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New York: Viking, 1987.

Lewith G. Comment: evidence in compli-
mentary medicineMedical Research
Council Newsl1998;79: 36.

Chaos and complexity of non-linear dynamic%.Strange attrac-

tors are the hallmark of chaotic systems,
Sir, and exhibit ‘fractal’ geometry, with self- 7.
Griffiths and Byrne’s discussion papersimilarity at differing scales. Some are
(OctoberJourna)? renews concerns over known in which ‘islands’ of periodicity &
the ability of traditional research methodsare found amid a background of ‘chaos’,
to adequately model the grey areas of pribetraying the underlying order. These
mary care® The new theories of ‘chaos’ unfamiliar terms, too numerous to define .

and complexity provide valuable insightshere, are explained by Stewaend Sir, ,
into possible ways forward. Gleick” Whenever a new way of looking at the

Complex systems involve ‘non-linear | remain sceptical about the lunarworld hits the blocks, it inevitably flushes
dynamics’, characterized by ‘sensitivity to effect, which is hardly the most vital issueout a procession of antagonists, acolytes,
initial conditions’, and ‘emergent’ proper- but deserves a fair hearing. More broadlyand academic egos. The recent correspon-
ties. Despite its great success, biomedicdhe gains to be made from these new thecdence on the application of chaos and
research may fail to acknowledge thesdies are considerable, and include areas sfomplexity theory (Marcklourna)* iden-
cardinal features. alternative medicine that are often claimedifies two opposing groups: intellectuals

Studies of the so-called ‘lunar’ effect to be outside the scope of traditional trialwho live in a virtual system of theoretical
(by which the moon’s phase a||eged|y_met_h_odo|_ogy3. In addition, the status of discourse, and pragmatists who struggle to
influences mental health) typify the short-intuition in general practice might gain deliver the goods in the real world.
comings of the linear approach, in which at!mely support from t.he unexpected direc- The merging interest in the analysis of
single parameter (e.g. suicide rate) is meallon of the research field. pomplex non-linear systems expoges_the
sured, with the assumption that the whole inadequacy of traditional reductionist
community should be evenly susceptible approaches and finds a resonance with the
over sustained time periods. Not surpris- world as seen from primary care. From the
ingly, such studies are usually negative; The Danby Practice per§pect|ve of wprklng p.ractltlloners, it
positive results often being dismissed adale End Surgery begins t_o offer critical insights into hovy
the result of confounding products of Danby our environment works and the ways in
weak variables. The interactive nature ofWhitby which we can facilitate beneficial change.
iliness triggers, as well as the idiosyn-North Yorkshire YO21 2JE We will leave the academics to pursue
crasies of individuals, are not adequately their philosophical debates but we are
considered; a problem hampering studiefRkeferences grateful to Griffiths and Byrriefor open-
in wider contexts. 1. Griffiths F, Byrne D. General practice and iNg an agenda that, for us, offers new and

A novel design of ‘lunar’ study might the: new s’cience emerging from the theoriesexciting ways of handling the uncertain
use the new concepts (and vocabulary) of ~ 9f chaos’ and complexitsr J Gen Pract  milieu in which we are immersed.

Tim HoLT

- 1998;48: 1697-1699.
‘chaos’ theory. A number of variables 2.
from a group of individuals could be plot-
ted in a multidimensiongbhase space
which could then be examined for higher
level structure as the trajectory of the sys-
tem was followed over successive lunar
cycles. Such structure might involve the 4
‘bestiary’ of new terms described by
Schaffer and Kot,including ‘quasiperiod-
icity’, or a ‘strange attractor’, such as the 5.
one found lurking in the North American
measles data from before the days of vac-
cination and visible before the application

w
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Letters

References Chlamydia infection in women nancy. It highlights the need for a public
1. Marshall T. Chaos and complexity. health campaign to reinforce our efforts in
[Letter.] Br J Gen Practl999;49: 234. Sir, primary care to make women more aware

2. Griffiths F, Byrne D. General practice and Since a ‘Panorama’ programme on Marchof the risks and potential sequelae of

the new science emerging from the theorie ; i i
of ‘chaos’ and complexityBr J Gen Pract 8, 1999, on the risks of teenage sexChlamydiainfection.

