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Autumn and Winter promise to be a very busy time for the new council. A number of interesting proposals
are being discussed and elaborated for presentation to college members for approval.

The most interesting is the proposed family doctor register which would be the first of its kind in Malta and
will list all doctors practising family medicine full time. Furthermore, College members fully credited with CPD
points and maintaining a good standard of practice will be credited as such in this register. This will further the
Council’s aim to ensure recognition of the family doctor as a specialist in his field.

The council is proposing to host the meeting of the European G.P. Research Workshop in Autumn 1996,
and is sending two representatives to this year’s meeting.

The Council aims to organise short courses on various topics on a regular basis in the near future and is
working to raise the prestige of the College in local and international fora.

I refer you to the various notices of international conferences posted in this issue and invite you to contact
the secretary or myself if you are interested in attending.
Jean Karl Soler

CONTINUING PROFESSIONAL DEVELOPMENT
1994 PROGRAMME

Accreditation is to take the form of credit units and the system of credit allocation will take into
consideration both active and passive involvement in Continuing Professional Development (CPD) activities,
the former attracting more credit units than the latter. Each member of the College must accumulate 27 units
annually to retain the right to membership. A CPD logbook has been distributed to all membersto allow recording
of credit units as they are accumulated.
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Presentation of lecture at College or PGMC CPD
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Journal ..o 5
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Acceptance of a medical student for a training
attachment as organised by the Faculty of
Medicine ............ 1 unit per student per week
Any other activity which a member feels
may attract credit units after submission
to Council for approval for such pur-
POSE wuvieiiiieeeeieereinnee Discretion of Council
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“"THe Famiy WitH A Disasiury”’

Dr J. MuscAT ADDRESSING THE MEDICAL SCHOOL
22ND ArriL 1994

I would like to start by quoting
the Head of Psychology at the
University of California, an inter-
national authority on autism, Dr.
Lovaas, who during the research
that led to his excellent pro-
grammes admitted;

“The first serious mistake we
made was to treat the children
within an institutional (hospital
or clinic) environment ... We had
hospitalized the children in the
first place because we still held
the old view we had been taught,
that children like those with
whom we worked were ill. It
seemed to follow then, that since
they were ill, they needed treat-
ment, ideally in a hospital.

Given our background, it was
an easy mistake to make. We
decided then to change the place
of treatment from the institution
to the children’s natural environ-
ment; that is we began to treat
him in his home and school.

We were successful and this
brought us to question the ne-
cessity or desirability of using a
hospital as a teaching and learn-
ing environment. Our goal was
to help these children to live and
function in the real world and not
in an artificial setting, suchas an
institution.”

(Teaching Developmentally
Disabled Children)

The Eden Foundation was set
up by a group of parents deter-
mined to achieve a better future
for their children than the present
situation of institutionalisation or
hospitalization offers.

The Eden Foundation’s pro-
gramme is essentially an educa-
tional one and is based on the
strong belief that people with dis-
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ability are educable provided they
follow a system which is intended
to bring out the abilities hidden
behind the disabilities.

This system, in turn, is based
on Eden’s view that people with
disability rather than ill or dis-
eased, are simply “different”, and
that what was needed was an
environment in which the child
could learn. So the place of inter-
vention became the child’s own
home and we chose to teach the
children, whenever possible, in
the same way normal parents
teach their normal children. We
supplanted treatment by teach-
ing and de-emphasised diagnos-
tic testing.

Allow me briefly to explain
how our systems function.

In the Early Intervention Pro-
gramme for children up to the
age of 5, we have about 100
clients. After assessment by the
various professionals involved, a
case conference is held which
determines each child’s individual
programme. This is the starting
gun that sees the child receiving
a lesson at home together with
speech, physio and occupational
therapy sessions on a weekly
basis.

Naturally there is constant
meeting of these professionals
on an informal basis, but teach-
ers meet regularly every other
Tuesday while Departmental
Heads meet every forthnight.
Review meetings are now being
conducted at 3-monthly intervals
while Enhancement Courses
aimed at creating a Transdisci-
plinary model are on-going and
take place twice monthly. Eden
indeed teems with creative activ-
ity and | assure you that you

would be most welcome to visit
and see for yourselves.

That of course, is only one
programme. We have gone into
the homes and institutions to take
out adults lying idle, living on the
state disability pension of almost
Lm10C0 a year, and put them to
work. Adults between the age of
18 and 30, who had never gone
anywhere on their own in their
life, were taught to travel by pub-
lic transport to our Centre in
Valletta. After 3 months of life
and social skills aimed at making
them function as people, where
they learn to shop, count their
change, make a telephone call,
reach a destination, etc, they em-
bark on another period of 3
months of on-the-job training
where the abilities that had been
identified are now translated into
job-holding skills. Job coaches,
specially recruited for the pur-
pose, accompany the trainees
during this period and help them
to integrate with their work com-
panions.

There are 10 of these people
now working independently, do-
ing normal work and earning a
normal salary. 10 people whose
very parents had long given up
on them after the long years of
failure. Who, when their disability
was first diagnosed would have
bet that one day they would be
working?

There are 14 others doing on-
site training while 90 await their
turn. The first intake of trainees
have now been working independ-
ently for over 3 months.

Eden achieved this with peo-
ple whose schooling did not
amount to much, and during a
period when we were still finding
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our feet. For the young children
benefiting from our services and
who by the time they have left
school will have absorbed so
much from our programmes, the
future should be far brighter.

The systems we are using have
been advocated before by far-
seeing people in our society as
far back as 1989 to my knowl-
edge. At Eden we have simply
had the courage to put them into
practice. Very conscious of the
fallout that would arise, we de-
cided that the time had come to
admit that the medical model was
not adequate enough on its own.
As doctors, our knowledge of dis-
abilities and how to deal with
them is scanty and it is indeed
time for medical students to be
taught how to identify disabilities
and how to treat them.

I speak nothing but the truth
when [ tell you that there have
been instances of parents being
put off by some doctor from en-
rolling their child with Eden be-
cause professionally he could see
no reason for it, only to have
these same parents begging to
be allowed to join the programme
a few months later when the dis-
ability had become more evident.

Precious months had beenlost
to children who are not in a posi-
tion to readily make up for lost
time.

Ihave just mentioned parents.
From the very beginning at Eden
we had to face a familiar prob-
lem: where to draw the line sepa-
rating the parent from the
professional. Again | believe you
will agree with me when [ say that
in Malta the professional brooks
nointerference. We feel that medi-
cal problems being so complex,
only highly educated persons can
be allowed to view the way we
work.

In turn of course, this has bur-
dened us with a tremendous re-
sponsibility. In English colonial
times, in the East they used to
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speak of “the white man’s bur-
den”, meaning that the Europe-
ans, having persuaded the natives
to view them as superior beings,
could never afford to own to a
mistake or weakness.

We too have fallen into this
trap. This is a mistake. At Eden
we reason differently. We parted
from the obvious position that
there simply are not enough pro-
fessionals available to meet the
educational, therapeutic and psy-
chological needs.

Secondly, if parents didn't
know exactly what their child’s
treatment programme consisted
of, what we were doing, why we
were doing it, and what the final
goals were, then they wouldn'tbe
able to help their child maintain
the gains made in therapy, and
the child would regress. The par-
ents and teachers are the child’s
primary therapists while the spe-
cialists act as consultants.

If a child’s behaviour is influ-
enced by the environment in
which he lives and learns, and
since a child’s environment is
composed of several different
settings (such as school, home
and neighbourhood) then it fol-
lows that the child’s total envi-
ronment should be arranged to
become therapeutic and educa-
tional if the child is to make maxi-
mal gains in treatment.

And this is where a great con-
cern of mine comes in. In a sys-
tem where, quite rightly, the
parents’ role is essential, we have
to be careful not to overburden
the parents. And they are tre-
mendously overburdened. There
are their endless hospital appoint-
ments in hospital with their often
discouraging results. Thereis their
membership of any organisation
that offers a quick fix to their pro-
blem. Torn as they are between
conflicting loyalties, they are in

‘danger of collapsing, and if the

parents collapse, their child and
his future - despite everybody’s
good intentions — will collapse.

| appeal here to those of you
present who have the power to
provoke change, to join Eden
round the table and find ways and
means of collaboration to spare
the family that reduplication of
services, that hostile jealousy they
at times encounter in quarters
that should know better, that mad
chase from one place to another;
all so unnecessary and certainly
in no way acting for the good of
the child we all claim to be con-
cerned with.

Believe me when | say that
Eden does not want to intrude on
anybody’s turf. Our joys are sim-
ple ones. We celebrate when the
child whose parents assured us
he would never talk, is now talk-
ingand more, understanding con-
cepts. The child who up to three
years had not walked and, ac-
cording to the medical diagnosis
was not really expected to walk,
is now slowly, painfully making a
few steps, enough to fill his par-
ents with that dose of hope that
will enable them to carry on.

It is time for us to accept that,
as doctors, we cannot work alone.
In the modern world there are
many other professionals in pos-
session of skills that could do
mankind - and especially disa-
bled mankind - a lot of good. To
some extent this is a principle we
all accept and practice. People
who suffer a stroke are sent for
physiotherapy; people who suf-
fer accidents are given occupa-
tional therapy. But we do not
seem to apply this principle right
across the spectrum. In the case
of developmental disabilities this
could be a case of tacitly accept-
ing that the input required is so
great that the medical profession
on its own cannot possibly de-
liver it.

