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article (5 June, p 1677). I agree with the
concept that as consultants in the hospital
deal with only one aspect of patients and GPs
deal with patients as a whole GPs should be
informed as to what goes on in the hospital
regarding their own patients. In certain special
areas, however, this method may not be the
ideal, and we have to fall back on the "lesser
of two evils." I certainly endorse Professor
Adler's view on this subject.

In many instances patients of our clinics are
known to their GPs socially, and more harm
may be done in informing GPs in these cases.
Patients feel that absolute confidentiality will
not be respected if we inform their GPs. If we
insist, then not only would the patients default
and not come back with future problems but,
more importantly, word would spread round
and other patients would be reluctant to attend.

I feel that Dr Ford is right, but there are
circumstances when informing GPs would do
more harm than good. As for patients with
letters from their GPs, it is my practice to
answer all the letters within a week of seeing
the patients with details of investigations,
diagnosis, and treatment.

MUKTI N BHATTACHARYYA
Manchester Royal Infirmary,
Manchester M13 9WL

SIR,-Further to Dr S D Ford's letter (3 July,
p 62) we would agree that if the patient has
been formally referred by letter to a genito-
urinary clinic by the GP, then the GP should
be kept informed of the diagnosis, treatment,
and outcome. This is certainly the policy in
our clinic.

In cases of self-referral, however, we believe
that the principle of confidentiality should be
maintained. While sympathetic to the GP's
need to be kept informed of the patient's state
"as a whole," we believe that routine notifica-
tion of the GP would see a significant fall in
the number of attendances at special clinics
and therefore defeat their objective. We would
also point out that where the patient is likely
to be seen by another doctor, including his
GP, we actively encourage the patient himself
or herself to disclose the fact that he or she
has attended our clinic. The other problem
with routinely writing to the GP is that the
information contained will become available to
other Health Service personnel not so closely
bound by an ethical code as the GP.

CLEANTH JONES
S K PANJA

Cardiff Royal Infirmary,
Cardiff CF2 1SZ

SIR,-Referring to Ms J Hale's letter on
contact tracing (26 June, p 1952) it is the
opinion of the Society of Health Advisers in
Sexually Transmitted Diseases that a nursing
background is not essential for a health adviser.
The society has one hundred plus members,
two-thirds of the total number of health
advisers in the country, and, while we do not
undermine the importance of the nurse's role
in the clinic, we feel strongly that the back-
ground is necessary only as an educational
qualification, as is a social science degree, or a
degree in any other related subject.
When appointing a health adviser, person-

ality is the most important prerequisite:
applicants should be tactful, perceptive,
sensitive, and tenacious. The course at

Harrogate, as Ms Hale rightly states, is a great
help in teaching interviewing and counselling
skills, but the right person will benefit regard-
less of nursing background. Some patients, of
course, feel on an equal footing with doctors
and nurses, but a very large proportion find it
much easier to talk in a less formal atmosphere
away from uniforms and on a friendly basis.
After having been told the diagnosis, they
often need a few minutes to compose them-
selves, and the questions they wish to ask come
into their heads only after sitting in a confiden-
tial, more relaxed, and less formal setting; this
has been proved time and time again.

Total patient care is essential, states Ms
Hale, but no one department takes over all
patients' emotional and health care problems
-each has its own specialty and refers patients
to other departments as necessary. This the
health adviser can do, often becoming aware
of the problem only after chatting informally
for a while with the patient, and then discussing
it with the doctor. We are not aware of a
counselling course being part of a nurse's
training.
The qualities needed for a nurse are not

entirely the same as those needed for a health
adviser, and a good nurse does not necessarily
make a good health adviser.