1998:48: 1697-1699. Chlamydiainfection has been widely dis-
cussed in the lay press as the ‘silent threat’ PiPPA OAKESHOTT
. to female fertility.
Sir, In 1995, we conducted a questionnaireDepartment of General Practice and

| agree with Marshatithat it can be syrvey of 1382 women aged over 35 years Primary Care

helpful to distinguish between the theo-yho had attended inner-city practices for aSt George’s Hospital Medical School
ries of chaos and complexity by sayingcervical smeat.The aim was to investi- Hunter Wing

that, in general terms, chaos theorygate the associations between a history afranmer Terrace

refers to the impossibility of predicting Chlamydiainfection, pelvic inflammatory | ondon SW17 ORE

outcomes in a complex situation, andgisease, infertility, and ectopic pregnancy.

complexity theory refers to the tendencyprief explanations were included in the References

of parts in a complex system to self-questionnaireChlamydiaalso called | o ieshott P. Kerrv S. Hay S. Hay P
organize. But did he notice that, in hisNSU; pelvic inflammatory disease also ~ Opportunistic soreening for chiamydial
attempt to ridicule Griffiths and Byrne’s called PID, an infection in your fallopian infection at time of cervical smear testing

paper; which sought to demystify these types. Infertility was defined as regular in general practice: prevalence stuBij!J

concepts, he actually reinforced thesex for a year without using contraception E%S\J/E;:léi: J305hl:;1|322'Mumtaz eal

authors’ point? o and without becoming pregnant. Clinical, laparoscopic and microbiological
The authors were claiming that these The response rate was 76% findings in acute salpingitis: report on a

theories might have useful application to(1056/1382). Ten per cent of responders ~ United Kingdom cohortSr J Obstet
the social world, and general practice insaid they had ha@hlamydiainfection Gynaecoll995;102: 407-414.
' y y 3. Westrom L, Joesef R, Reynoldsasal.

particular, because we generalists are corg% pelvic inflammatory disease, 17%  Pelvic inflammatory disease and fertility: a
cerned with the hurly burly of everyday infertility, and 1.5% an ectopic pregnancy. cohort study of 1844 women with laparo-

life (a complex system). Certainly it is no Eleven per cent (8/73) of women with a  Scopically verified disease and 657 control
women with normal laparoscopic results.

secret that living with‘uncer’te_linty in the histo_ry_ofChlamydiain_fection had had Sex Trans Di4992:19: 185-192.

midst of this seeming ‘chaos’ is an every-pelvic inflammatory disease compared 4. Buchan H, Vessey M, Goldacre M,
day experience for the generalist; nor iswith 3% (25/725) withoutChlamydia Fairweather J. Morbidity following pelvic
the seemingly magical way that complexinfection (relative risk [RR] = 3.2, 95% C| ~inflammatory diseas@r J Obstet

situations seem to sort themselves out one 1.5 to 6.8). Gynaecoll993;100: 558-562.

of the wonders of general practice. So, it Exposure to pregnancy was defined as ) _ )
seems sensible to me to check out if thesgll women who said they had ever beerC€rvical screening: how adequateis
theories help to illuminate what goes on inpregnant plus all women reporting a hist-the feedback to GPs?
everyday ‘real world’ life. ory of infertility. In 435 women who had

Marshall complains that Griffiths and tried to conceive, 52% (16/31) of thoseSir,
Byrne’s attempt to apply these theories tovho had a history of pelvic inflammatory The focus on quality in the national cervi-
everyday life leads to a ‘number of ratherdisease and 32% (131/404) of those with<al screening programme now includes
unsurprising observations’. What greaterout pelvic inflammatory disease had beerthe smear takérand health authorities are
validation could the authors want — thatinfertile for 12 months (RR = 1.6, 95% CI using the ‘practice inadequate smear rate’
the application of these mathematical the= 1.1 to 2.3). to measure smear takers’ performance.
ories to their generalist context leads to Sixteen women reported a history of The annual proportion of inadequate
conclusions so widely recognized to beectopic pregnancy. Of those who had beesmears is calculated by general practice,
true that even a critical epidemiologist canpregnant, 14% (4/28) of those with a his-and advice offered to practices with the
recognize them to be features of this multory of pelvic inflammatory disease and highest rates; the target range being 7+/-
tifaceted, complex, and very human world3% (9/347) of those without such a history2%.:2

in which we generalists live. had had an ectopic pregnancy (RR = 5.5, A smear is inadequate if it provides the
First round to Griffiths and Byrne | 95% CI = 1.8 to 16.8). There was no assoeytoscreener with insufficient material to
think. ciation between a past history of predict the presence or absence of disease,

