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allow some time into which opportunistic screening may be
fitted, a process which could be facilitated if the patients' notes
contained a form which could be filled in over the course of
a number of consultations. This could go a fair way towards
meeting the screening requirements of the new contract, though
it would not of course solve the administrative problem of con-
tacting non-attenders. Alternative approaches to screening in-
volve other members of the primary care team, and Marsh16
has described how substantial parts of the doctor's traditional
work can be undertaken by an extended team.

How should surgeries be booked?
Running late is bad for patients. Long waiting time is another
common complaint of patients'7"8 and a paper by Hill-Smith
(p.492) demonstrates the exponential rise in patients' waiting
time if consultations are booked at less than the mean consulta-
tion time. However, running late is also bad for doctors. In
preliminary results from a study in Lothian, Porter and
colleagues'9 suggest that running late is a major source of
stress for general practitioners, particularly if they have other
fixed commitments to attend to. Hill-Smith's solution to this
problem is to book short frequent surgeries. In practice, this
is most readily achieved by breaking up long surgeries with short
periods of administrative time at intervals of one to one and
a half hours. These act as a buffer against cumulative lateness
and allow the doctor breathing space every 10 patients or so.
Hill-Smith also investigates the effect of allowing patients to
choose their own appointment times. This did not appear to
be an efficient use of doctors' or patients' time in his study,
although in other hands, appointment times chosen by patients
have been associated with short waits by both doctors and
patients.20'2'

The conclusion is that consultations in the 1990s should pro-
bably be booked at 10 minute intervals if list size allows. This
interval will allow some time for opportunistic screening. If long
surgeries are broken up with short periods of administrative
time, this will decrease patients' waiting time and probably
reduce stress for general practitioners.

MARTIN ROLAND
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Chronic non-malignant pain: time to take on the
challenge
WHILE some patients with chronic pain are referred toI, hospital clinics and those with malignant disease are

treated in hospices, the majority of patients with chronic pain
are managed by general practitioners. Chronic pain has a poor
prognosis and even in one of the best specialist centres 40% of
patients with non-malignant pain experienced no relief and 38%
only partial relief.' The challenge for primary care is to pro-
vide a coherent response to the needs of patients with chronic
pain.
The prevalence of chronic pain in the community has been

variously estimated at 9.4Gb,2 8.77o,3 and 1107o4 in three very dif-
ferent studies but it is well known that general practitioners see
only a small proportion of the illness in the community5 with
many factors influencing patients' decisions to consult.6 This

'pyramid' of patients receiving various levels of care has been
quantified for back pain.7

Aristotle defined pain as 'an agony of the mind',8 but in 1986
the International Association for the Study of Pain agreed on
'an unpleasant sensory and emotional experience associated with
actual or potential tissue damage, or described in terms of such
damage'.9 This definition encourages a broad approach to
evaluation, and may be therapeutic in giving patients the
language to communicate their distress, thereby reducing feel-
ings of isolation.8

Various dimensions of the experiences of patients with pain
need to be assessed, including intensity'0"' and quality of
pain,'2"3 psychological state'4"5 and their attitude to pain'6 with
the use of active and passive 'coping strategies'.'7 The last of
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these may have a predictive value in the development of chronic
pain.

In primary care we are concerned with the interactions between
patients and their families and recently there has been interest
in the relationships of patients with chronic pain. However, the
evidence regarding aetiological factors within the family, the in-
fluence of relatives other than the spouse and the possible
importance of operant conditioning, is inconclusive.'8"9 The
spouse of a chronic pain sufferer may develop physical com-
plaints, and marital satisfaction tends to diminish, but a positive
correlation has been found between the solicitousness of the
spouse and pain intensity perceived by the patient.20 The adop-
tion of the 'sick role' described by Parsons,21 in which the
patient has obligations such as seeking professional help but also
privileges such as being excused the 'bread-winner' role, may
be dependent on family factors.
A behavioural approach to family therapy has been advocated

by Fordyce.22 This aims to discourage the use of 'passive cop-
ing strategies' and encourage the conditioning of 'well
behaviours' However, even if a structured behavioural approach
is not adopted, general practitioners can explore the meaning
of the chronic pain to the patient and provide psychological sup-
port for the patient, the spouse23 and other relatives.
A multidimensional approach to management is the hallmark

of good general practice and this is particularly true for the
patient with chronic pain. The primary health care team should
be establishing the prevalence of the problem, describing the
pathogenesis of chronic pain, developing practical methods of
patient assessment, identifying prognostic indicators with a view
to prevention, and testing the efficacy of therapeutic manoeuvres.
General practitioners are uniquely placed to perform this long
overdue research.

RICHARD G. POTTER
Research fellow in general practice, University of Keele and

principal in general practice, Congleton, Cheshire
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Combined Reports on Prevention (Reports 18-21)
This series of classic documents on preventive medicine reprinted
under one cover offers excellent value for money. The four reports
are on principles of prevention (edited by Horder), prevention of
arterial disease (ed. Tudor Hart), prevention of psychiatric disorders
(ed. Graham) and family planning (ed. Hutchinson). £4.50

Healthier Children - Thinking Prevention (Report 22)
Covers many principles involved in child care: examinations,
doctor-patient relationship, teamwork, remuneration, monitoring
and training. '.. a forward looking report. / have not read anything
in recent years so heartening' Archives of Disease in Childhood.

£5.50

Alcohol - A Balanced View (Report 24)
This report of a College working party offers a logical approach
to drinking problems which can easily be applied in everyday prac-
tice. '.. an excellent account of the varied and extensive damage
done by alcohol' Lancet. £5.00

Promoting Prevention (Occasional Paper 22)
A College working party identifies practical ways of implemen-
ting the recommendations of the five reports on prevention. '..
a significant step in the development of primary care' Nursing
Times. £3.00

Preventive Care of the Elderly (Occasional Paper 35)
Based on papers given at a national workshop, this document
describes case-finding and screening programmes for the elderly,
with special emphasis on team care. £5.00

Prevention and the Primary Care Team
The report of a multidisciplinary working party looks at some of
the difficulties and delicate issues in prevention and makes many
practical recommendations. '.. should provoke all but the most
perfect of general practices' General Practitioner. £3.00

Handbook of Preventive Care for Preschool Children
Sets out clearly what should be done and why in the preventive
care of children. The second edition includes a complete review
of the text. £5.00

All the above can be obtained from the Sales Office, Royal Col-
lege of General Practitioners, 14 Princes Gate, London SW7 1PU
(Enquiries, Tel: 01-823 9698). Prices include postage. Payment
should be made with order. Cheques should be made payable to
RCGP Enterprises Ltd. Access and Visa welcome (Tel: 01-225
3048, 24 hours).
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