PATRICIA WHITE
Secretary, Society for Health Advisers

in Sexually Transmitted Diseases
Romford, Essex

Effect of nifedepine on histamine
reactivity in asthma

SIR,-We read with interest the paper by Drs
K R Patel and M Al-Shamma (26 June, p
1916) on the failure of nifedepine to modify
the bronchoconstrictor effects of histamine
challenge in allergic asthmatic subjects. We
have conducted a similar study.'
We studied a group of young atopic subjects

(with a history of allergic rhinitis with or
without positive skin tests to two or more
common allergens). The subjects were chal-
lenged with histamine (2 mg/ml) or metha-
choline (1 mg/ml) aerosol during two minutes
of quiet tidal breathing 30 minutes after taking
sublingual (20 mg) nifedepine or placebo. The
study was conducted double-blind. Partial and
maximal flow volume curves were then
recorded immediately after challenge in a
whole body plethysmograph and the maximum
falls in forced expiratory volume (FEV) and
expiratory flow rate at 40%o vital capacity
(V max 40) were used for comparison. All
subjects showed less bronchoconstriction while
taking nifedepine. The mean falls in FEV and
V max 40 are summarised in the table.

Changes in respiratory function in atopic patients
challenged with histamine or methacholine and treated
with placebo or nifedepine

Fall in Fall in
Challenge Treatment FEV V max 40

( ° ) ( .,)

Histamine Placebo 314 ± 152 54 57 ± 158
(No = 7) Nifedepine 22-42 ± 12-2 40-6 ± 19

(p < 0-01) (p < 0-001)
Methacholine Placebo 30-06 ± 19-4 59 3 20-6
(No= 7) Nifedepine 21.0 ±13 5 41-4 12 5

(p<O-001) (p<0001)

Our conclusions were that nifedepine did
not significantly alter baseline measurements
and that, since it partially inhibited both
histamine- and methacholine-induced bron-

choconstriction in these subjects, it must act
on the bronchial smooth muscle in addition
to any effect it may have on release of mediators
from mast cells.

SALEEM MALIK
Royal Free Hospital,
London NW3 2QG

M F SUDLOW
City Hospital,
Edinburgh
I Malik S, O'Reilly J, Sudlow MF. Thorax 1982 ;37 :230.

Consent to psychiatric treatment

SIR,-As a member of the consultant staff at
one of the two hospitals studied by Professor
Robert Bluglass and Dr Margaret A Beedie
(29 May, p 1613), I was concerned to
read of the relatively high numbers of cases
admitted to the two hospitals under section 25
of the Mental Health Act 1959, and therefore
interested in Mr L 0 Gostin and Professor D
R Davis's letter (26 June, p 1945).

Readers will notice that whereas Mr Gostin
and Professor Davis talk of a high percentage
of section 25 admissions the original authors
talk of absolute numbers per 100 000 popula-
tion. It might be important to distinguish
between the two: there is a general shortage of
acute psychiatric beds in the West Midlands,
and I personally at Highcroft Hospital have for
well over a decade operated with a bed comple-
ment equivalent to 0-27 beds per 1000 popula-
tion, virtually half the DHSS recommenda-
tion. I cannot therefore afford to admit
anyone who does not need admission, or,
equally important in terms of some of the
proposed legislation, afford to keep anyone in
hospital longer than necessary. It is probably
about a decade since I last extended a section
25 into a section 26. Those admitted are either
on a section 25 or would legitimately be placed
on that order but for their accepting informal
treatment. With a bed complement closer to the
ideal I might well admit a greater number of
less urgent cases, so that the percentage of
informal patients would undoubtedly increase,
but the absolute number of section cases would
not change for that reason alone.

It is, of course, possible that the greater
absolute numbers of patients admitted on a
section 25 to these hospitals can be explained
by their dealing with inner-city catchment
areas; but, whereas this is very true of All
Saint's Hospital, Highcroft Hospital has a
much wider range of environment and social
class in its population. Probably between
30-400% can be classed as inner-city; a similar
percentage would represent clients from social
class III, and the remaining 200%` would range
up to the stockbroker belt. There is even a
rural part of the catchment area, but of course
rural deprivation has been described as being
as severe as inner-city deprivation, so that
possibly the rural poor may be included in the
figures for the inner-city population for
epidemiological purposes. In spite of this it is
Highcroft Hospital which has a higher absolute
number of patients admitted under section 25,
not, of course, offset by the lower numbers of
patients admitted under sections 29, 135, and
136.

I am afraid my own view is that these figures
are a reflection of failure to implement in the
Birmingham area priority for the mental health
services. Neither hospital has a related district
general hospital unit, which would make
informal admission acceptable, and in this
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