And it is right that it should be
so. Most of the money spent on
medical treatment and medical
rehabilitation will be of little value
if we forget that it is our duty to
bring the disabled person back to
a social life and to give him the
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possibility of living such a life.
What is the use of stretching re-
habilitation services to meet ever
increasing demands if in so doing
the real needs are not met?

That is why Eden’s slogan is
“Towards an Independent Life”.
We believe in the integration of
the individual, for all psychologi-
cal and sociological investiga-
tions show the impossibility of
improving the individual re-
sources of a person if he lacks
stimulating contacts with other
human beings.

That is why the social and
psychological situation of the
disabled will be a better one if
those who meet him do not fix
their interest on his disabilities
but on his abilities. There is a
need for Rehabilitation and Dis-
ability Medicine in which very few
medical people are interested.
There is need of Prevention Child
Care Programmes. At Eden, we
have noticed how often our chil-
dren seem to fall sick with con-
sequent loss in lessons and
therapy not to mention the par-
ents’ distress. Indeed, since the
Eden Foundation is affiliated to
the Institute For Child Develop-
ment of the University of Malta, |
am looking forward to the day
when this joint venture between
the two parties will initiate re-
search that we at Eden — unham-
pered as we are by bureaucratic
considerations - canimmediately
put to the test.

And while we are far from
claiming that we have all the an-
swers, or even half the answers or
only a few, we do have the facility
of being able to initiate action
within the constraints in which we
operate. That is the main reason
behind the results already
achieved in the space of 15
months since we commenced
operations.

You cannot give holistic edu-
cation using specialists, however
gifted, however dedicated and
committed, if they come from
several departments all of which
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tend to operate within castle walls
higher than the Valletta bastions
and who consider the protection
of their turf to come before any
other consideration.

You have heard me give you
the details of how we operate. In
all honesty, and | say this quite
humbly, despite our shortcom-
ings, despite all we have yet to
learn, what government depart-
ment is in a position to deliver the
same? Can any other department
ever be able to function in this
unique, highly focused way?

At Eden my staff know only
when the day will start, never
when it finishes. Ring up and find
out for yourself. At Eden we have
members of staff who forfeit, of
their own free will, expenses due
to thern for services rendered. At
Eden, when the need arises we
go in even during the weekends.
At Eden, despite the enormous
pressure of work, we have staff
who refuse lucrative offers from
other educational organisations
because they know that nowhere
else will they find the same at-
mosphere, the same commit-
ment, the same family set-up
based on the slogan “working
together as a family for the good
of the family.”

The Eden Foundation is not
the Garden of Eden and we do
have our disagreements but it is
nothing like what prevails in the
normal places of work. This is the
primary resource that every other
state department lacks and can
never hope to possess. And all
this activity is carried out after a
day’s work elsewhere, for most of
our staff work part-time.

And it is with my heart full of
this goodwill that animates our
work that | most earnestly re-
quest you not to let this confer-
ence end up as yet another bit of
printed paper, a showcase of good
intentions that nobody buys. Let
us, all together, be partners in a
noble quest for the good of dis-
abled persons and before we leave
this hall fix a date when, gathered
around a table, we can pool re-
sources, apportion limited exper-
tise and set up a functioning
model aimed at providing per-
sons with disability with the op-
portunity they need in order to
show that their contribution to
their country and their society
can be as valid, in human terms,
as that of the best among us.

Thank you
Josie Muscat
President -~ The Eden Foundation

Winter C.P.D. MEeeTiNG

Wednesday, 5th October 1994

Pitfalls of the Chest X-Rays - Dr. M. Crockford

-

|

Thursday, 6th October 1994

Friday, 7th October 1994

[
[ |
E

Reception

How I Manage ... — Dr. J.K. Soler

Well Woman Clinics — Dr. A.P. Scerri
A Lesson I've Learned — Dr. P. Sciortino

Promoting Health in the Family
A Forum Presented with the Help of the Promotion Department §
Miss S. Bugeja ~ Health Promotion Manager -
Miss S. Scicluna Calleja — Psichology Lecturer

Mr. A. Zammit - Physiotherapist

Dr. G. Farrugia - Family Doctor & Local Council Mayor

Meeting Kindly Sponsored by Vivian Commercial Corporation Limited

it-tabib tal-familja



Spcialist treatment

[

gr

%\g‘

It's a sad fact that at some time or other you will
probably need some form of medical treatment. It
might be something minor. It could be major. So you
may be thinking about private health care for yourself

and your family. This is where BUPA comes in.
BUPA has been looking after people's health care
needs for over 40 years. That's all we've done. That's all

Indeed, BUPA membership schemes are specifically
designed for the needs of residents in the Maltese
islands, and provide comprehensive cover.

we still do, for 24 hours a day, every day. Drawing on
our unique medical experience we've devised a range
of health care schemes to provide you and your family

with all the protection you're likely to need. The Specza/ ZZS t .

Find out more about BUPA and the most appropriate scheme for you by filling in the coupon or telephoning now.

Please send me full details about (tick box) :

BUPA Private Clinic Scheme
BUPA Malta Overseas Treatment Scheme [ ]  Address:
A BUPA group scheme for __ people [ ] Tel:

Name:

Please send this coupon to: BUPA Agencies Ltd., 32, St. Paul Street, Valletta. Tel: 244162 / 222984 / 244310 Fax: 234795
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AnTIBIOTIC PROPHYLAXIS IN OBSTETRIC

AND GYNAECOLOGICAL SURGERY

Dr. M.A. Bore
SENIOR REGISTRAR (MicroBIOLOGY) — DEpT OF PATHOLOGY — S.L.H.

Infectious complications have
a great influence on the outcome
of surgery. They not only increase
the work load for health care
workers, the need for additional
surgery medication and costs but
just as important are an addi-
tional source of morbidity and
sometimes mortality for our pa-
tients. Infectious complications
prolong hospital stays and cer-
tainly decrease success rates in
surgery considerably.

There is therefore no doubt
that the prevention of postopera-
tive infections is of the paramount
importance. The surgeon’s skill
and knowledge are the most im-
portant factors in preventing post
operative wound infections and
antimicrobials are no substitute
for surgical expertise. Antibiotic
prophylaxis cannot correct fun-
damental surgical errors.

However when expertly car-
ried out, antibiotic prophylaxis in
surgery has saved morelives than
any other improvement in sur-
gery over the last two decades. A
proper regimen of antibiotics de-
creases the total amount of
antimicrobials needed and
smoothens the burden on the
hospital antibiotic budget. The
choice of antibiotics should be
based on fact rather than fiction
and made according to available
data on pharmacology, microbi-
ology, clinical experience and
economy.

The goal of prophylaxis is to
achieve sufficient antimicrobial
tissue concentrations before pos-
sible contamination and ensure
that adequate levels persist
throughout the operation to pre-
vent subsequent bacterial colo-
nisation and growth. For this
reason the timing of the initial
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administration is crucial. It has
been clearly shown that optimum
results are achieved when
prophylaxis is started approxi-
mately 30 minutes before the
surgical intervention. A notable
exception is Caesarean section
where fears of drug toxicity to the
foetus preclude this practice. Tri-
als have however shown that
equal efficacy is obtained when
antibiotic administration is initi-
ated immediately after clamping
of the cord. The practice of start-
ing antibiotic cover after the op-
eration has ended is frankly
ineffective because by the time
tissue levels have been reached
the bacteria would have had
enough time to colonise and
multiply at the wound site. Anti-
biotic concentration could sub-
sequently be insufficient to stop
bacteria division in the log phase
whereas the same antibiotic con-
centration would have been
enough, if given earlier, to abort
an infection in the lag phase of
bacterial growth.

ldeally antibiotics should be
used for as short a time span as
possible. This not only decreases
the risk of resistance developing
in the hospital bacterial popula-
tion but alsolessens the frequency
of side-effects. The older 5-day
regimens have given way to a 3-
dose protocol covering the
perioperative period and the first
24 hours post-operatively. Sin-
gle shot surgical prophylaxis is a
fairly recent development and has
been shown to be highly cost
effective resulting in considerable
savings in time and money. If
such therapy is adopted the
choice of antibiotics is crucial as
besides a suitable spectrum of
activity, the antimicrobial cho-
sen should have a sufficiently long
half-life to cover the at risk pe-

riod. The actual length of this “at
risk” interval is a matter of de-
bate. The work by Khan and col-
leagues would indicate a time
period of approximately 12
hours!.

Not all gynaecological opera-
tions require antibiotic prophy-
laxis; it is only in a few that
convincing evidence favouring
prophylaxis is available. Prophy-
laxis is certainly indicated in op-
erations involving the vagina
when microbial contamination by
the vaginal commensal flora is
often unavoidable and increas-
ing evidence indicates a use also
in abdominal hysterectomy. The
use of antibiotics in Caesarean
Section has been extensively re-
viewed by Enkin? It is evident
that over-enthusiastic use of an-
tibiotics for all women undergo-
ing this operation could be
counterproductive — its possible
benefit outweighed by drug tox-
icity to mother and infant and the
emergence of resistance. It is
therefore reasonable to select
patients at higher risk namely
those undergoing non-elective
section particularly after pro-
longed labour or rupture of mem-
branes, women who have
experienced many vaginal exami-
nations or attempts at delivery,
the presence of meconium, ma-
ternal anaemia and possibly low
socio-economic status. ltis inter-
esting to note that whilst antibi-
otic prophylaxis in Caesarean
sections has resulted in a signifi-
cant reduction in post-partum
endometritis and septicaemia, it
has not been shown to be equally
effective in reducing post-opera-
tive wound and urinary infection
rates>.