Chlamydiainfection and infertility or and the smear taker is responsible for
PauL THOMAS  €ctopic pregnancy, but numbers wereensuring the accuracy of an individual
small. slide? Many of the determinants of smear
The study is limited by the reliability of adequacy are impossible to quantify rou-
self-reported data. For example, 21% oftinely. Some, such as hormonal status,
responders (217/1055) did not know if previous treatment to the cervix, infection,
they had hadChlamydiainfection and inflammation, or menstruatirare out-
11% (117/1053) did not know if they had side the control of the GP. Adequacy may

13 Kingsgate Road
West Hampstead
London NW6 4TD

References had pelvic inflammatory disease.also be related to laboratory practite;
1. Marshall T. Chaos and complexity. However, the findings are in line with pre- rates are known to vary by laboratory as
[Letter.] Br J Gen Practl999;49: 234. vious reportd34 showingChlamydia well as by cytoscreener.

2. tcﬁgfgg]vi SFéiEzggee?ﬁefg}ﬂgrfr'oﬁﬁﬁgcﬁlggﬂesjnfection is associated with pelvic inflam- We examined 1064 GP smear forms
of ‘chaos’ and complexityBr J Gen Pract matory disease, and pelvic inflammatoryreceived by one North Yorkshire laborato-

1999;48: 1697-1699. disease with infertility and ectopic preg-ry in one month, and tried to identify the
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Letters

signatory in each case. The signatory was5. fPritt%hard JQU?Iity assurance guidelines

identified as either the registered or sender 'O IN€ cervical screening programme.

GP (whose names arg g ooee INHSCSP publication No.3.] Sheffield:
, p NHSCSP, 1996.

forms) in only 316 (30%) cases, and the

practice nurse in 134 (12%) of cases . . .

However, despite a legible signature, tha\€ar patient testing for C-reactive

status of the originator could not be ascerPrOtéin

tained on 394 (37%) forms. Thirteen __

forms (1%) were unsigned, 199 (19%)SIr; _ _

signatures were illegible and a further We were interested to read the article by

eight forms (1%) were incomplete in someGulich et al (FebruaryJourna)* concern-
way. ing the use of a near patient test (NPT) for
Minimum throughput for screening lab- C-réactive protein (CRP) in primary care.
oratories and reporting targets for abnorWhile itis good to see that further assess-~
mal smears are being implemented, Ments of th_e use of NPT in general prac-
which should serve to reduce intraobservlicé are being undertaken, the authors do
er variation. But this will not resolve the ot address a number of important points. 3-

problem of monitoring and identifying The authors state that the current evi-
poor performance in primary care. Until dence for the use of NPT for CRP mea-

data collection is improved, and measure§urement in primary care is conflicting but
of individual performance are available, it 40 not mention the reason for this, namely 4-
will not be possible to determine why that different workers have found varying
some practitioners have higher inadequat@erformance of the NPT in question when
rates than others. We suggest that, in orddfSed in the community as compared with
to provide meaningful feedback, the datd@boratory measutemeﬁﬁGullch and
collection form should be changed. In thecolléagues have missed an opportunity to
meantime, GPs should interpret the feed¢ontribute to this debate by not comparing
back they receive from health authoritiesthe results from the NPT with those from

cautiously, and are advised to audit thei@" equivalent laboratory assay on a sam-.
own performance. ple taken at the same time. '

In addition, while they may be the first
to use NPT for CRP to diagnose strepto-
coccal sore throats, a number of other

1.

5.

BARBARA HANRATTY

FDR HoBBs

The University of Birmingham
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The Medical School
Birmingham B15 2TT
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workers have assessed the use of strept@moking cessation guidelines
coccal antigen NPT to similar ends. No

mention is made of this or discussion as tas;,

the relative efficacy of these two tech-14 recently published guidelines on

niques. . . Smoking cessation for health profession-
This is an important omission as Work- 55 are ‘directed primarily at GPs with

ers using streptococcal antigen detecting,,om the majority of doctor—patient

NPTs have found wide variation in the gncounters in the NHS take plache

sensitivity and specificity depending on g,,igelines encourage GPs to advise smok-

which gold standard was usgglln partic- ing cessation ‘at every opportunity’.

ular, Wegneret al found that the use of T4 auerage GP consultation now lasts

double cultures (anaerobic and_ <’_:1e_r0bic) @3bout eight minutes, during which GPs are
a gold standard reduced sensitivity to ng

