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level prevailing in Canada, together with a
large capital sum to compensate for the years of
underspending in building and equipment.
Obviously this is economically not feasible.
Though I would welcome in theory a fee-

for-service method of remuneration, the
problems of its implementation within the
NHS are such that each unit of service would
be so priced by our political masters that the
global remuneration of general practitioners
would not increase and the level of bureau-
cratic interference and paper work would
become extremely onerous. Incidentally, when
explaining to Canadian colleagues the method
of remuneration of NHS general practitioners
they thought that a system combining part
capitation, part expense reimbursement, and
part fee-for-service was absolutely crazy. But
they were extremely envious of our inflation-
proof pension scheme.

K C HARVEY
Talgarth, Powys

Lalonde, M, A New Perspective on the Health of
Canadians. Ottawa, Ministry of National Health and
Welfare, 1974.

General ophthalmic services - a practical
alternative

SIR,-The letter from Mr J Williamson and
Mr W Doig (25 November, p 1503) criticises
that from Dr M J Ball (28 October, p 1232)
as naive. I would suggest that they themselves
show an equal degree of naivety in assuming
that all is well with the general ophthalmic
service.

Admittedly it has its good points, but the
faults are many. The cost to the nation is
enormous-far too many spectacles are
supplied. If a small charge was imposed for
sight testing interest in spectacles would be
cut "at a stroke."

I think it quite wrong that an elderly
person with sudden loss of vision in one eye
should be able to visit a practitioner under the
scheme and be "referred" at the cost of
several pounds-and all this without the
knowledge of his or her own doctor.

CHARLES COCKBURN
Aberdeen

SIR,-Mr J Williamson and Mr W M Doig
confuse the issues (25 November, p 1503).
Chronic simple glaucoma and a few other
chronic eye diseases are asymptomatic until a
late stage and are often diagnosed on routine
eye examination. Such examinations are there-
fore the only way of bringing these conditions
to light in time for effective treatment. Similar
arguments can be advanced in favour of regular
medical examinations to facilitate the early
diagnosis of many other diseases.

So far as the supply of glasses is concerned,
there is no doubt that a skilled refractionist
will provide a prescription giving greater
acuity of vision and greater comfort than is
ever likely to be obtained by the patient himself
choosing from a limited selection of spherical
lenses. However, discomfort and poor acuity
are the only disadvantages of the self-selection
of lenses, and adult eyes are not harmed in any
way by the wrong glasses. (I except, of course,
young children, in whom the development of
normal acuity and binocular vision may depend
directly on skilled management, including
accurate refraction.)

The combination of skilled refraction with
routine ophthalmic examination is a convenient
and desirable one and is afforded to a greater
or lesser degree by the present general
ophthalmic service. On the other hand is it not
an unwarranted interference with personal
liberty to prohibit the sale of ophthalmic lenses
to the public ? We do not prohibit the sale of
many drugs such as aspirin, which can lead to
delay in the diagnosis of serious disease and
which can moreover do undoubted harm to
the patient if wrongly used, which glasses
never do. And should we enforce routine
medical examination, cervical cytology, mam-
mography, WR, ECG, EEG, and a host of
other useful tests on every member of the
public ? And if we did, who is to carry out the
work ?
A final technical point-spherical aberration

is not a refractive error.
IAN W PAYNE

Royal Eye Infirmary,
Plymouth, Devon

Staffing of accident and emergency
departments

SIR,-I was interested in the report on the
staffing of accident and emergency services (18
November, p 1447). I agree with Mr Walpole
Lewin's views and think I have some of the
answers to the questions which he raised at the
end of his report.

(1) There should be effective consultant super-
vision in all A/E departments, whether in a central
or a peripheral hospital.

(2) I feel strongly that A/E medicine should
have specialty status and that supervision of A/E
departments by other specialties, whether working
or not, should not be allowed.