The choice of the antimicro-
bial to be used is obviously a
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crucial one, whether single or
multiple dose prophylaxisis to be
adopted. They should be chosen
in the light of local antibiotic sen-
sitivity patterns to the more likely
pathogens. It is essential that the
antibiotic chosen should provide
good cover against Staphyl-
ococcus aureus — by far the most
common cause of post-operative
wound infections. Furthermore
the vagina constitutes a rich mi-
crobial environment with
Streptococci, Gram Negative aer-
obes and Gram positive and Gram
negative anaerobes abundant.
The importance of adequate
cover for both aerobes as well as
anaerobes has been highlighted
by the work of Brown and col-
leagues. Itis unnecessary to cover
the whole of the potential range
of infecting organisms but aim to
cover the more important patho-
gens namely Staphylococci,
Streptococci, Enterobacteriacae
and Bacteroides.

Monotherapy, as in any other
antibiotic application, is always
preferable but this is not always
possible with all antibiotics in all
occasions. Any drug chosen
should have a track record of
excellent tolerance and a wide
safety margin.

In conclusion:

1 Antibiotic prophylaxis should
be regarded as an adjunct to
surgical skill and infection con-
trol principles.

2 Prophylaxis is mainly indi-
cated in operations with known
high rates of post-operative
infections.

3 Effective tissue levels are
mandatory from start to end
of surgery.

4 The “at risk” period usually
extends to 12-24 hours post-
operatively after which
continued antibiotic admin-
istration is cost-ineffective.

5 The antibiotic or antibiotic
combination used should have
an antimicrobial spectrum that
covers both aerobes and
anaerobes.
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PorTroLIO-BASED LEARNING

IN GENERAL PRACTICE
OccasioNAL Paprer 63

ROYAL COLLEGE OF GENERAL PRACTITIONERS

Portfolio-based learning is one of the newest
and most important developments in adult education
and one which is expected to make a considerable
impact on professional development.

This latest Occasional Paper comes from a
College Working Group, chaired by DrRoger Pietroni,
which was set up by the Education Division of the
College to explore how higher professional education
might be provided, and recognized, in general prac-
tice. The paper not only describes the essential
features of portfolio-based learning, such as
modularization and the use of a mentor, but offers
concrete examples of their application both in voca-
tional training and continuing medical education.

Portfolio-based Learning in General Practice
should be of special benefit to all regional and asso-
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ciate advisers and general practitioner tutors as they
seek to develop opportunities for postgraduate edu-
cation in their own localities.

Occasional paper 63 is available from RCGP
Sales, 14 Princes Gate, Hyde Park, London SW7 1PU,
Tel: 071 823 9698. Price £9.00 (£9.90 non-mem-
bers) including postage. Access and Visa are wel-
come, 24 hours. Tel: 071 225 3048.

Any enquiries about the content of this Occa-
sional Paper should be made to:

Dr Roger Pietroni MMed FRCGP
131 Popes Lane

London W5 4ND

Tel: 081 567 9101

Fax: 081 566 4034
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PHysiciaANs AND DomEsTic VIOLENCE

Dr. JonATHAN JOSLIN
M.O. — Casualty Dept — S.L.H.

Domestic violence, spouse
abuse, and battering all refer to
the victimization of a person with
whom the abuser has or has had
an intimate relationship. Domes-
tic violence may take the form of
physical, sexual and psycho-
logical abuse, is generally
repeated, and often escalates
within relationships.

Most evidence indicates that
domestic violence is predo-
minantly perpetrated by men
against women. Some evidence
suggests that women are just as
likely to use violence against male
partners as men are against
female partners. It is clear that
the impact on the health of female
victims of domestic violence is
generally much more severe than
the impact on the health of male
victims.

Medical ethics require doctors
to intervene in cases of domestic
violence. Some may argue that
the doctor’s ethical obligations to
patients who are battered are
limited to treating the bodily
injuries and other manifestations,
and in doing more, physicians
will step out of their medical role.
Treating only the injuries and
symptoms of abuse will not
address the ongoing family
violence that is at the root of its
victims’ health problems. When
doctors do not diagnose abuse, it
is most likely to continue and will
often escalate. When a diagnosis
of abuse is missed, treatment is
likely to be inappropriate and
potentially harmful. The most
common drugs prescribed are
analgesics and tranquillizers and
this increases the risk of suicide
in desperate cases. Further, such
drugs may hamper the victim’s
alertness, making her more
vulnerable to assault.
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Failing to diagnose abuse may
also further the victim’s sense of
entrapment and thereby con-
tribute to victimization. Often
when battered womeén seek help
from others including the police,
health care providers, friends and
family, they are met with denials
of the seriousness of the abuse.
Inability to find help often causes
victims to feel that there is no
escape from the violence. These
feelings of helplessness are
associated with the psychosocial
problems caused by abuse.

Physicians are particularly well
situated to intervene in cases of
domestic violence because
persons who are in violent
relationships often visit doctors
for injuries and other symptoms
caused by ongoing abuse.
Battered women also often visit
primary care physicians for a
variety of medical complaints,
such as abdominal pain,
headaches and sleep disorders.
Pregnancy appears to be a high
risk factor for abuse.

Although the solutions to
domestic violence extend into
social and legal domains, in which
doctors have limited influence,
we can still provide a number of
important interventions. Protocols
for the detection and manage-
ment of domestic violence should
be developed; why not by the
College itself, as they are the
primary care physicians in
association with other related
bodies.

Probably the most important
contribution doctors can make to
ending abuse and protecting the
health of its victims is to IDENTIFY
and ACKNOWLEDGE the abuse.
Identifying domestic violence can
initiate the process by which
people may get the necessary

Q

assistance to find safety. Other
primary responsibilities include
providing sensitive support,
clearly documenting the abuse,
providing information about
options and resources and with
the patient’s consent making
necessary referrals. Doctors must
also assess the level of danger
faced at home and if present must
participate in efforts to secure a
safe place, including offering
hospitalisation, if necessary, for
patients when there are no
available shelters. Doctors in
other clinical situations would not
discharge a patient from the
emergency department with a
potentially life threatening
condition. | remember two cases
where women preferred being
admitted to Mt Carmel Hospital
rather than going back home to
the violence.

A number of studies have
shown that doctors often fail to
diagnose abuse when signs and
symptoms are present. One
barrier to detecting and treating
family violence is a lack of
knowledge and training. Thisis a
glaring omission in our curriculum
at medical school. As a result
physicians share a number of
pervasive societal miscon-
ceptions about domestic violence
that undermine the medical
response to battering. The most
harmful of these misconceptions
include the following:

1 domestic violence is rare;

2 violence does not occur in
relationships that appear
‘normal’;

3 domesticviolenceis aprivate
matter that should be
resolved without outside
intervention;

4 battered women are res-
ponsible for their abuse.
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1 The belief that domestic
violence is rare stems from
the traditional view of the
family as a_ safe haven from
the troubles of the outside
world. From our experiences
in casualty we have discovered
the hard way that families and
other intimate relationships
are often anything but safe.
Doctors’ lack of awareness of
the prevalence of domestic
violence contributes to their
reluctance to consider abuse
inthe differential diagnosis and
to disbelieve that abuse has
occurred even when the signs
are evident.

In 1992 out of an annual
100,000 cases seen in the
casualty department only 40
cases were of alleged wife
beating. We are only seeing
the tip of the iceberg.

2 The attitude that domestic
violence does not occur in
seemingly ‘normal’ relation-
ships causes physicians to
miss diagnoses of abuse. In
particular, it is often assumed
that abusers can be easily
identified as pathological and
excessively violent. Doctors
may be especially likely to
disbelieve that abuse has
occurred when they know the
suspected abuser as a friend.
They appear especially con-
cerned or attentive when they
accompany their partner to
receive medical attention
either because they feel
remorseful or they donot want
to be suspected of abuse or
more probable they do not
want the patient to be seen
alone.

At any rate, one thing we have
noticed is that domestic
violence cuts acrossracial and
class categories.

3 Another common miscon-
ception is that domestic
violence is a private matter
and should be resolved within
the relationship with the ad-
vice to try to work out their
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difficulties together. Unfor-
tunately, without assistance,
continuingtolive in an abusive
relationship can be the most
dangerous course for the
victims, since abuse is usually
repeated and the injuries
increase in severity.

4 Another societal miscon-
ception is that women are
responsible for their victim-
jization. They may be blamed
for provoking the abuse by
not leaving the relationship
and not pressing charges.
Many barriers prevent victims
from leaving their spouse
including the presence of
children at home, fear of
retaliation, not having a safe
place to go to, financial
dependency and/orlack of job
skills, emotional ties; some
hope that the situation may
improve.

One of the primary aims when
treating such victims is to bring
them into contact with
resources such as social
services, legal assistance
support groups and shelters.
Unfortunately these shelters
are almost always filled to
capacity and the time has
come to expand to other
homes.

Physicians have an ethical
obligation to maintain patient
confidentiality so that patients
feel free to make full disclosure
of relevant information about
their health. The need for the
patient’s trust in the physician
is especially important since
patients may feel embar-
rassed, ashamed or afraid that
they have been battered.
Spouses, partners or other
third parties including the
police should not be notified
about an abuse diagnosis
without the expressed consent
of the patient.

Dynamics of Violence
Against Wives

Types of partner abuse against

10

women seen in casualty range
from being slapped, punched,
kicked or thrown bodily to being
scalded. Shocked, smothered or
bitten. Typical assaultive
episodes often involve a
combination of physical attacks,
verbal abuse and threats. The
repetition of aggression in families
is facilitated by the fact that
victims are readily available, the
amount of time at risk is high,
assaults can be carried out in
private, and wife assault is
relatively a low-risk behaviour for
the aggressor.

