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be needed to prevent one NTD.4 In England
there were almost 9 million prescription
items for contraceptives in 1996 (personal
communication: Department of Health,
Statistics Division IE, Prescription cost
analysis system, 1996). Since the vast
majority of women planning a pregnancy
will have previously been using contracep-
tion, a message on the proven effectiveness
of folic acid in reducing the risk of NTDs
with each contraceptive prescription issued,
and on the packaging of oral and barrier
contraceptives, may be an effective and
economical method of informing women
who may conceive in the future of the ben-
efits of folic acid supplementation.
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One-to-one teaching with pictures

Sir,
What a shame that Patel and Smith (Letter,
October Journal) should be so hidebound
by their Western medical education that
they find the use of flashcards in health
education patronizing.' After all, what are
advertizing posters if not flashcards, and
are they not found all over Britain? There
was no racial stereotyping of the whole
Asian community in the above study, as
the ethnic community taking part was pre-
cisely identified as Pakistani Moslems with
Type 2 diabetes and living in Manchester.2
Innovative ideas that work and are accept-
able to patients should pass in any direction,
rather than in a technological hierarchy.
The paper they take issue with stated

that 35% of the 200 patients attending con-
secutive appointments, both at a hospital
clinic and the 10 GP practices that were
entered into the study, had received no for-
mal education. This means that they had

never been to school and could not read or
write in any language. It also discussed the
importance of viewing the 'whole' inter-
vention of flashcards, one-to-one educa-
tion, and reinforcement. It made no claims
that the cards alone would be educational,
except perhaps as a reminder following the
intervention. This was amply stated in the
full title, but not by the selective reporting
of Patel and Smith.
The linkworker took patients through

each flashcard, explaining the pictures and
using interactive techniques to get patients
to participate and ask questions. There did
not appear to be any problem with recog-
nizing the contents or message in the flash-
cards, which had been piloted within the
community for acceptability and compre-
hension. The guidelines mentioned by
Patel and Smith had not been published at
the time the study was conducted,3 and
some are inappropriate for your purposes
since they are aimed at improving maths
and reading skills. Development of the
flahscards in our study was based on
research into pictorial flashcard education
in the Third World, and is referenced in the
paper.

Patients at six-month follow up
expressed their satisfaction with this
method of health education, with only two
asking for other methods such as audiotape
or video. Many asked if they could keep
the cards to put on their kitchen walls.
Numerous health professionals in the dia-
betic field working with South Asian com-
munities over Britain have expressed inter-
est in this method, also suggesting its adap-
tation for white diabetic patients. This
must be proof of its acceptability as a
method to patients and workers in the field.
We were already aware of the work

done by McBean, but it is of little rele-
vance to our research since it studied a
very different community with much high-
er levels of illiteracy and very little expo-
sure to visual aids or pictures.4 Our pilot
studies showed that omitting background
details made no difference to patients'
comprehension of the pictures and they
aesthetically preferred photographs with a
background. South Asian communities
vary tremendoulsy in Britain regarding
their diet, customs, religion, degree of
Westernization, and literacy rates. In addi-
tion, there is a dynamic state within each
community, changing as the population
ages and younger generations grow up.
Our paper emphasized that prior pilot studies
were necessary to identify educational lev-
els within a community before introducing
health education that may otherwise be
inappropriate.5
The reality is that the bulk of South

Asian patients in Britain do not have the
luxury of access to a well-informed

linkworker. They have to make do with
practice nurses, who are predominantly
white. Communication can be a real issue
here. The method we describe shows how
one linkworker can be adequately shared
between a busy hospital oupatients' clinic
and ten local general practices to provide
important health education for an other-
wise neglected community. This method of
health education is widely used in India
and Pakistan, where its success is due to
the inexpensive technology, acceptability
of the linkworker, and the flexibility of the
method, which can be adapted by the
linkworker to suit the recipient.6
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Blepharitis

Sir,
We are writing to report the findings of a
psychological assessment, carried out in a
general practice, of 20 consecutive patients
suffering from blepharitis. There were 14
women and six men, with ages ranging
from 27 to 81. Recent studies1 2 have
strongly suggested that some eye disorders
are associated with various emotional diffi-
culties, a frequent one being grieving. The
20 patients in this series had suffered from
blepharitis continuously or recurrently for
anything from three weeks to as long as
they could remember.

In 12 cases, the first attack of blepharitis
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was at the time of a significant loss. In six
cases, this was connected with a death: the
death of a spouse or a parent on whom the
patient had been extremely dependent, or
an anniversary of such a death, or on
reaching the age at which that parent had
died. In the remaining six cases the attack
was connected with a different type of
loss; for example, the redundancy of a
lonely middle-aged man whose work had
been his way of life.
A striking finding was that 11 of the 20

patients had, in infancy or childhood, suf-
fered a severe loss. Four had lost one or
both parents, all of whom had been killed
in various types of sudden or violent acci-
dents; three had lost one or more younger
siblings; one, as a small child, had been
brought up in an active war zone; and three
had experienced prolonged or total separa-
tion from their parents in infancy or child-
hood. Ten patients had experienced both
an early loss and a significant loss at the
onset of blepharitis. The memory of the
early loss and the memory of its expression
(the painful crying and the sobbing) were
often reactivated by the distress of the later
loss. In most of the patients, we found
varying degrees of difficulty in their griev-
ing of painful losses.

We suggest that the failure of many
cases of blepharitis to respond to medical
treatment alone can probably be partly
explained by the presence of a symptom of
unresolved grieving.
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Corrections:
Apologies are due to Dr Richard Baker whose
name was omitted from the letter submitted by
himself and his colleagues, M Lakhani, T
Stokes, and K Khunti, and published in the
November issue of the Journal, p 749. There
was also a mistake in the email address for Dr
Marek Koperski who wrote one of the editorials
also published in the November Journal. His
email address should have read:
kopersk@itsa.ucsf.edu

VIOLENCE IN GENERAL PRACTICE Wyeth
- FACING THE OCCUPATIONAL HAZARD

Nearly one in five GPs are attacked in their surgeries, and other practice staff such as receptionists
face a daily dose of aggressive or verbally abusive behaviour. Yet despite the raised level of awareness,

few practices have devised any formal training which could help avert the situation.

A new video, called Occupational Hazard aims to address this situation, by encouraging all members
of staff to participate in a discussion on potential 'flashpoints' in surgery life.

The video shows three dramatised scenarios of patients who have become violent or abusive with surgery
staff. As the circumstances of each patient unfold, the narrative shows how responses to patients can either
antagonise or resolve the situation. There are 'stopping points' during the video, where viewers are invited

to discuss what they have just seen.

"Violence in the health service is a fact of life," says GP Dr Peter Shaw, who advised Wyeth in the
production of the video. "However, it can be minimised and handled by an informed response from the
practice team. Hopefully, practises will not face a violent patient who gets out of control, but this video

encourages them to think ahead of what could happen and be equipped to deal with an incident
should it arise."

For further details of the video, phone 01628 604377, extension 4528.
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