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Venereal Disease in General
Practice
The services for the treatment of venereal disease are so
well organized and well advertised in Britain that it is
easy to assume that the great majority of patients with
sexually communicable infections are seen in the clinics,
the general practitioners taking little or no part in the
treatment of them. But the staffs of the clinics are well
aware that general practitioners in fact treat many of
these patients and refer to the clinics only those in whom
the response to treatment is indifferent or incomplete.
It is impossible to say what proportion of the total are
treated in this way and how many patients whose symptoms
are relieved by their own doctors do not reach the clinics,
with the result that the statistics are not included in returns
to the Department of Health.

In an attempt to estimate the number, the Venereologists'
Group of the British Medical Association and the British
Co-operative Clinical Group sent a questionnaire to
1,743 general practitioners in four selected areas of
England asking for information on numbers of
cases of presumed venereal disease they had treated
during 1956.1 Unfortunately the number replying (562) was
too low on which to base firm conclusions. But it was
thought that the numbers of cases not included in returns
to the Department of Health might increase the total
of cases of syphilis by one-quarter and that of gonorrhoea
and non-gonococcal urethritis by one-seventh.
Now A. S. Wigfield2 has estimated that the figures for

the Newcastle upon Tyne area would be increased by 10
to 25% if cases treated in private or general practice were
included. As he says, the clinics claim no prescriptive
right to treat all cases of venereal disease. There are good
reasons why family doctors sometimes take this respon-
sibility. The patient may be unwilling to go to a V.D.
clinic, or he may be so well known that it would be
inadvisable for him to do so. The special knowledge the
family doctor has of his patient and the family background
can prove invaluable in the proper management of such a
case, whether or not he finds it necessary to seek the
co-operation of a specialist physician. In any event, the
very size of the problem may soon make it impossible
for the clinics to handle all the cases. Wigfield makes the
important point that the diagnosis of venereal disease often
deDends on a high "index of suspicion." This should be
100% in a V.D. clinic but it may vary considerably in a
doctor's surgery.
When doctors outside the clinics treat these diseases,

whether general practitioners, gynaecologists, urologists, or
other specialists, it is important for them to bear certain
principles in mind. These are, firstly, to establish a definitive
diagnosis; secondly, to ensure that treatment is effectual;
thirdly, to make every effort to ensure adequate observation

of the patient after treatment and tests for cure; and,
fourthly, to take all possible steps to trace and investigate
potentially infected contacts, including the sources of in-
fection and women whom the patient may have infected
such as wives and girl friends. Unfortunately it is no
secret that practice outside the clinics frequently falls
short of these standards.

Certain facilities are needed to maintain the proper
standards and they may not be easily available to the
general practitioner. They include special laboratory tests
and the services of staff provided by local authorities for
the tracing of contacts. They can be made available, how-
ever, by the expenditure of a little time and trouble, and
they are matters in which doctors in charge of V.D. clinics
are usually very ready to help. It seems likely that the
control of the venereal diseases, which has so far eluded
the medical services of this and other countries, will never
be achieved unless practice outside the clinics is brought
up to the standard that prevails within them.

1 British Medical Association Venereologists' Group Commimee, British
7ournal of Venereal Diseases, 1959, 35, 111.

3 Eckstein, H. B., Archives of Disease in Childhood, 1961, 36, 137.

Vocational Training for
General Practice

Vocational training for general practice was suggested even
before the National Health Service was born.1 Even by the
time the Todd report2 appeared, however, only a handful
of training schemes were in operation-though since then
progress has been rapid, as a result of both earlier pres-
sure by the Royal College of General Practitioners3 4
and the enthusiastic endorsement of the principle by the
Royal Commission on Medical Education. Thus a number
of schemes have now been created throughout Britain and
more are planned. Inevitably, though the curriculum in
these schemes has a similar pattern, it is shaped to fit local
conditions and interests. Starting at p. 704 of this week's
B.M.Y. we are printing the first of a series of impressions
of these schemes which aim to report the various patterns
developed so far and their growing pains. The first article
describes a scheme in progress at Ipswich, and subsequent
ones will describe others as far apart as Belfast, Livingston,
and Bridgend.

I Report of Interdepartmental Committee on Remuneration of General
Practitioners, Cmnd. 6810, 1946. London, H.M.S.O.

2 College of General Practitioners, Special Vocational Training for
General Practice, 1965. London. College of General Practitioners.

3 College of General Practitioners, Evidence of the College of General
Practitioners to the Royal Commission on Medical Education, 1966.
London College of General Practitioners.

4 Royal Commission on Medical Education, Report, 1965-8, Cmnd.
3569, 1968. London, H.M.S.O.
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