. a sort of “if there is
nothing on the telly why not beat
up the wife” attitude.

Impacts on Psychological
and Social Well-Being

During assaults the woman’s
primary reaction is one of self
protection and survival. Reactions
of shock, denial, withdrawal,
confusion, psychological numb-
ing, and fear are common. After
the assault especially if this is
repetitive, a victim may offer little
or no resistance, in an attempt to
minimize the threat of injury or
renewed aggression. These
effects of trauma are exacerbated
by the fact that the aggressor is
someone they may love, trust
and depend on. There is a high
prevalence of depression and
suicide. Violence at home
typically leaves no place in which
defences can be let down by the
victim.

Marital Rape

Marital rape is an integral part
of marital violence however it is
the least likely to be reported by
victims. They suffer many of the
same reactions of other rape
victims.

Recommendations for Policy

1 The Hospital Authorities,
College of Family Doctors
working with other relevant
bodies undertake a campaign
to alert the health care
community to the widespread
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prevalence of violence against
women, and to sensitize them
to the needs of victims of
violence.

2 That doctors routinely
incorporate screening leading
to identification of female
patients who are victims of
violence. This could be done
at the enfry points of contact
between women and medical
care: primary care, emergency
services, obstetric and
gynaecological services,

psychiatric and paediatric
care,.

3 That doctors give due
validation to the experience of
victimization and of observed
symptomatology as possible
sequelae in their differential
diagnosis

4 Thatdoctorsrecord a patient’s
victimizationrecord, observed
trauma potentially linked to
the victimization. These are
useful to assess progress or to

indicate the need for more
intensive interventions at a
later contact with the patient.

That doctors, after diagnosing
a violence related problem,
refer patients to appropriate
medical and community based
resources as soon as possible.

That training on interviewing
techniques, risk assessment,
safety planning and protocols
for help, be incorporated into
undergraduate and continuing
medical education programs.

StatutorY WELEARE UNITS

CONTACT PERSON TELEPHONE
LB N BT " ',NUMBERS <
A MINISTRY FOR HOME AFFAIRS
AND SOCIAL DEVELOPMENT
Al Social Welfare Planning Unit Dr Tony Macelli 249995
Fort St. Elmo Mr Frank Mifsud
Valletta Nora Macelli
A2 Directorate for Family and Social Affairs
Centru Hidma Socjali
Santa Venera
Director General Mr Alfred Zammit Montebello 441311
A3 Department for Family and Child Welfare
Director post not yet filled
Principal Social Workers Mr Charles Pace/Mr Tony Mifsud 441311
Intake Unit (Malta) Mr Lino Camilleri/Mr Gino Galea 449614
Intake Unit (Gozo) Ms Grace Galea
Ms Pauline Camilleri (CSWAS) 557661
Special Family Services Unit Ms Carmen Zammit 441311
Adoption and Fostering Unit Ms Laura Agius (Adoptions) 441311
Ms Jane Azzopardi (Fostering) 441311
Probation Unit Mr Godwin Steer 441311
Services for Persons with Disabilities Mr Joe Calleja/Mr Frans Spiteri 441311
NGO Projects Unit Mr Vince Tonna 441311
Psychiatric Social Work Unit (Mount Carmel Hospital) Mr Nelio Mulvaney/Ms Doris Gauchi/ 434567/411993
Manwel Mangani/Ms Maria Cachia
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| TELEPHONE

'CONTACT PERSON TELEPHOI

Adult Training Centres
Mtarfa Mr Joseph Pace 450579/459116
Santa Venera Mr Emanuel Debono 2501951/6
Hal Far Mr Paul Ellul 688788/681162
Blind Section Mr Publius Cauchi 446007
Gozo Mr John Camilleri 553886

A4 Drug Dependence Services
National Co-ordinator Mr Joe Gerada 234497
Santa Marija Hospital (for men) Dr Maria Sciberras 244528/248884
Dar Gubbio (for women) Dr J. Maistre 487637
Detoxification Unit (St Luke’s Hospital) Dr Maria Siberras 225096
Detoxification Unit (Gozo General Hospital Dr David Cassar 561600

A5 Alcohol Dependence Service
Rehabilitation Unit (Mount Carmel Hospital) Dr Paul Sciberras/Mr Emanuel Mangani/ | 415183

Ms Doris Gauci

AB Interdepartmental Commission Against Drug Abuse Mr Paul Mifsud — Executive Secretary 442398
and lllicit Trafficking (ICADIAT)

A7 Department of Correctional Services To be set up

A8 Department for Health
Physiotherapy Unit (St Luke’s Hospital) Ms Margaret Muscat 241251
Occupational Therapy Unit (St Vincent de Paule Hosp.) [ Mr René Mifsud 232108 Ext 220
Child Guidance Unit (St Luke’s Hospital) Dr Joseph Saliba 223829
Young Persons Unit (Mount Carmel Hospital) Ms Pat Camilleri/Ms Mary Camenzuli 415183

A9 Dept for the Care of the Eiderly and Special Needs
Director Mr John Buhagiar 483603
Handyman Services Ms Carmen Pullicino 242725/242726
Telecare Services Ms Maryanne Gauci-Operations Manager| 483603
Home-Help Service (Malta) Mr Victor Scerri 483603
Home-Help Service (Gozo) Ms Maria Micallef 557661
Community Hostels:
Msida Mr Tonio Naudi 340132/340238
Gzira ~Mr Alex Vella 31400/341781
Floriana Mr Fenech 237659/237619
Mosta Mr Ray Mamo 432720/415636
St. Vincent de Paule Residence (SVPR) Ms Marisa Scerri 238270
Research and Statistics Ms Marisa Scerri 483603
Kunsill Nazzjonali ta’ I-Anzjani Dr Joseph Troisi — Hon Secretary 243860

Ocroser 1994 12 it-tabib tal-familja




Department of Social Accommodation

REFERRALS

Child Abuse & Wife Battering

Centru Hidma Socjali, Santa Venera

tel: 441311 or 446007 (24hrs/7 days a week)
or directly to Intake Unit on tel: 449614

(up to 5.15 pm Monday to Friday)

Victim Support Section
Vice Squad, Police Headquarters
tel: 224001

Police Station (local)

ELDERLY ABUSE

Social Workers at Dept. Care of the Elderly
and Special Needs

tel: 484112 (ask for Social Worker till 5.15 pm)
or Centru Hidma Socjali

Admission Ward — St. Vincent de Paule

| cCONTACTPERSON TELEPHONE
o £ NUMBERS
A10 National Commission Persons with Disabilities
Executive Secretary Mr Alfred Bezzina 487789
A11  Secretariat for the Equal Status of Women Ms Angela Callus — Head 446524/447220
Action Group on Violence Against Women Dr Lorraine Schembri Orland 446524/447220
A12 Inter-Agency Board for Housing Needs Mr Charles Pace 441311
of Social Work Agencies
A13 Department for Home Affairs
Victim Support Unit, Vice Squad Ms Sharon Zammit 224001
Police General Headquarters, Floriana
B MINISTRY OF EDUCATION
Welfare Unit Mr Tony Catania 243523
(Sarria School Annex) Principal Welfare Officer
The Mall
Floriana
Guidance and Counselling Services Mr Joe Sammut — Education Officer 237906/248046
St Publius Square ’
Floriana
C MINISTRY FOR SOCIAL SECURITY

Mr J. Esposito — Director
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Compiled by:

Nora Macelli

Social Welfare Planning Unit

Ministry for Home Affairs & Social Development
Casa Leoni, St. Joseph High Road, Santa Venera
Revised January 1994
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% Pakistan Society of Family Physicians %

FIRST SAARC CONGRESS
Lahore — Pakistan, 14-16 December 1994

% Call for Papers %

CONGRESS THEME

“The Family Physician in the Year 2000"

The countries of SAARC share many elements of a common heritage. Our populations remain the poorest in the world. Newer
threats emerging from the population explosion, rampant environmental degradation, and the AIDS epidemic have brought to
crisis proportions an already precarious state of infant and maternal health — characterised by high mortality and infectious
disease. As home for a significant number of the world’s population, SAARC members have a vast store of innovation which
can be shared for our mutual benefit.

Recent years have witnessed a renewal of the role of the Family Doctor, and we see innovations in the practice of Family
Medicine. While the profession is faced with new challenges, there are also newer opportunities which have emerged for family
physicians and allied professionals during the last few years. Even though technology continues to race forward, the essence of
Family Practice remains very much the same, embodied in the personality and competence of the family doctor.

As the world strives towards new goals for achieving “Health for All by the Year 20007, and as this year, designated as the Year
of the Family comes to an end, it is fitting that the Family Practitioners of SAARC and other nations come together and lay the
foundation of regular and meaningful interaction for our families and their health. Perspectives from our own SAARC nations,
viewed against those from the more advanced countries promise to make this assembly most worthwhile. The First SAARC
Congress on Family Medicine, in the enchanting city of Lahore will strive to attain this objective.

PROVISIONAL SCHEDULE

Date/ Wednesday Thursday Friday

Time 14 December 1994 15 December 1994 16 December 1994
08:00-09:00 Breakfast Question / Answer Meetings
09:00-10:30 State-of-the-Art Lecture State-of-the-Art Lecture
10:30-11:00 Registration Poster Session and Tea / Coffee Break
11:00-12:30 Symposium I Symposium III
12:30-14:00 Lunch Break
14:00-15:30 Inaugural Session Symposium II Symposium IV
15:30-16:00 II. Javaid Memorial Lecture Clinical Updates and Tea / Coffee Break
16:00-17:30 Poster Session Workshops / Free Papers

Evening PSFP Meeting Home Hospitality / Cultural Programme/
Free Evening Farewell Banquet
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Roie oF THE GENERAL PRACTITIONER
IN ENVIRONMENTAL PROTECTION

CORTONA, 4-5 Decemer 1993

A congress of international ex-
perts was held in Cortona
(Arezzo), ltaly on the 4 and 5
December 1993, on the theme
“Role of the General Practitioner
in Environmental Protection”.

