to the perceived incidence of idiopathic chronic
fatigue and not to CFS per se. By thus avoiding prejudicial diag-
nostic labels,'7 we have obtained relevant information concern-
ing patients whose quality of life is adversely affected by unex-
plained fatigue. We have also procured an insight into the diffi-
culties faced by doctors when they are called upon to manage
such patients without the help of an evidence-based consensus
protocol of care.
The popular belief that chronic fatigue states occur stereotypi-

cally among middle-class women is questioned by this study, in

Original papers

which all social classes are equally represented, with a male to
female ratio of 1:2. Notwithstanding the possibility that recall
bias favoured the reporting of exceptions to stereotypes, our data
show that such cases can and do occur in practice.
The average age of patients (38 years for women and 35 years

for men) also suggests that diagnostic criteria for somatization
disorder44 - which requires an age of onset below 30 years -
would not be met in this cohort. However, precise and validated
information on duration of illness etc., which was not sought in
this study, would be necessary to clarify this point. We plan to
provide more robust data in a future prospective study.

Chronic fatigue states remain a controversial issue in medi-
cine. Terms such as 'chronic fatigue syndrome' and its syn-
onyms, 'myalgic encephalomyelitis' and 'post-viral fatigue syn-
drome', are as likely to evoke scepticism as sympathy. This may
represent something of a dilemma for GPs when they are asked
to certify illness for their fatigued patients. Some GPs comment-
ed that they were likely to use terminology that they felt would
be acceptable to medical referees. This camouflage phenomenon
may represent a fear that patients with chronic fatigue will not
obtain adequate socio-economic support if the true nature of their
illness is declared.

Antidepressants,45'46 essential fatty acids,47 analgesics,46 cogni-
tive behavioural therapy,48-50 rest,5' and graduated exercise pro-
grammes52 are variously said to have a place in the management
of chronic fatigue. This therapeutic uncertainty is reflected in the
present study, in which respondents listed 11 disparate approach-
es to treatment. Although not asked to give reasons for their
choice of therapy, it is clear that doctors differ considerably in
their approach to management. Furthermore, many doctors were
dissatisfied with the quality of care they deliver to fatigue
patients, and tacitly expressed a desire to improve care by volun-
teering for a prospective study. Provider satisfaction ratings for
medical care in general53 are much higher than those reported
here, suggesting that there is indeed 'no clinical problem more
demanding of the art of medicine than the management of lassi-
tude'.9

There was no statistical evidence of association between the
decision to refer and any other parameter measured. With this in
mind, and given the high level of self-dissatisfaction among
responders, it is surprising that so many of them seldom or hard-
ly ever refer these patients for a specialist opinion. Although not
asked to give a reason for their decision, it is possible that
responders fail to refer in the belief that 'nothing can be done'
for the fatigued patient.

If this holds true of referral rates for chronic fatigue through-
out primary care, it has important implications for research. Our
data suggest that specialist clinics are not dealing with the full
spectrum of fatigue, and may in fact see little more than half of
those affected. Consequently, reports emanating from secondary
and tertiary centres of excellence may not be truly representative
of the illness. To rectify this, future research must include the
significant involvement of primary care physicians.
When they are referred, patients are mostly sent to general

physicians or psychiatrists. The preference for internal medicine
may be indicative of the doctor's conviction of physical disease,
the doctor's need to 'exclude organicity', or the patient's request
for full physical assessment. Most responders were satisfied with
the quality of care their patients received from referrals, but
many were not. However, as mentioned above, this did not
appear to affect the decision to refer.

Sixty-eight (58%) GPs expressed an acceptance of CFS as a
distinct clinical entity, 40 (34%) were still undecided, and 10
(8%) did not accept it. However, when asked if they would con-
sider a diagnosis of CFS in their own patients with chronic debil-
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itating fatigue, 97 (82%) responders said they would, whereas 21
(18%) would not. This suggests that most (n = 29, 72%) of the
'undecided' group tend more towards acceptance than towards
rejection of CFS as a distinct entity. Notwithstanding their will-
ingness to consider CFS in the differential diagnosis of fatigued
patients, most participants lacked the confidence to make such a
diagnosis.

