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Do general practitioners miss dementia
in elderly patients?

Dr P DONNELLY (Shirle Hill Hospital, Sheffield
Sl 9AA) writes: Dr W O'Connor and others
(29 October, p 1107) highlighted the difficulties in
diagnosing senile dementia and commented that
general practitioners should take the initiative in
diagnosing dementia in the elderly, but they also
stated that general practitioners and nurses had
difficulty in differentiating dementia from other
psychiatric disorders. I agree that general prac-
titioners are ideally placed to diagnose dementia early,
but, as Dr O'Connor and others seem to imply, the
question is whether they are adequately trained to
fulfil this role. My reaction to their comments was that
it should be psychiatrists who take the initiative
in several ways: (a) in redesigning undergraduate
teaching programmes so that medical students have
experience in assessing the elderly; (b) in including
experience of the elderly in general practitioners'
vocational experience in psychiatry; and (c) in
developing closer links with primary health care
workers to provide continuing education. I believe
that we should not expect certain groups ofhealth care
workers to fulfil roles in which they may not be fully
trained or experienced.

Rupture of tendon after cryotherapy for
hand wart

Mr DOUGLAS MCGEORGE (Mersey Regional Plastic
Surgery and Burns Centre, Whiston Hospital,
Whiston, Merseyside L35 5DR) writes: Although
the case described by Dr Victoria M Yates and
others (29 October, p 1106) of tendon rupture after
cryotherapy for treatment of hand warts may be the
first recorded case of tendon damage, the problem
does occasionally present to centres for hand surgery
(figure). I agree with the authors that caution should
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Extensive scamng around nail beds with mallet deformity
of distal interphalangeal joints of ring and middle fingers
secondary to cryotherapy for hand warts

be exercised when treating finger warts. The handing
over of treatment to inexperienced or non-medically
qualified staff with its potential for disaster should be
discouraged.

I Keefe M, Dick DC. Dermatologists should not be concerned in
routine treatnment of warts. BrMedJ 1988;296:177-9.

Postperinatal mortality in a health district
with a garrison town

Major SIMON MILLER (Royal Army Medical Corps,
British Military Hospital Rinteln, West Germany)
writes: Dr Mala Rao and Ms Elizabeth Hoinville
(10 September, p 662) described an apparently above

average incidence of sudden infant deaths among
military families in the garrison town of Colchester
and commented on the absence of previous published
work on this problem. In fact it has been the subject of
much concern and research within the army for some
years, having been identified by Dr R W J Smith
(formerly a senior lecturer in preventive medicine in
the Royal Army Medical Corps) in the late 1970s
(MFCM thesis, 1978) and subsequently confirmed in
my study of British service families based in West
Germany during 1981-4, which showed a rate of 5 4
sudden infant deaths per 1000 live births.' Comparing
the service community with the civilian population
is difficult because it is necessary to judge what
allowances should be made for significant factors such
as maternal age and social class. Maternal age is
substantially lower than the national average but not
sufficiently so to explain the whole of the difference.
Social factors are considered to be important but are
not easy to evaluate in a service setting. Other factors
that may be important include the isolation of service
families (referred to by Dr Rao and Ms Hoinville),
which occurs in garrison towns both in the United
Kingdom and abroad when extended family support is
out of reach. Service life also entails the turbulence of
frequent moves and the periodic absences of the father
for military training or unaccompanied tours of duty
in such places as Northern Ireland and the Falklands.
During the past few years various measures have been
introduced to try to combat this problem. A pro-
gramme of surveillance was introduced in 1982 for
service families based in West Germany similar to that
which was first used in Sheffield.2 Research is still
being undertaken in the service community. There
is no complacency in military circles, but some
encouragement has been drawn from the fact that the
rate of sudden infant death among service families in
West Germany during 1983-6 fell to 3 9 per 1000 live
births.

1 Miller SAStJ. Sudden infant death in service families. J R Army
Med Corps 1987;133:16-22.

2 Carpenter RG, Emery JL. Identification and follow-up of infants
at risk of sudden death in infancy. Nature 1974;250:729.

Controversy over mammography screening

Dr B BEDFORD (Brockenhurst, Hampshire S042
7TA) writes: In their editorial on mammography
screening Drs John Reidy and Osmond Hoskins asked
how the staff ofgeneral hospitals would be able to cope
with the extra workload that the programme is certain
to produce. They should also have voiced their
concerns for general practice. Our seven man practice
was recently given two weeks to check all the data on
1100 women aged 50 to 65 so that they could be called
for mammography screening. This produced a work-
load of 84 man hours additional to normal practice
work simply to check the registration data. (The
additional checking of clinical data was impossible
within that time.) This could be achieved only by a
major redirection of staff working practices at the
expense ofthe provision ofother services to patients in
the practice. Regrettably, one patient with a bilateral
mastectomy had the trauma of being called for screen-
ing. Ifour family practitioner committee had adequate
numbers ofproperly paid staff to maintain registration
data part of this horrendous experience could perhaps
have been avoided, yet this all occurs at a time when
services are having to be closed down and there is
serious talk of cost limiting our general practice
provision for ancillary staff. The future makes me
shudder.