The Workshop was organized
by the International Society of
Doctors for the Environment
(ISDE) who, although welcom-
ing Specialists of many branches,
sees its most numerous mem-
berships represented by General
Practitioners. ISDE gave the oc-
casion for an exchange of opin-
ions of the representatives of
WONCA, the International Or-
ganization of General Practition-
ers, and those of the ltalian
representatives of the Paediatric
world, of the Family medicine
and of Politic.

From the reports and the de-
bates, substantial identify of views
emerged on several points: on
the importance of the repercus-
sions that pollution has on health;
on the central and priority role
that all over the world, the GP has
on the protection of the citizen’s
health; and on the opportunity
that this professional figure has,
evermore, to concern himself with
environmeént, to care better for
his patients’ health.

The Workshop closed with a
Round Table from which emerged
common “recommendations”,
shared by both WONCA and
ISDE, which they pledge to di-
vulge among their members.

Both sides also underlined the
necessity that a closer collabora-
tion should take place in future
between the two Associations.
This is in consideration of the
noticeable concordance of views,
the similarity of objectives and
methodology of WONCA'’s and
ISDE’s GPs, that has appeared
from the reports of Dr. Newman,
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WONCA Vice-President, Euro-
pean Region; Dr. Chan, WONCA
Vice-President, Asiatic Region;
Dr. Nussbaumer, ISDE President
and Dr. Romizi, ISDE Co-presi-
dent and Responsible for its Inter-
national Scientific Centre.

ISDE - Head office:
Vicolo Gesova 7
Gaza Gravesano (Tl)
Switzerland

Tel: 091 59 33 44

International Workshop

During the final round-table
there were the following interven-
tions on the topic of the Work-
shop:

Dr. Roberto Romizi
(Co-president ISDE);

Prof. Lorenzo Tomatis
(Director, IARC, Lyon);

Dr. Lotte Newmann
(Vice-president WONCA, UK);

Dr. Werner Nussbaumer
(President ISDE, Switz.);

Dr. Eddie T. Chan (Vice-presi-
dent WONCA, Hong Kong);

Dr. Duane M. Koons (Phisicians
for the Environment, USA)

Dr. Dario Grisillo (ISDE, ltaly);

Dr. Mario Costa (ISDE, ltaly),

Dr. Mauro Biagioni (ltalian
Federation of Pediatricians);

Dr. Luigi Triggiano (Aretine
Association for Epidemiologi-
cal Research, Italy);

Dr. Franco Nocera (Aretine
Association for Epidemiologi-
cal Research, Italy);

Dr. Marcello Bordiga (ISDE, ltaly);

Chairman:

Dr. Eva Buiatti (Scientific
Committee of ISDE).

It was agreed by the partici-
pants at the Round Table to for-
mulate an outline of the discussion
results, in the shape of proposed
RECOMMENDATIONS tobe sent
to all Doctors for the Environ-
ment.
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Aims of the Recommendations
are the following:

- contribute to the understand-
ing of the role of physicians in
the protection of the environ-
ment;

— suggest practical opportuni-
ties to develop this role at an
individual and at a social level;

- clarify reasons for self-identi-
fication as a member of Doc-
tors for the Environment
organisation;

- promote sharing of methods
and experiences of interven-
tion in Environmental protec-
tion;

- identify the contribution of the
organisation of Doctors for the
Environment to the individual
colleaguesto helpthemintheir
commitment for environmen-
tal protection.

Recommendations (Draft)

1 The Doctor for the Environ-
ment (DE) is aware of his/her
role as family doctor in orien-
tating the social behaviour and
personal life-style of the pa-
tients and of the community at
large from the point of view of
personal and community
health; He/she is also aware of
the need of scientific self-edu-
cation and instruction on com-
munication techniques on the
specific topics. He/she cur-
rently dedicates some per-
sonal time to this up-dating
and also to disseminate useful
and accurate information on
environmental and behav-
ioural matters within the com-
munity.

2 For the same reason, the DE
personally behaves consist-
ently with the contents of the
environmental orientation he/
she gives to the community.
In fact, the first rule is to use
example as the main method
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of personal communication.
His/her method of education
of the population is carefully
oriented to avoid the develop-
ment of inappropriate guilt
feelings at an individual level.

The DE acts in the local situ-
ation promoting the participa-
tion of physicians to the social
decisions on environmental
matters. This participation
represents at the same time a
duty and a right of the physi-
cians, as their competence is
needed to point out the rel-
evance of environmental pro-
tection acts in preserving
human health.

The DE currently utilizes his/
her competence on environ-
mental risk factors for evalu-
ating symptoms of the
individual patients and for ori-
entating the diagnosis. For this
purpose, he/she evaluates the
appropriateness of currently
using an Environmentally Ori-
ented Medical Record.

The DE develops a compe-
tence for epidemiological

evaluation of environmentally-
related diseases at a commu-
nity level and is actively
committed in the production
of data and information on
this matter for the commu-
nity.

The Doctors for the Environ-
ment Association (ISDE) pro-
motes activities of permanent
education of physicians in the
field of environmental health,
communication techniques,
epidemiological methods. This
activity is developed through
an appropriate SCHOOL in
Cortona (Arezzo, ltaly).

The SCHOOL of CORTONA
organizes courses, workshops,
seminars on the specific mat-
ters; produces didactic mate-
rial both on paper and on video
in Italian and English; imple-
ments a data bank collecting
international literature and in-
dividual documents produced
or provided by ISDE mem-
bers.

The ISDE institutes a WORK-
ING GROUPfor the study of an

Environmentally Oriented
Medical record, to be trans-
lated in several languages and
sent to DEs who are willing to
use it in their practice.

The ISDE promotes meetings
and workshops dedicated to
the exchange of information
on practical experiences con-
ducted by individual physi-
cians on environmental
protection or on environmen-
tal-related health problems in
their area, which involved
ISDE members.

The ISDE promotes awareness
and knowledge among its as-
sociates on the methods of
‘ACTIVEMEDICINE’, suggest-
ing fields of application
through the exchange of ex-
perience at an international
level.

10The ISDE promotes the par-

ticipation at a local, National
and International level of phy-
sicians in the development of
politics for environmental pro-
tection.

ComMuNITY PARTICIPATION

IN PRIMARY CARE
OccasionaL Parer 64

ROYAL COLLEGE OF GENERAL PRACTITIONERS

“Patients are becoming increasingly aware of
what constitutes good general practice. Government
welcomes this trend, and believes that patients should
be able to extend their influence in developing serv-
ices to meet their need.”

Department of Health, 1990

Primary care is at least beginning to be ac-
corded its rightful place in the NHS. Since one of its
key features is that it operates in the community, the
right of patients to be involved in identifying local
needs with a view of improving local services is being
increasingly recognized.

The concept of community participation in
primary care is not new. In the UK it has developed
from the introduction of patient participation groups,
which the College was quick to encourage in the
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early 1980s. This latest Occasional Paper brings
together a number of authors from different disci-
plines who not only explore the issues raised by the
concept but provide interesting examples of how
community participation actually works in practice.

Community Participation in Primary Care, Oc-
casional Paper 64 is available from RCGP Sales, 14
Princes Gate, Hyde Park, London SW7 1PU. Tel: 071
823 9698. Price £9.00 (£9.90 non-members) includ-
ing postage. Access and Visa are welcome, 24 hours.
Tel: 071 225 3048.

Any enquiries about the content of this Occa-
sional Paper should be made to:
Ms Zoé Heritage
6 Green Lane South
Norwich NR 7
Tel: 0603 39027
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Day 1: Wednesday 19th Januar

Gastro-oesophageal disease — Dr E Pullicino

“How I manage ...” - Dr J. Padovani
Forms returned: 44
Status:
College member: 32
Other registered doctor: 5
Houseman: 5
No reply: 2

Today’s seminar was relevant to
family medicine/general practice:

Agree: 42
Undecided: 1
Disagree: 1

Today’s seminar increased my knowledge
and/or awareness of issues:

Agree: 35
Undecided: 7
Disagree: 2

My patient care will be modified
as a result of this seminar:

Agree: 2
Undecided:

Disagree:

No reply:

0o 00

The best feature of today’s seminar was:

Gastro-oesophageal disease (x11)

Dr Pullicino’s lecture/discussion was very
interesting

Very enjoyable lecture by Dr Pullicino ~
taught me a lot about the surgical
management

Treatment with omeprazole/newer drugs
available

Quality of slides and presentation/in
general clear slides

“How I Manage ...” (x6)

Dr Padovani’s talk was very practical/
thorough

Both talks (x2)

The lectures were not too long - so did
not get boring

Fluent talk, moving smoothly from one
issue to another

Ocroeer 1994

EVALUATION OF THE

WinTER CPD MEETING
19-21 JANUARY 1994

Both talks were clear, interesting and
most informative

Both topics were very common issues in
GP practice

Interesting/very common topics
Presentation

Question time

Today’s seminar would have been better if:
Introduction was shorter
The two topics discussed were related
Dr Pullicino’s talk had been more
clinically oriented
Some (of Dr Pullicino’s) slides could be
renewed
Clinical scenarios, which are very
interesting, perhaps could be done more
often
Dr Padovani had used visual aids (e.g.
overhead transparencies) to improve the
communication of her very well-prepared
talk
Dr Padovani had looked and talked to the
audience, not reading and ruining her
very good preparation. More self
confidence please next time
More GP-oriented
Started on time
Drinks were available

Day 2: Thursday 20th January 1994

A naval medicine chest of the 17th century
from Malta - Dr P. Cassar

“What I've learnt ...” — Dr D. Cassar
Forms returned: 28
Status:
College member: 21
Other registered doctor: 3
No reply: 4

Today’s seminar was relevant to
family medicine/general practice:

Agree: 14
Undecided: 7
Disagree: 7
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24 HOURS
EVERY DAY?