(3) I do not think we need any more sub-
committees, as already several divisional and re-
gional committees are involved in hampering the
progress of A/E medicine in its pursuit of proper
recognition as a specialty.

(4) I have heard that the Royal College of
Surgeons of Edinburgh has been approached
regarding a specialty diploma in A/E medicine and
surgery. I feel that it should be the prime function
of the Casualty Surgeons' Association to see that
such a specialist diploma is created. This would go
to prove that A/E medicine can be regarded as a
specialty.

(5) It seems to me ridiculous to regard a con-
sultant who has completed a training programme
in A/E medicine and obtained a postgraduate
qualification as an "admissions officer."

(6) Whenever a casualty consultant post becomes
vacant the region should try to keep it vacant until
the new batch of senior registrars have completed
their training. If the region is desperate, then I
consider that they may appoint a suitably qualified
and trained person to fill the gap for a year or two
purely on temporary consultant basis. I do not
think there is any place for a medical assistant in an
A/E department of no matter what size.

(7) I think that all A/E departments should have
short-stay beds, if not in the unit then somewhere
in the hospital; only those of us who have worked
in such a department can realise the importance
of these.

(8) Any A/E department which handles more
than 10 000-20 000 new patients per vear should
have a casualty consultant. Smaller A/E depart-
ments in the same area should be under this con-
sultant's supervision, because these smaller de-
partments, staffed by an A/E registrar or senior
registrar, could be of immense value in the saving
of life or limb when an accident occurs in the
vicinity.

(9) At the present time vocational trainees for
general practice spend six months in the A/E
department, which is a relatively new system.

Within the next four or five years, when these
trainees are fully qualified general practitioners,
they will have had sufficient experience in A/E and
then they can be encouraged to do minor casualty
work in their health centres or surgeries, again in
close liaison with the A/E consultant in the area.

In summary, A/E medicine should be con-
sidered a specialty. In all teaching hospitals
there should be a preregistration job, senior
house officer job, and registrar and senior
registrar training programme in A/E medicine
for those who wish to become A/E consultants.
Any candidate for the post of consultant should
have spent at least 3-4 years in these grades
and have at least one postgraduate qualification
and the additional diploma in A/E medicine
once this has been created. I personally
emphasise that this should be the prime
function of the Casualty Surgeons' Association.

G S PATHAKJI
Accident and Emergency Department,
General Hospital,
Nottingham

Marriage guidance counsellors

SIR,-We have been fortunate to have had
counsellors working in our practice through
the National Marriage Guidance Council for
about five years. They have given their ser-
vices, free, with enthusiasm and unsparingly.
We employ receptionists, a secretary, and a
full-time nurse and have a partial attachment
of a health visitor, all of whom are paid to
work in these premises.

This counselling service, provided by
dedicated people for the benefit of our patients
and ourselves, should not be unpaid. It is
basically unfair that counsellors are the only
unpaid workers for the National Health
Service. Many are skilled in psychotherapy,
highly trained, maintain ongoing in-service
training, and are members of the British
Association for Counselling.
We wonder if others in general practice feel

as we do. We would like to press the Depart-
ment of Health and Social Security to accept
responsibility for payment for counsellors in
general practice surgeries.

JAMES CARNE
ADRIAN DELL

S SWIRSKY
GILLIAN D YUDKIN

London N16

Corrections

Review of patients after 131I treatment for
thyrotoxicosis

In the letter from Drs A J Hedley and J C G
Pearson (2 December, p 1569) the last sentence of
the second paragraph should have read: "The
presence of hypothyroidism in only one of the
seven lost patients would, of course, make a big
difference to the outcome of the study."

Treadmill exercise test for predicting
coronary disease

We regret that a printing error occurred in the
letter from Dr R M Boyle (25 November, p 1494).
The last sentence of the second paragraph should
have read: "In the Belfast series there may have
been more patients with atypical chest pain in
whom coronary arteriography was undertaken
merely for diagnostic reasons."
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