. expected to deal with the patient’'s pre-
;nv%rlia:the%n 50% for any of the five NPTS geniing problem as well as considering

. . health promotion, of which smoking is an
Finally, in order for GPs to assess

. . . >important element.In addition to smok-
whether this NPT might be useful in their iy cessation, GPs are encouraged to pro-
own practice, more information is needed

K ho did th h | ““mote a healthy diet, exercise, moderate
to know who did the test, how long It 5copg consumption, and sexual health, to
took, was the result available in the con

h - name a few. In this time we are also
sultation, and was the clinical manage-,

. expected to detect underlying disorders
ment of patients affected as opposed 10 §,c|,ding depression, diabetes mellitus,
theoretical optimal management.

. hyperlipidaemia, and hypertension. GPs
Many NPTs are now available, but 45 1ot have time to ask about smoking ‘at
evaluation of them remains limited.

- ; every opportunity’, and exhorting them to
Before the widespread use of NPT in UKy, o5 is simply impractical and inappro-

?ﬁgﬁﬁ;ﬂ?&'gﬁt;ageﬁz r:sgmgt?gggdérfgrbriate. It would be more realistic and prag-

matic to give advice about smoking when
needed. it is relevant to the patient’s presenting
complaint or when it arises in the consul-
tation. The message would then have
more impact on the patient and be a more

RJ McMANuUs
DA FITZMAURICE
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efficient use of limited time. Smoking achieved biochemically validated sus-since | joined general practice almost

advice unrelated to the issues presented &ined abstinence, compared with 4.0% irthree decades ago, unfortunately demand
the consultation may be seen as paternathe advice group. This is a veryhas not. We still have patients asking for

istic and intrusive by some patients, andrespectable success rate for a relativelghe name of a good tonic that they can

may adversely affect the consultationlow intensity intervention. purchase over the counter or asking for a
dynamics. Based on the recruitment figures for thetonic outright.

We believe that, while cigarette cessadrial (497 subjects recruited from six prac- In the past four years the sale of health
tion should remain a priority for health tices during the study period — which, products has mushroomed. Some of these
care professionals, it needs to be tackleadlthough not specified, | assume to haveproducts contain vitamins and minerals
in context. The new guidelines will be been a year), an average practice couldnd various combinations of ginseng.
welcomed for the clarity they bring to the expect 25 (30% of 83) smokers per year t&Vhat are they to be called? They are ton-
management of this difficult subject. attend a nurse-run clinic. This is likely toics. Demand for these products has
However, the failure of the guidelines tobe an underestimate, since some smokeiacreased whether for rejuvenating pur-
emphasize the importance of targetingwill have been deterred from participatingposes or even as placebos, and there is
individuals and situations in which smok- in the trial by the need to provide a sali-certainly room for prescribing them on the
ing advice is likely to be most effective, vary sample for validation. Assuming thenFP10, especially for elderly lonely
represents a barrier to their introduction inthat 30 smokers per year attended, threpatients whose diets are far from satisfac-
general practice. would be expected to stop for good. Thistory.

compares with four (4% of 100) who This all reminds me of an incident some

DeErmMOTNOLAN  might be expected to stop with an ‘advicethirty years ago when | was working in

DAVID WHooLEY ©Only’ strategy. The important point is that, Ireland. | applied for a senior house offi-

while some smokers will stop after brief cer job and the only enquiry from my
advice alone, others will require more employing authority was, ‘Do you drink?’
) intensive input; it is not a case ofl said no. | got the job. On my first day at

Department of General Practice and ‘either/or’. This is recognized in recent lunchtime my tray had a bottle of stout on
Primary Care , ) policy changes, which favour establishingit. | couldn’t believe my eyes given the

Guy’s, King's and St Thomas’ Medical 3 range of smoking interventions of differ- question | had been asked at interview.

