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type of x-ray examinations. Particular emphasis was made with
regard to the future care of the patient by the general practi-
tioner at home. From the replies it is evident that barium'-meal
and gall-bladder examinations were by far the most popular
and valuable investigations, barium enema and excretion
urography following them in popularity, with x-ray examination
of the bones and joints the least likely to be requested (see
Table 1-82% in 1965-6).

In deciding the direction of expansion, due consideration
should be given to the saving of consultant outpatient time,
and in this respect it may be that direct access for bone x-ray
examination and intravenous pyelography should be made avail-
able first. Many cases of low back pain, for example, are
referred to orthopaedic outpatient departments simply for an
x-ray examination. It is the opinion of some orthopaedic
surgeons (personal communication) that the general practitioner
is perfectly capable of dealing with the majority of cases. Like-
wise, many patients who have had ureteric colic are referred to
genito-urinary outpatient departments simply for a pyelogram,
the practitioner having been able in most instances, and cer-
tinly in Cardiff, to have had the other necessary investigations
-that is, urine examination, blood urea, serum calcium and
proteins, midstream specimen of urine, etc.-carried out. There
is no reason to suppose that the general practitioner will be
less selective in radiological examinations other than those that
have already been offered by the unit.
A follow-up of new patients coming to the x-ray unit shows

that more than 50% improved clinically after treatment by their
own general practitioners, and that less than 20% needed
referral to a consultant. Of those who were referred to a surgeon
after barium-meal and cholecystographic examination, nearly
half of the former and three-quarters of the latter were treated
surgically. This must represent a considerable saving in time,
both to the patient and to the consultant, since in the majority
of cases one consultation with the surgeon, instead of a subse-
quent consultation after x-ray examination, was needed before
the patient was admitted for surgery. A further consequence
of the saving of time must be a saving in money to the Health
Service, since the cost of hospital care is relatively greater than
that of domiciliary care. All the findings of this survey point
to the fact that the ideal for a general-practitioner x-ray service

is probably one in which a wide range of x-ray facilities are
offered.

In deciding how additional facilities should be made available,
it is important to consider in its broadest sense the planning
of medical care of the community. Simple expansion of the
present unit might appear to be the economically logical method,
but in a city such as Cardiff, with problems of transport and
natural geographical barriers, the development of a number of
strategically sited units has obvious advantages, both in case of
access for the patient and in facilitating consultation between
the general practitioner and radiologist, which we believe to be
important. This type of service should be adapted to a par-
ticular locality, and it is suggested that in a city with the
population of Cardiff (280,000) each general hospital should
have a similar unit as part of its main x-ray department. Thus
the essential general-practitioner x-ray service would become an
integral part of an efficient diagnostic x-ray service to the
community.

Summay
The Cardiff General-Practitioner X-ray Unit provides a

limited degree of access to x-ray facilities. During the first
two years 2,060 examinations were performed; 1,663 barium
meals, 354 cholecystograms, and 43 straight x-rays of abdomen.
Significant abnormalities were revealed in 50.3% of all exam-
inations.
A short-term clinical follow-up was made of 813 patients

out of the 1,012 examinations performed in the first year. Of
these patients 54.5% improved under the general practitioners
care alone; 19.6% were referred for consultant opinion and
further investigation.

We wish to thank the general practitioners of Cardiff for
answering questionaries relating to their patients, and for their
co-operation in helping us to complete the survey. To Miss Wendy
Robinson-EvansO Mrs. E. Arino, and Mrs. R. Gretton we are
indebted for invaluable secretarial help.
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NEW APPLIANCES
Proctology Table

Mri. ALEXANDER WILLIAMS., consultant
surgeon, Nutritional and Gastroenterological
Unit, the General Hospital, Birmingham 4,
writes: The anus and distal bowel is
examined in different ways by different
surgeons. Some prefer the patient in the left
lateral position, some in the head-down supine
(knee-elbow) position, and some in the litho-
tomy position; The left lateral is probably
the least disturbing and embarrassing for the
patient, but the head-down supine has parti-
cular advantages. If the patient has fluid
faeces or bleeds during the course of examina-
tion or manipulation then in the head-down
supine position the fluid or blood tends to run
away from the instrument instead of back tc
the open end or eyepiece. The demonstration
of technique and proctoscopic findings tc
students is simpler with the patient in the
head-down than in the lateral position. Also.
i a clinic in which a large number of patients
with colitis are seen, or in which many wit.
haemorrhoids are treated by injection oi
rubber-band ligation, the comfort of th(
surgeon is greater if he is examining th
patient at eye level.

i

Slgmoldobcopy in patient with colitis

For the patient the knee-elbow position is
uncomfortable and undignified. Yet to im-
prove their patient's comfort few can justify
the expense of the complicated tables that
rise, fall, and bend at the touch of a
switch.
A simple, inexpensive, robust table has been

developed (see Fig.). It has a Sorbo-covered
kneeling platform with two thigh-retaining
safety straps. The rise and fall of this is
controlled by a lever-operated hydraulic jack.
This enables the patient to kneel at a com-
fortable level and then be raised gently until
he can comfortably bend and lie with his
abdomen flat on the main table. The table
is then tilted by a worm-screw controlled by
handles at either side.

At the kneeling end castors permit the table
to be moved easily if required, while at the
other end rubber feet give stability.
The table has been in use in our rectal

clinic for one year and has proved convenient
for the examiner and acceptable to the
patients.
The table is produced by the Cape

Engineering Company, Warwick.
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