Conclusions
This study demonstrates the occurrence of chronic debilitating
fatigue among patients of both sexes and all social classes within
Irish general practice. It also reveals that the majority of doctors
surveyed accept the concept of a distinct CFS. However, it is
clear that the management of chronic fatigue is problematic. This
is reflected in the disparate approaches to treatment, the camou-
flage of medical certificates, the lack of confidence in the diag-
nosis of CFS, and the responders' own dissatisfaction with the
quality of care they deliver to the fatigued. Notwithstanding, and
for reasons not explored in this study, many doctors choose not
to refer fatigued patients for a specialist opinion. Consequently,
reports from specialist centres may not be fully representative of
the illness.

Recommendations
A prospective validated database of patients with chronic debili-
tating fatigue is required. This would allow an accurate assess-
ment of the scale of this public health problem. It would also
provide information on long-term outcome and effective man-
agement strategies. Only then will an evidence-based consensus
protocol of care be established. It is imperative that primary care
physicians be involved in any such project.

References
1. Cox B, Blaxter M, Buckle A, et al. The Health and Lifestyles Survey.

London: Health Promotion Research Trust, 1987.
2. Chen MK. The epidemiology of self-perceived fatigue among adults.

Prev Med 1986; 15: 74-81.
3. Lewis G, Wessely S. The epidemiology of fatigue: more questions

than answers. J Epidemiol Commun Health 1992; 46: 92-97.
4. Centers for Disease Control and Prevention. The National

Ambulatory Medical Care Survey: 1975 summary. Washington: US
Department of Health and Human Services (PHS), 1978.

5. Kroenke K, Wood DR, Mangelsdorff AD, et al. Chronic fatigue in
primary care: prevalence, patient characteristics and outcome. JAMA
1988; 260: 929-934.

6. McDonald E. Chronic fatigue in primary care attenders. Psychol Med
1993; 23: 987-998.

7. David A, Pelosi A, McDonald E, et al. Tired weak or in need of rest:
fatigue among general practice attenders. BMJ 1990; 301: 1199-
1202.

8. Manu P, Lane TJ, Matthews DA. The mental health of patients with
a chief complaint of chronic fatigue. Arch Intern Med 1988; 148:
2213-2217.

9. Havard CWH. Lassitude (editorial). BMJ 1985; 290: 1161-1162.
10. Cassidy W, Flanagan N, Spellman M, et al. Clinical observations in

manic depressive disease: a quantitative study of 100 manic-depres-
sive patients and 50 medically sick controls. JAMA 1957; 164: 1535-
1536.

11. Mathew R, Weinman M, Mirabi M. Physical symptoms of depres-
sion. Br J Psychiatr 1981; 139: 293-296.

12. Cadore R, Wilmer R, Troughton E. Somatic complaints: harbinger of
depression in primary care. JAffective Disord 1980; 2: 61-70.

13. Kroenke K, Arrington ME, Mangelsdorff AD. The prevalence of
symptoms in medical outpatients and adequacy of therapy. Arch
Intern Med 1990; 150: 1685-1689.

14. Kroenke K, Mangelsdorff AD. Common symptoms in ambulatory
care: incidence, evaluation, therapy and outcome. Am J Med 1989;
86: 262-266.

15. Walker EA, Katon WJ, Jemelka RP. Psychiatric disorders and med-
ical care utilisation in the general population who report fatigue. J
Gen Intern Med 1993; 8: 436-440.

16. David AS. Postviral fatigue syndrome and psychiatry. Br Med Bull
1991; 47: 966-988.

17. Wessely S. Old wine in new bottles: neurasthenia and 'ME'. PsYchol
Med 1990; 20: 35-53.

18. Acheson ED. The clinical syndrome variously called benign myalgic
encephalomyelitis, Iceland disease and epidemic neurasthenia.
Medicine 1959; 26: 569-595.