PaTRICK WHITE

School _ ing intensities Hesitantly | checked with the kitchen lady
Weston Education Centre No economic analysis is presented inwho told me, ‘It's only a tonic!
Bessemer Rd the paper, but it is possible to estimate the
London SE5 9PJ cost of a nurse-led clinic. Assuming that SURESH PATHAK
each smoker attends for a total of one
References hour’s counselling, that the nurse receiveRush Green Medical Centre

1. Raw M, Mc Neill A, West R. Smoking eight hours training per year, and thatRysh Green

cessation: evidence based recommenda- e i ;
tions for the healthcare systeBiviJ 1999; nurse’s time costs £20 per hour, it wouldromford

318: 182-185. cost £250 to produce one ex-smokergssex RM7 0UX
2. Wilson A. Consultation length in general ~ Contrary to the authors’ conclusion, this
Fl)rzaZCtlce-BrJ Gen Practl991;41: 119- would be an extremely cost-effective usereference

of NHS resources. 1. Smith C. Tonics and chronic fatigugr J

Gen Pract1999;49: 145.

Smoking cessation in primary care SCOTT LENNOX

Sir, Department of General Practice and

The paper by Lancastet al on nurse-  Primary Care The adolescent view of accessing
assisted strategies for smoking cessatiok/niversity of Aberdeen health services

(March Journa)? concludes that primary Foresterhill Health Centre

care resources should not be devoted téberdeen AB25 2AY Sir

intensive smoking cessation interventions. Most information on the health needs of
Methodological problems in the study References young people and the difficulties they
make this conclusion questionable. 1. Lancaster T, Dobbie W, Vos Kt al have accessing care is derived from postal

The main concern is that using an inten- ~ Randomized trial of nurse-assisted strate- questionnaires or surveys in schools rather

PR i e i gies for smoking cessation in primary care. ot i
tion-to-treat analysis means that like is not Br J Gen Pract.099:49: 191-194. than opportunistically within a general

being compared with like. Whereas all 5 gecretary of State for Health and practice setting:’

subjects in the advice arm received written  Secretaries of State for Scotland, Wales We wish to report findings of a descrip-
information on stopping smoking, only and Northern IrelandSmoking kills. tive cross-sectional study undertaken dur-
30% of those in the extended counselling ~ -ondon: HMSO, 1998. ing the six months between 1 November
arm actually attended for counselling. 1997 and 30 April 1998 at the main
Intention to treat analysis biases results infonics branch of a semi-rural practice serving
favour of the advice arm and is not appro- approximately 7500 patients and targeting
priate here. Sir, all patients aged between 12 and 17 years

It is more instructive to estimate the It was refreshing to read Dr Colin Smith’s attending during this period. One aim was
effectiveness of a nurse-led approach idetter regarding tonics (Februaryto look at important factors that would
practice by examining the outcome forJournal),® especially for an old-fashioned make access to care easier for young peo-
those smokers who did attend for coun-GP like myself. Although the list of pro- ple within their own general practice set-
selling. Eight out of 74 attenders (10.8%)prietary products has shrunk Mimms ting.

486 British Journal of General Practice, June 1999



A questionnaire was developed follow- 4. Seamark C, Pereira Gray D. Do teenagers
ing a literature search and then validated gsgs;étl%ee’]gﬂ E?nﬁ"g?;rigggrzif’gg?cep'
in a two-week pilot study. In the main 51. ' o
study, the total number of questionnaires 5. Jacobson L, Wilkinson C, Roisin M,
successfully completed and analysed was t"éaeﬂ;et(terz ;%mBﬂr}ltJigihcai?]grgelltv\;ggt?ﬁoners_
110. This was disappointing as this num- a preli?’ninary study of tghe teengge perspec'-
ber only represents 25% of attendance in e Ambulatory Child Healt1996:1:
this age group over a six-month period. 291-301.

The low return is thought to be owing to 6. KariJ, DonovanC, LiJ, TaylorB.
the heavy workload of reception staff who ﬁ}dﬁloer?ﬁel_rgrs]dgﬁlglrdjesszongsrnaecr&aéggggpe
were required to identify the age group, 109-110. Y
explain the reasons for the study, and give7. Cheng T, Savageau J, Sattler A, DeWitt T.
out questionnaires and instructions. Er?mlde%”g“ea'%r'ge%etgag%irg-aﬁifég‘égy of

The majority (84%) of patients below among high school studenMA1993;
the age of 16 years attended with a parent  269: 1404-1407.
or guardian. No person aged less than 14
years attended for family planning/contra- . :
ceptive advice, and no males of any aggggdné%ng\ﬁggﬁyeeﬁgm Iregna(;(e)mi zed
attended for help with contraception. :

. . - controlled trials?