Heart and brain transplants

Drs DAVID HILL and DAVID W EVANS (Addenbrooke's
Hospital, Cambridge CB2 2QQ) write: Louis Appleby
(22 October, p 1064) suggested that "the removal of
vital organs from persons who may not be in some
absolute sense dead" is no longer a moral problem
because 20 years and 2000 such procedures later four
out of five recipients can survive for over a year, as
though passage of time and weight of numbers are
sufficient to make the ends justify the means. He also
perpetuated the myth (believed even by some senior
colleagues, we have found) that the life support is
withdrawn and the patient allowed to die before the
operation begins when he described the sequence for
the first heart donor in Cape Town and implied that
this is still the procedure. It should be emphasised that

transplant surgeons have long progressed to operating
on donors while keeping ventilation and circulation as
normal as possible; they have to paralyse and even
anaesthetise the "cadaver" to make surgery possible
and to cover up the response to surgery, accepting that
there may be residual brain activity. Medical morality
has suffered grievously by the acceptance of the use of
the dying for the benefit of organ recipients and a
failure to tell potential donors that they may not be
dead in their understanding at the time of organ
removal.

Complications of central venous
cannulation

Dr TIM SHALLCROSS (Department of Medicine, St
James's University Hospital, Leeds LS9 7TF) writes:
Dr Martin Wilkie and Mr Mike Hughes (29 October,
p 1126) suggest using floppy J ended guide wires in
placing central venous catheters. Unfortunately this
type of guide wire is rarely available on a general
medical or surgical ward and, indeed, may be hard
to find except in x ray departments or catheter
laboratories. An alternative (though perhaps second
best) method is to place a 40-50° bend in the floppy end
of the normal guide wire supplied with the catheter.
This may be easily achieved by running the floppy end
of the wire between the pad of the index finger and the
thumbnail several times with gentle pressure. I have
found that this technique (originally shown to me by a
cardiologist) makes insertion of the wire much more
reliable and reduces the chance of unintended internal
jugular vein cannulation.

Role of general practitioners and
ophthalmic opticians in screening for
ocular disease

Dr MICHAEL R LEWIS (Wolverhampton and Midland
Counties Eye Infirmary, Wolverhampton) writes:
Glaucoma presents an ideal opportunity for a screen-
ing service as proposed by Mr R J Harrison and
others, being common, detectable at an early stage,
and treatable with good effect. If such a service could
be established who should be included in the target
population? High risk groups such as those over, say,
40 years, diabetics, or those with a family history
would obviously yield proportionally more cases than
the general population. Defining those with a family
history, however, is not likely to be easy. I recently
assessed the level ofawareness about certain aspects of
glaucoma in 152 consecutive patients with glaucoma at
their review in the general clinics ofthis hospital. Only
112 knew that they had glaucoma, although a further
21 had reasonable understanding of their condition.
Nineteen, however, did not know what had been
diagnosed at all. Altogether 122 knew of the visual
risks of glaucoma, but only 75 knew that glaucoma
was familial. A disease register and recall system for
relatives would surely entail great difficulties. An
alternative would be to rely on patients themselves to
inform their relatives. This option would require a
much improved level of patient knowledge than that
evident in my survey population and more emphasis
on patient education.

Making infonnation more accessible

ProfessorKCCALMAN andMrsJEAN KEAY (University
of Glasgow, Glasgow G12 8QQ) write: Over the past
two years we have set up a database of topics relevant
to medical education (29 October, p 1079). This
database, which contains over 700 pages of informa-
tion, is based on a viewdata system and may be readily
accessed by a telephone, modem, and computer. It is
already functioning in the west of Scotland, with over
40 users, and almost all generally available micro-
computers (BBC, Apple, Apricot, Amstrad, Atari) are
compatible. It contains information on all courses
and seminars for hospital doctors and general practi-
tioners, together with information on examination
dates and a bulletin board. An electronic mail service
allows communication between users. A journal club
and other educational materials are also accessible.
There is information on careers and a limited amount
ofmanpower information. Anyone wishing for further
information or access to the system should write to the
department of postgraduate medicine, University of
Glasgow, Glasgow G12 8QQ.
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