19. Leading article. Epidemic myalgic encephalomyelitis. BMJ 1978; I:
1436- 1437.

20. Poore GV. Fatigue. In: Quain R. (ed.). A dictionary of medicine. Part
1. London: Longmans, Green and Co., 1882.

21. Holmes G, Kaplan JE, Gantz NM, et al. Chronic fatigue syndrome: a
working case definition. Ann Intern Med 1988; 108: 387-389.

22. Sharpe MC, Archard LC, Bantavala JE, et al. A report - chronic
fatigue syndrome: guidelines for research. J R Soc Med 1991; 84:
118-121.

23. Lloyd AR, Hickie 1, Boughton CR. Prevalence of chronic fatigue in
an Australian population. Med JAus 1990; 153: 522-528.

24. Holmes GP, Kaplan JE, Schonberger LB, et al. Definition of the
chronic fatigue syndrome (letter). Ann Intern Med 1988; 109: 512.

25. Fukuda K, Straus S, Hickie 1, et al. The chronic fatigue syndrome: a
comprehensive approach to its definition and study. Ann Intern Med
1994; 121: 953-959.

26. Wessely S. Myalgic encephalomyelitis - a warning: discussion
paper. J R Soc Med 1989; 82: 215-217.

27. Klonoff DC. Chronic fatigue syndrome. Clin Inject Dis 1992; 15:
812-823.

28. Ho-Yen DO. The epidemiology of postviral fatigue syndrome. Scot
Med J 1988; 33: 368-369.

29. Richman JA, Flaherty JA, Rospenda KM. Chronic fatigue syndrome:
have flawed assumptions been derived from treatment based studies?
Am J Public Health 1994; 84: 282-284.

30. Wessely S. The epidemiology of chronic fatigue syndrome.
Epidemiol Rev 1995; 7: 139-151.

31. David AS, Wessely S, Peloski AJ. Postviral fatigue syndrome: time
for a new approach. BMJ 1988; 296: 696-699.

32. Hickie I, Lloyd A, Wakefield D, et al. The psychiatric status of
patients with the chronic fatigue syndrome. Br J Psychiat 1990; 156:
534-540.

33. Tarek GS, Toner BB, Salit I, et al. Depression in patients with neu-
romyasthenia (benign myalgic encephalomyelitis). Int J Psychiat
Med 1987; 17: 49-56.

34. Wessely S. The neuropsychiatry of chronic fatigue syndrome. In:
Bock E, Whelan T (eds). Chronicfatigue syndrome (Ciba
Foundation Symposium 173). Chichester: Wiley, 1993.

35. McEvedy CP, Beard AW. Concept of benign myalgic
encephalomyelitis. BMJ 1970; 1: 11-15.

36. McEvedy CP, Beard AW. Royal Free epidemic of 1955: a reconsid-
eration. BMJ 1970; 1: 7-11.

37. Shorter E. From paralysis to fatigue. A history ofpsychosomatic ill-
ness in the modern era. New York: The Free Press, 1992.

38. Abbey S. Somatization, illness attribution and the sociocultural psy-
chiatry of chronic fatigue syndrome. In: Bock E, Whelan T (eds).
Chronicfatigue syndrome (Ciba Foundation Symposium 173).
Chichester: Wiley, 1993; 238-261.

39. Behan PO, Behan WMH, Bell EJ. The postviral fatigue syndrome
an analysis of the findings in 50 cases. J Infect 1985; 10: 211-222.

40. Wookey C. Myalgic encephalomyelitis. Postviralfatigue syndrome
and how to cope with it. London: Croom Helm, 1986.

41. Ramsay AM. Postviralfatigue syndrome. The saga ofRoyal Free
disease. Essex: Myalgic Encephalomyelitis Association, 1986.

42. Ho-Yen DO, McNamara I. General practitioners' experience of
chronic fatigue syndrome. Br J Gen Pract 1991; 41: 324-326.

43. Bates DW, Schmitt W, Buchwald D, et al. Prevalence of fatigue and
chronic fatigue syndrome in a primary care practice. Arch Intern
Med 1993; 153: 2759-2765.

44. Hales RE, Cloninger CR, Borus JF, et al. Somatoform disorders. In:
Diagnostic and statistical manual IV. Washington DC: American
Psychiatric Association, 1994.