The main factors of importance in
accessing help were assurance of confi-Sir
dentiality, friendly and welcoming staff at Syétematic review has identified a mini-
the recepti_o_n, and being able_to S€€ a 98N im threshold when tonsillectomy for
eral practitioner alone or with a fr!end recurrent throat infection in children is
rather than with a parent, Encour"Ju‘slmgly’reasonably effectivé.Patients should
only seven patients (6.4%) stated that the ave had at least séven documente

felt unable to seek help in all areas of neeqhroat infections in the previous year, or

from their general practice. ; X .
A strong need was for assurances 0{lve yearly in two years, or three yearly in

cgﬂzdenélgllltg ?/Ci?her?;{)grr;?/eartfoatﬁi:s?rsoxrShouId be characterized by at least one
young peopie, . . four clinical criteria: an oral temperature
reception onwards. The introduction of 3igher than 38.%C, cervical lym-
policy to ensure open, confldentlal_ acces hadenopathy of nlworé than 2 cm, pus visi
to unaccompanied young people, in orde !

that all their health needs can befor StreptococcusDocumentation is

ﬁnportant, as undocumented episodes d

accessibility of general practice. Re_peateq‘ot accurately predict the frequency of
guarantees of a confidential service aresubsequent infectioh

needed. L
. . Because the prognosis in less severel
S e 6 i affeced chldren 1 reltively benign
ed resources to fund a dedicated person there is insufficient evidence to justify
S . tfz)nsillectomy in patients falling below this
ensure good distribution and collection of hreshold. No randomized controlied tria
the questionnaires), it does support an )

extend the findings of larger studigout-

side of the general practice setting. for upper airway obstructichTwo ran-

domized controlled trials suggest tha
adeno-tonsillectomy confers no advantag
over adenoidectomy alone for otitis
media%® Given that there are relatively

LIN DAVIES
SoPHIE CASEY

few evidence-based indications, how

The Medical Centre

hree years. To count, throat infections

G

le on the tonsils, a throat culture positive

upports the use of adeno—tonsillectom))

Eedegree to which patient’s consent is

many tonsillectomies are currently carried
out on the basis of evidence rather than
custom and practice?

Practices in Northamptonshire were
invited to take part in a retrospective sur-
vey of the indications for tonsillectomy.
Registered patients who underwent tonsil-
lectomy in 1996 were identified from their
computerized records. Practices recorded
their age and sex, the indication for
surgery, and the number of documented
throat infections in the three years imme-
diately prior to surgery. All documented
throat infections were counted towards
meeting the criteria.

Thirteen practices (out of a possible
85), covering a total population of
115 000, took part in the survey (Table 1).
The majority of tonsillectomies were car-
ried out for recurrent or chronic throat
infection: just over one-quarter was evi-
dence-based. One in eight was carried out
for obstructive symptoms (snoring, sleep
apnoea, or mouth breathing); indications
for which there is no evidence from con-
Holled trials. Almost one-fifth were car-
ried out for otitis media, ear infection, or
hearing problems. Overall, 24% (95% CI

18 to 31) of tonsillectomies were evi-
ence-based: 37% (95% CIl = 30% to
5%) if all those undertaken for sleep
apnoea are accepted.

_ The survey suggests that a minority of
tonsillectomies were evidence-based. It

seems unlikely that the participating prac-
ices systematically documented fewer

roat infections than other practices.
Systematic under-ascertainment of tonsil-
ke"ctomy patients who suffered more docu-

ented throat infections is also unlikely.
The Northamptonshire tonsillectomy
rate is higher than the average for England

I_(2.0 versus 1.5 per 1000). It would be of

nterest to establish whether similar or dif-
ferent findings applied to other districts.
The findings also raise concerns about the

informed and whether tonsillectomy is a
cost-effective use of health care resources.

ToM MARSHALL

Trengrouse Way

Helston TR13 8UA Table 1. Numbers of tonsillectomies that are evid

ence-based.
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1. Epstein R, Rice P, Wallace P. Teenager’s

health concerns: implications for primary Percentage Percentage
health care professionalkR Coll Gen Main indication for tonsillectomy Number  (95% Cl) Number  (95% CI)
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Department of Public Health and tion and treatment of dyspepsia (with thehealth problems in this population. One

Epidemiology main aim of controlling costs), the initial hundred and twenty consecutive patients
University of Birmingham results of our audit show that about 23%who failed to attend a doctor's appoint-
Edgbaston have not. ment were identified, and were posted an