. THE MEDICAL DEFENCE UNION LID
\The Medical Defence Union Ltd, 3 Devonshire Place, London W1N 2EA Telephone 071-486 6181

J
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Today’s seminar increased my knowledge
and/or awareness of issues:

Agree: 1
Undecided:

Disagree:

No reply:

- 00 U1 .

My patient care will be modified
as a result of this seminar:

Agree: 10
Undecided: . 1
Disagree: 15
No reply: 2

The best feature of today’s seminar was:

A naval medicine chest of the

17th century from Malta (x2)

The fascinating detail of the medicine
chest 800 years ago

Information on old medicine

Interesting pictures

“What ['ve learnt ...” (x5)

Dr D. Cassar’s sensitivity and awareness
of the patient’s needs. Well done

Dr D. Cassar’s talk which helped us to
see that the patient is always right

ltem of how to manage one’s practice

A discussion of doctoring skills

Both talks (x2)

Both were informative and interesting

Dr Cassar's talk (which one?) was rather
interesting

Today’s seminar would have been better if:

The historical aspect was shorter

Subject were relevant to modern
medicine - nice history though

(Dr P. Cassar’s presentation) was
directed to history lovers only

Words on (Dr P. Cassar’s) transparencies
were not small and inconspicuous, and
could only be seen by binoculars
Couldn’t be better

Start on time

Day 3: Friday 21st January 1994

On the occasion of the
International Year of the Family:
A video forum-discussion:
The role of the doctor in family violence
Opening speech — The Hon. Dr Louis Galea
Speakers ~ Dr J. Joslin, Dr A. Buttigieg, Ms N.

Macelli, Insp. Ms S. Zammit, Dr N. Grosselfinger

Chairman -~ Dr D. Soler

Status:
College member: 20
Medical student: 1
Other: 2 (1 university student)
(Most, non-medical, participants simply ignored
the evaluation form given to them!)

Today'’s seminar was relevant to
family medicine/general practice:
Agree: 23
Today’s seminar increased my knowledge
and/or awareness of issues:
Agree: 21
Undecided: 1
Disagree: 1

My patient care will be modified
as a result of this seminar:
Agree: 1
Undecided:
Disagree:
No reply:

NN,

The best feature of today’s seminar was:
Although most battered women approach
health-centre doctors simply for a police
certificate, they cannot be followed-up
(even if they requested help) due to the
absence of medical record-keeping. At
least I now can offer them help-line phone
numbers, thanks to Mrs Macellil
The conclusion of an attempt to set up a
point of contact and action {official) for
the abused
Challenging doctors from social work field
Information as to set-up of system
The multidisciplinary approach
Open discussion
Very well organised but too many
speakers so got boring through
repetition
Positive presentations
Beginning to end
Dr Joslin's talk (x2)
Dr A. Buttigieg’s talk

Today’s seminar would have been better if:
The video-presentation had been of better
quality (x2)
The attack on doctors could have been
done away with
Ms Macelli’s presentation had not been
very poor
A family doctor had been involved
Papers had not been repetitive
No politicians present
The Hon. Minister had not left after his

Forms returned: 23
(Some participants did not return their evaluation
forms as they used them to keep notes!)

opening speech, thus missing the prac-
tical recommendations made by the panel
and the audience during the discussion!
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Day 1: Wednesday 20th April 1994

Recent advances in the management of
common colonic disorders -~ Mr A. Zammit

‘How | Manage ... Dr J.P. Cauchi

Forms returned: 35
Status:
College member: 28
Other registered doctor: 4
Houseman: 2
Medical Student: 1

Today'’s seminar was relevant to
family medicine/general practice:

Agree: 33
Undecided: 1
Disagree: 1

Today'’s seminar increased my
knowledge and/or awareness of issues:

Agree:
Undecided:

28
4
Disagree: 3

My patient care will be modified
as a result of this seminar:

Agree: 2
Undecided:

Disagree:

No reply:

W ~Nwhn

The best feature of today’s seminar was:

Mr Zammit's “Recent advances in the
management of common colonic
disorders” (x11)

Dr Cauchi’s “How [ Manage ...” (x3)

Both were exciting/interesting (x2)

Very GP-oriented talk about management
of colonic disorders

The mode of presentation given by Mr A.
Zammit's talk

Detail of the lecture given by Mr Zammit
Insight into surgical procedures

High technical content

The thought that the second lecture could
be over in a much shorter time than the
first one

Ocroser 1994

EVALUATION OF THE

SpriING CPD MEETING
20-22 ArriL 1994

Today’s seminar would have been better if:

Mr Zammit's presentation was more GP-
oriented and less surgically technical (x3)
Mr Zammit's overheads had been better/
clear (x3)

Mr Zammit had addressed the floor/faced
the audience (x4)

The first lecture were much shorter/more
to the point/telegraphic (x6)

The surgeon specialist was given as
much time as is given in conferences
abroad

Mr Zammit’s time limit had been adhered
to by a chairman, otherwise these
meetings would be reduced to schoolday
times

It were not too long and boring!
Chairman'’s role is important in these
meetings

More discussion

Started on time

Day 2: Thursday 21st April 1994

The Changing Face of Medicine in Malta

Prof. V.G. Griffiths

‘A lesson I've learnt ...” Dr C.T. Paris

Forms returned: 23
Status:
Coliege member: 21
No reply: 2

Today’s seminar was relevant to
family medicine/general practice:

Agree: 14
Undecided: 8
Disagree: 1

Today’s seminar increased my knowledge
and/or awareness of issues:

Agree: 12
Undecided: 8
Disagree: 3
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My patient care will be modified
as a result of this seminar:

The best feature of today’s seminar was:
The opportunity to confirm that a

Agree: 8 disparity between state and privately
Undecided: 5 funded projects exists and that a lack of
Disagree: 8 funds dictates policy

No reply: 2 (The exposition of the) discrepancy of

attitudes between consultant paediatrician
and work being done by a voluntary
association

The bringing together of CDAU and Eden,
hoping that this sees the start of a new
change in medical care era of cooperation between them for the
Dr C.T. Paris’ “A lesson I've learnt ...” (x2) good of, who else but, the person with a
Dr Paris’ honesty (x2) disability!

Interesting/entertaining but no new Very optimistic views on such a
information (x2) heartbreaking, pessimistic subject
Relaxing feature Well done!

Clarification of available services for
disabled persons

Presence of key figures concerned with
the subject

The ideas presented by Eden Foundation
Optimism despite different views

Mr Camilleri’s introduction

Dr J. Muscat’s talk (x2)

Parents’ experience

The best feature of today’s seminar was:
Prof. V.G. Griffiths’ “The Changing Face of
Medicine in Malta” (x3)
It has been interesting listening to the

Today'’s seminar would have been better if:
First lecture were shorter (x5)

Day 3: Friday 22nd April 1994

On the occasion of the
International Year of the Family:

A forum on: Today'’s seminar would have been better if:
The family with a handicapped person Where to refer, CDAU or Eden? Still not
Chairman & Opening Speaker — Mr J. Camilleri; clear

Other Speakers -~ Mr & Mrs Azzopardi (Parents);
Dr P. Vassallo-Agius (CDAU);
Dr J. Muscat (Eden Foundation)

How to actually educate the public at |
large apart from medical and ancillary
personnel as such; funds too are more
important as commitment to disabled
people’s management grows. So perhaps
directors of/or social service staff should
Status: have attended. No funds = no progress

Forms returned: 29

College member: 21 Disabled persons and/or their parents
Other registered doctor: 2 who had been to Eden and the CDAU
Other: 3 (1 student counsellor) could have spoken and shared their
No reply: 3 experiences with us ’

A government and/or health department

Today’s seminar was relevant to

family medicine/general practice:
Agree: 28
Disagree: 1

Today'’s seminar increased my knowledge
and/or awareness of issues:

representative was present

“The Handicapped Child” can be the
subject of a 3 day symposium, and not
everything crammed in one session
Appetizers served before the lecture. It
was a long lecture and | was
hypoglycaemic at the end!!

Agree: 25 There was less “bla bla bla”
Undecided: 2 Not so long
Disagree: 2

My patient care will be modified
as a result of this seminar:
Agree: 2
Undecided:
Disagree:
No reply:

W N O
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TRAINING SEMINAR ON COMMUNITY PsYCHIATRY

g’ Ja Report oF Discussions & RECOMMENDATIONS

Mabe BY THE PaRrTICIPANTS = DR. MARIO R, SAammuT
16-20 May 1994

Introduction

In collaboration with the Malta College of Family Doctors, a Family Doctor Training Seminar
on Community Psychiatry was organised on the 16-20 May 1994 at the University of Malta by the
Department of Policy and Planning, Health Division. The Seminar was held under the auspices of
the Med-Campus Scheme of the European Union “Mental Health Action Project Malta” who, besides
Director Dr Joseph Saliba’s multidisciplinary team of local speakers from the Department of
Psychiatry, provided the following foreign lecturers:

Professor Franz Boro, Professor Alfred Sand,
Professor John Henderson, Professor Morton Wagenfeld,
Dr Michel Malfroid.