45. McCluskey D. Pharmacological approaches to the therapy of chronic
fatigue syndrome. In: Bock E, Whelan T (eds). Chronicfatigue syn-
drome (Ciba Foundation Symposium 173). Chichester: Wiley, 1993.

46. Bondel-Hill E, Shafra S. Treatment of the chronic fatigue syndrome:
a review and practical guide. Drugs 1993; 46: 639-651.

47. Behan PO, Behan WMH, Horrobin D. Effect of high doses of essen-
tial fatty acids on the postviral fatigue syndrome. Acta Neurol Scand
1990; 82: 209-216.

48. Sharpe M. Non-pharmacological approaches to treatment. In: Bock
E, Whelan T (eds.). Chronicfatigue syndrome (Ciba Foundation
Symposium 173). Chichester: Wiley, 1993.

British Journal of General Practice, October 1997 621



E J Fitzgibbon, D Murphy, K O'Shea and C Kelleher Original papers

49. Wessely S, David A, Butler S, et al. Management of chronic (post-
viral) fatigue syndrome. J R Coll Gen Pract 1989; 39: 26-29.

50. Sharpe M, Hawton K, Simkin S, et al. Cognitive behavioural therapy
for the chronic fatigue syndrome: a randomised controlled trial. BMJ
1996,312: 22-26.

51. Ho-Yen DO. Patient management of post-viral fatigue syndrome. Br
J Gen Pract 1990; 40: 37-39.

52. Sharpe M. Psychiatric management of PVFS. Br Med Bull 1991;
47: 989-1005.

53. Kurata JH, Nogawa AN, Phillips DM, et al. Patient and provider sat-
isfaction with medical care. J Fam Pract 1992; 35: 176-179.

Acknowledgements
This study was supported by the Research and Education Foundation of
the Irish College of General Practitioners. We thank all of the general
practitioners who answered the questionnaire. Thanks also to Dr D Ho-
Yen for assistance with the questionnaire.

Address for correspondence
Dr E Joe Fitzgibbon, Regional Medical Centre, 32 Newcastle Road,
Galway, Ireland.

* A practical and thought-provoking introduction to the
most important ethical issues in medicine today

* Contains over 700 concise entries contributed by today's
outstanding practising clinicians and medical ethicists

* Covers subjects ranging from the doctor-patient relationship
and health service management, to controversial issues such
as abortion, AIDS, and euthanasia

* Provides extensive cross references for suggested further
reading

An essential purchase for all health care workers,
medical lawyers, students, and anyone with an interest
in medical ethics.

ISBN 0 7279 1001 9
304 pages September 1997
UK f19.95; Overseas f23.00
(BMA members f18.95; f22.00)
Order your copy today on our credit card
hotline 0171 383 6185/6245 or write to
BMJ Publishing Group, PO Box 295, w J
London WC 1 H.9JR Grop

WMidland Fertility ServIces 0
F 29553

Midland Fertility Services is the UK's premier unit for testicular freezing and is increasing the range of
services to help your patients.

Cryopreservation and storage of
testicular tissue, epididymal fluid and semen.

The long term storage of testicular tissue, epididymal sperm or semen offers help to men or boys
who have concerns abou their future fertility. These might include young boys who have had

testicular torsion, or fertile men planning a vasectomy.

We also offer:

In Vitro Fertilisation (IVF) IntraCytoplasmic Sperm Injection (ICSI)
Surgical Sperm Collection (PESA/TESA/TESE) Embryo Cryopreservation

Intrauterine Insemination (IUI) Assisted Hatching
Ovarian Freezing Hysteroscopy

HyCoSy Infertility Investigation Packages
Phospholipid Autoantibody Screen Semen Analysis

Midland Fertility Services, 3rd Floor, Centre House, Court Parade, Aldridge, WS9 8LT
Tel: 01922 55911 Fax: 01922 59020

e-mail: midland.fertility.services@mfs l .demon.co.uk http://www.birmingham.co.uk/mfs/

622 British Journal of General Practice, October 1997