As part of its reform strategy, the Mental Health Reform contemplates the introduction of
psychiatric services at community level. For this purpose the Scientific Board for Mental Health
Reform has identified Qormi as its pilot area — covering Qormi, Zebbug and Siggiewi districts — with
the Qormi Health Centre being earmarked as the focal point from where these services will be
extended.

Most of psychiatry is (as it should be) managed in the community by family doctors, with
referral for specialist care only when needed. Therefore the aim of this seminar was as a refresher/
introductory course for family doctors in the prevention and management of specific common
psychiatric problems.

The training seminar was targeted primarily at doctors working in the pilot area but was also
made open to members of the Malta College of Family Doctors. The participating family doctors

were:
Dr Louis Bonello Dr Christopher Muscat
Dr Francis Borg Dr Jacqueline Padovani
Dr Alexandra C. Buttigieg Dr Joseph Portelli Demajo
Dr Moses Camilleri Dr Mark Rosso
Dr Wilfred Galea Dr Alexander Sammut
Dr John Gauci Dr Carmen Sammut
Dr Jacqueline Kunovska Dr Mario R. Sammut
Dr Mark Mangion Dr Eric Scerri
Dr John Mifsud Navarro Dr Marcel Schembri
Dr Tania Mizzi Dr Philip Sciortino
Dr Valerio Vella Catalano
Monday 16 May: Morning Session Recommendations made by participants during the
discussion:
Theme: MENTAL HEALTH CARE
IN A PRIMARY SETTING e That continuity of care be improved through (a)
registration of patients with a doctor or group of
Panel: Prof. F. Baro, Prof. A Sand, Dr J. Saliba doctors and (b) the keeping of medical records;
(Psychiatrists), Mr J. Busulttil (Occupational Thera-
pist), Mr N. Mulvaney (Psychiatric Social Worker), e Thatfamily doctors be given more time to develop
Mr J. Borg (Psychiatric Nurse), Mr P. Sciberras a personal relationship with their patients, through
(Clinical Psychologist) (a) the provision of secretarial help to cut down on
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the time wasted on paperwork, and (b) the intro-
duction of an appointment system for patients to
be followed-up;

» That a system of referral to the other members of
the multidisciplinary team be introduced, together
with an effective system of communication be-
tween the family doctor and the other members of
the team;

e That family doctors are provided with training (a)
in counselling skills and (b) in management skills
(including time management);

e Thatinadequate staff-levels of health-centre doc-
tors and other members of the multidisciplinary
team (clinical psychologists, occupational thera-
pists, psychiatric nurses, and psychiatric social
workers) be corrected.

Monday 16 May: Afternoon Session

Theme: PSYCHOSOCIAL ASPECTS
OF MENTAL HEALTH CARE

Chair:  Prof A. Sand (Psychiatrist),

Dr M.R. Sammut (Family Doctor)

e Psychosocial Factors in Mental Health Care -
Sense of Coherence: Prof M. Wagenfeld

® The Roles of the Social Worker, Psychologist &
Occupational Therapist: Ms D. Gauci, Mr M.
Micallef, Ms D. Bonello

Ruestions, comments & suggestions
made during the discussion:

Dr W Galea asked whether the sense of coherence
described by Prof Wagenfeld can be influenced by
the medical profession, and on a ‘longitudinal basis’,
i.e. as a generation growing up. Prof Wagenfeld
replied in the affirmative, stating that the sense of
coherence is part of the person’s personality which is
built up during the person’s formative years. The
answer to Dr J. Portelli-Demajo’s question whether
the sense of coherence is transferable to other life
situations, was also in the affirmative.

Mr P. Sciberras, a psychologist, remarked how-
ever that the resources of strength, especially of
health carers themselves, are not limitless. There-
fore, to relieve carers of stress, patients may need
temporary admission to some form of institution
(respite care). Prof Wagenfeld agreed and stated that
persons with a strong sense of coherence would be
more liable to seek help from health-care profes-
sionals.
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Dr A Buttigigieg asked for more information for
family doctors concerning the full utilisation of the
services of the psychiatric social worker (PSW), the
clinical psychologist (CP) and the occupational thera-
pist (OT), as she was under the impression that these
services were still inaccessible to family doctors. Dr
J. Saliba here remarked that in fact family doctors at
present can only liase with PSWs in emergency
situations. Referrals to CPs and OTs should be made
through the psychiatric O.P. department — however
doctors should indicate specifically the reason for
referral.

Dr J. Portelli-Demajo complained about the lack
of communication between the family doctor and the
other members of the multidisciplinary team. Ms D.
Gauci, a PSW, admitted that this was a problem as in
an increasing number of cases patients do not have
their own family doctor. Mr N. Mulvaney, a PSW,
pointed out that if the family doctor is to become the
mainstay of the community mental health service,
one cannot imagine this succeeding if the present
primary health care system persists with its lack of
continuity of care and hence no lasting doctor-
patient relationship. This was agreed to by the doc-
tors attending the conference.

Wednesday 18 May: Morning Session

Theme: FAMILY ASPECTS OF
MENTAL HEALTH CARE

Panel: Prof A. Sand, Dr J. Saliba,

Dr J. Vella Badacchino (Psychiatrists)

Questions, comments & suggestions
made during the discussion:

Prof A. Sand and Dr J. Saliba emphasized the
importance of the parents as authority figures for the
child/adolescent—but in a responsible way, discuss-
ing and guiding rather than imposing, added Dr J.
Vella Baldacchino.

Prof Sand noted that parents have an important
role in helping their children digesting and under-
standing the information they get from the media to
avoid their unknowing copying of criminal behav-
jour, in a reply to a question by Dr P. Sciortino.

Dr J. Saliba stated that parents have to avoid
being excessively protective of their children so that
the latter can learn from experience (“burning one’s
fingers”). They must try to be always in tune with
their children while striking a fair balance, agreeing
with Dr W. Galea. Dr Vella Baldacchino added that
single incidents must be taken in a wider context,
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looking deeply for the reason behind any actions of
delinquency.

Dr M. Camilleri raised the problem of adolescents
abusing of drugs from their parents’ supplies. Dr
Vella Baldacchino emphasized the important role of
the family doctor (FD) here in digging deep for the
underlying reason for any substance abuse and
providing the necessary counselling. Prof Sand added
that it is important, as a first step, for the parents to
Just be there for the child in such cases (e.g. simply
going fishing together) to fill the void felt by the child
which caused him/her to turn to drugs in the first
place.

In reply to a comment by Dr M. Rosso, Prof Sand
disagreed with the tradition that mothers are always
given custody of the children in cases of separation,
and stated that ideally custody should be shared
equally by both parents. The panel agreed with Dr
Saliba’s comment that the troublesome behaviour of
a child in a divided family may be a subconscious
attempt to try to get the parents back together.

Families which have been officially reconstituted
(after divorce) may offer a more stable environment
to children than the locally-prevalent situation of
unofficial cohabitation (after separation), by allow-
ing them time to accept a “new” parent, commented
the panel in reply to questions by Drs A, Sammut and
W. Galea.

Dr Vella Baldacchino agreed with Dr E. Scerri’s
comment that some parents, due to ignorance, tend
to overemphasize negative aspects in their chil-
dren’s behaviour. Dr Saliba added that FDs have a
role here in educating parents that a certain amount
of friction and misbehaviour is the norm in most
families.

Youngsters should be helped in coping with stress-
ful situations through cognitive therapy rather than
being given benzodiazepines: they have to learn to
face certain problems, rather than conveniently by-
passing them, stated Dr Vella Baldacchino in reply to
a question by Dr L. Bonello. Dr Saliba said that they
might have to be tided over the crisis for a few days,
but in the long run the underlying problem of parental
pressure has to be tackled. Dr A. Buttigieg empha-
sized that the present pressure of the Maltese educa-
tion systemn which puts too much accent on exami-
nations needs to be corrected, stressing the impor-
tance of guidance by genuine well-trained counsel-
lors here. Doctors have to bet the balance right
between enhancing health while soothing distress,
added Dr Saliba.

In conclusion, Dr Saliba revealed that, according
to research, the cause of adolescent suicides would
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be considered a mundane reason by others, al-
though for the adolescent it was big enough to push
him/her over the edge. Prof Sand described the
difficulties, after an adolescent suicide, of helping
parents with their guilt-feelings.

Wednesday 18 May:; Afternoon Session

Theme: THE FAMILY WITH A
DISABLED MEMBER

Panel: Mr J. Camilleri (Commission for the Disa-
bled), Prof A. Sand (Psychiatrist), Dr E. Tanti Burlo
(Psychologist), Mr G. Scerri (Eden Foundation),
Parent

Recommendations made by the
participants during the discussion:

s That parents be educated so that when the disa-
bled person is ill, he/she should not be taken
straight to the specialist, but that they seek the
advice of their family doctor (FD) first;

e That services available for the disabled and their
families not only be made know to the FD, but that
the FD actually be involved in the care by these
services;

¢ That there be a sense of courtesy in communica-
tion between professionals (so that, for example,
a referral to a specialist does not result in a lost
client);

e That persons with disabilities are, as far as possi-
ble, not segregated from but integrated with
society (e.g. a child in a mainstream not a special
school);

* That the care of persons with disabilities be done
in a holistic manner by an independent
multidisciplinary team (free of any bureaucratic
interference);

e That some FDs be humble enough to admit their
limitations and refer for further management when
needed; and that some specialists give the exact
diagnosis of a disabled child to parents so that
they can seek further help from the right place;

e That the public be educated on how to behave
with and treat persons with disabilities;

e That FDs and specialists be circulated with infor-
mation on developmental disabilities to help them
to make an early diagnosis and enable super-
specialist intervention to be as early as possible;
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¢ That the government assist the development of
support groups to help families with persons with
disabilities;

¢ That the Eden Foundation’s IEP (Individual Edu-
cation Programme) ~ used to tailor education
according to the need of the disabled individual
through a facilitator — be more widely adopted by
other educational establishments;

e That, just as the ETC is subcontracting the train-
ing of disabled adults to the Eden Foundation,
other government organisations do the same
(where possible) with other forms of care to the
relevant competent NGOs.

Thursday 19 May: Morning Session

Themes: COMMUNITY ASPECTS OF
MENTAL HEALTH CARE &
THE ROLE OF THE COMMUNITY
PSYCHIATRIC NURSE

Panel: Prof A. Galea, Dr M. Malfroid, Dr D. Cassar
(Psychiatrists), Mr M. Haydn (Community Psychiat-
ric Nurse)

Recommendations made by the
participants during the discussion:

¢ That patients are registered with family doctors.
At the moment, psychiatric patients are regis-
tered with the psychiatric outpatient department
so that any relapsers are sent for and, as happens
in Gozo, a community psychiatric nurse is sent
out to investigate if a patient does not respond.

e Thatthe family doctor (FD) have under- and post-
graduate experience in mental health care, to-
gether with rapid access to specialist advice and
management.

o That the lack of communication between the FD
and the specialist services in the present system
be corrected.

» Thatthere isthe development of a multidisciplinary
team with coordination of the different commu-
nity services to avoid the present system of each
community worker working on his/her own in a
disparate way. This coordination of course has to
be preceded by awareness and goodwill. The
members of the team have to know clearly their
specific area of responsibility: although they are
all on the same hierarchical level, with the FD at
the hub, one member however must have overall
responsibility.
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¢ That more people are trained directly for the role
of community psychiatric nurse (CPN) to fill the
gap that is sorely felt for them in community
psychiatric care.

e That this role of the CPN cannot be filled by the
psychiatric social worker (PSW) - rather, they
have to work together. The CPN can be sent by
the FD to be first on the scene in a community
psychiatric case, and then report back. Also, the
CPN (together with the PSW) can make sure that
rehabilitated patients who are discharged back to
society have a suitable family and home awaiting
them and then follow them up.

Thursday 19 May: Afternoon Session

Theme: VIOLENT BEHAVIOUR IN THE FAMILY

Panel: Dr M.R. Sammut (Family Doctor), Prof A.
Sand, Dr D. Cassar (Psychiatrists), Ms M. Cachia
(psychiatric social worker), Ms C. Zammit (senior
social worker), Supt D. Gatt (Supt i/c Vice Squad)

Ruestions, comments & suggestions
made during the discussion:

The panel agreed with the point made by Dr W.
Galea that not only abused need help, but also the
abuser and the other members of the family.

Dr P. Sciortino suggested that the victims are
educated to seek help early on when the problem is
more amenable to a remedial measures.

Dr A. Buttigieg clarified that the situation re-
consultation in cases of family violence differs in
health centres, where victims are referred by policy
just for a certificate to be presented as evidence in
court, from private family medicine, where the prob-
lem is that the family doctor (FD) is involved with
only one side (e.g. the victim) while another FD ends
up acting for the other side (the aggressor)!

Dr J. Portelli Demajo noted that in cases of family
violence the aggressor usually has a family history of
the problem (fighting between his parents). Dr Portelli
Demajo revealed also that he tries to quiz prospec-
tive wives for any signs of incipient violence by the
prospective groom so that, in such cases, he can
open their eyes to a possible future of wife-battering
with a view to prevention.

Dr J. Mifsud Navarro indicated the different point-
of-view in cases of family violence of the police
(regarding protection of the abused and proceeding
against the abuser) and the family doctor (who tries
to care for the family unit as a whole).
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Supt Gatt, in answer to a question by Dr L.
Bonello, stated that there are specific types of injury
which by law have to be reported to the police. At this
point, Dr C. Sammut noted that it is not simple to
classify injuries only as slight or grievous (as speci-
fied by the law}), as many injuries can be described as
moderate and others involve psychological harm.
Supt Gatt replied that in cases of psychological
victims, the court asks psychiatric experts to draw
up reports.

Dr W. Galea asked what the legal position is of a
wife voluntarily leaving her home due to battering by
her husband. After describing the facilities available
for battered wives (Dar Merhba Bik and Cini Home)
and the financial help available to them from the
DSS, Ms Zammit stated that if a wife has a good
reason for willingly leaving home, she will not lose
the legal right to her property.

Dr M. Schembri brought up an example of child
abuse which was plausibly explained away by the
parent, making the point that any suspect cases
should be referred at once to the social workers. Ms
Cachia echoed this advice, stating that the earlier
they can infervene, the better it is for the victim.

Dr M.R. Sammut concluded by urging the partici-
pants to make good use of the available statutory
welfare units through the list of contact names and
telephones numbers distributed courtesy of the Malta
College of Family Doctors.

Friday 20 May: Morning Session

Theme: ADDICTIVE BEHAVIOUR AND
SUBSTANCE MISUSE

Panel: Prof. A Sand, Dr J. Mifsud, Dr J Vella
Baldacchino (psychiatrists), Mr J. Gerada, Dr M,
Sciberras, Dr M. Camilleri (Santa Marija Hospital &
Detoxification Unit)

Questions, comments & suggestions
made during the discussion:

® That a service is set up providing a first contact
with trained personnel to provide information and
guidance for parents, relatives, teachers, etc. with
a problem of a suspected drug abuser. Prof A.
Sand and Dr J. Vella Baldacchino revealed the
provision of telephone helplines in Belgium and
Italy.

e That the introduction of a patient registration
system in community care would go some way
towards solving the problem of uncontrolled re-
peat prescriptions for benzodiazepenes in health
centres.
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» That a strategy be developed for prevention of the
drug-abuse problem at places of work. Dr J.
Portelli Demajo emphasised the importance of
the sign of pilfering at home or work as a symp-
tom of drug abuse.

o That urine testing for drugs be used more to
investigate suspected drug-abusers — this test can
be ordered even at health centres, according to Dr
J. Mifsud, who emphasised the importance of the
supervision of the patient in that he is actually
passing the urine for the sample him/herself. Dr J.
Portelli Demajo reminded participants that the
patient’s consent has to be obtained for such
tests.

e It was revealed by Dr M. Sciberras in reply to a
question by Dr M. Schembri that there is an
agreement with the police force that prisoners at
the CID Lock-Up who are addicts are taken to the
Detoxification Unit at St Luke’s Hospital in case of
a problem of suspected withdrawal.

e Dr M. Sciberras and Dr M. Camilleri appealed that
family doctors refer addicts to the Detox Unit for
help (who offer them the ‘carrot’ of methadone to
get hem to attend in the first place).

e That the problem of lack of communication be-
tween the Detox (nit and the psychiatric services
be ironed out because, as revealed by Dr J.
Mifsud, this is causing difficulties with, e.g. the
different policies re the provision of methadone.

e [nanswertoDrC. Sammut, Dr M. Sciberras stated
that, although it is not being done enough, fami-
lies are tried to be involved in the care of the
addict. In court cases, a sentence is left hanging
over the addict to serve as a deterrent.

e Dr M.R. Sammut expressed the wish that the
service of free syringes for addicts at health
centres, which is serving to prevent the spread of
infection among them, would be utilised as a
contact perhaps for counselling and reaching-
out. Thus it was recommended that there be a
service of reaching out to and motivation of
addicts. Moreover, families have to be educated
in not enabling the addicts to continue, but rather
to stop!

e Dr P. Sciortino made the point that prevention is
better than cure. As the FD is in the first line, how
can he be helped and backed up in this? Dr M.
Sciberras offered help in testing any suspicious
substances at Detox, and gave details of a clinic
she is running at Paola where parents with chil-
dren with a (suspected) drug problem can come
for initial advice and guidance. lts details are:
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Address: 17, G. Damato Street, Paola
Opens on: Tuesday at 6-8 p.m.
Telephone: 66 60 54

¢ In case of overdose, Dr M. Sciberras stated that this can happen with even a normal dose if the addict is in
withdrawal. The signs with different drugs are:

Heroin Cocaine Barbiturates
PUPILS pinpoint dilated normal
HEART/RESP RATE decreased tachycardia +++ decreased
Crises intervention involves: support respiration

refer to hospital
give antidote

» Dr J. Mifsud finally described his experience of group therapy for addicts in prison, where attempts were
actually made to use him as a source of drugs, thus forcing him to stop this specific service, although
psychiatric counselling continues on an individual basis.

Participants at the Training Seminar on Community Psychiatry
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Share the Experience! I
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Surveying

Through the ages, professions have
developed into what we know them to be today.
But the characteristics underlying these
professions remain unchanged.

Today, at Lombard Bank you will find a
professional team using the most modern
technology. Their basic qualities, however,
remain the proven ingredients of integrity,
commitment and efficiency.

Head Office:

Lombard House, 67 Republic Street, Valletta VLTO5.
Branches at:

Valletta, Sliema, Qormi, Paceville - St. Julians.
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St. Andrews STJ 14, Malta.