The National Sentinel Audit Project, anonymized 12-point Goldberg General
Helicobacter pyloriand the management Health Questionnaire (GHQ-12). (The
of dyspepsia, will run over two years andGHQ-12 is a well-validated screening tool
has been endorsed and specially funded bfpr the identification of psychiatric illness
the NHS Executive. The aims of the pro-in a primary care settin9. In total, 68
ject are twofold: systematically to review questionnaires were returned (56.6%). One
local policies for the management of dys-questionnaire was returned incomplete and
pepsia antHelicobacter pylorj and to 67 questionnaires were thus scored. The
work with providers in selected health GHQ-12 was scored according to the GHQ
authorities to develop and improve localmethod (0011) using a threshold of 2/3.
guidelines. Scores above this level were observed in

Intended outcomes of relevance to GPS87 responses. The questionnaire has a
include the encouragement of healthmedian sensitivity and specificity of 0.837
authorities to develop and update theirand 0.790 respectively when employed in
policies by consultation with all relevant this way, and the percentage of responders
individuals and to disseminate standard$aving mental health difficulties was thus

of good guideline practice in this area. estimated to be 54.5%.

1986;1: 1399-1402. We seek the support and cooperation of This study suggests that, as estimated
Iatll(tilr;orlgé(;aVXnggggpnIt;ggiér;nsrgﬁgztory GPs and invite them to keep abreast of théy the GHQ, roughly half of responding
study of the course the complications and developments of this important project viapatients who fail to attend their doctor’s
the sequelae of ventilation tubégta The Royal College of Pathologists websiteappointment in a general practice popula-
(1)53'3""_%’5‘892398'03 (Supplement Stockhalm) (http://www.rcpath.org). tion may be suffering from a psychiatric

e : disorder. Further work should be under-
taken to confirm this finding. This would

Birmingham B15 2TT
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and H. pylori Laboratory
Box 236, Addenbrooke’s Hospital
Sir, Cambridge CB2 2QW

We would like to bring our project (the
National Sentinel Audit Project on the
management of dyspepsia and
Helicobacter pylor) to the attention of The Royal College of Pathologists
colleagues in General Practice. 2 Carlton House Terrace

More money is spent in the UK on London SW1Y 5AF
drugs for dyspepsia than on any other
treatment for a symptom: in 1994 overReference
£400 million was spent on prescription 1 pyitish Society of Gastroenterologists.
drugs for ulcer healing. Only about 25% Dyspepsia management guidelines.
of sufferers of dyspepsia consult their GP, ~ London: British Society of
but these comprise 4% of general practice ~ Castoenterologists, 1996.
consultations, and about 10% are referred
for hospital consultation or investigatidn. Non-attendance and mental health
Thus, current expenditure is high, and theproblemsin primary care
potential for further expenditure is consid-
erable.

ANDREW MASTERMAN

Sir,

probably best be carried out via interview
of a large population to minimize respon-
der-bias, and ideally should be controlled.
Confirmation of a high prevalence of psy-
chiatric disorders in this group should
challenge us to review the way we address
the ‘problem’ of non-attendance. Given
that psychiatric disorders are under-diag-
nosed in primary care, we may be able to
more sensitively identify such problems if
we recognize an association with failure to
attend. At the very least we should view
non-attenders as potentially vulnerable
people at risk of mental health problems,
and not simply as individuals who fail to
comply with appointment systems.

JONATHAN INGLESFIELD
55 Heathfields

Downend
Bristol BS16 6HT

About one-third of cases of dyspepsiaThose who fail to attend appointments in
are associated with prolonged infectiongeneral practice are variously criticized Acknowledgements

with the bacteriunH. pylori. The condi-
tions involved include duodenal and gas<{‘not again!’), and possibly silently
tric ulcer, gastritis, duodenitis, and gastricthanked (‘great - | can catch up’). It has,
cancer. Eradication of the infection with however, been suggested that non-atte
antibiotics heals ulcers and reduces thelers form an atypical group; association

chances that they will recur, which avoidswith age, race, and socio-economic statu

the need for patients to take prolongechaving been describéd. Anecdotal evi-

therapy with expensive acid secretion supdence also suggests an association with

pressants. Hence, the overall cost of treatmental health difficulties, and such diffi-

ment is reduced. The GP is therefore arulties are often undiagnosed in prlmary

important gatekeeper for resourcescare?
Although many health authorities have | decided to carry out a pilot study to

developed local policies for the investiga-attempt to assess the extent of mental
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(for ‘wasting resources’), despaired of| am grateful to Dr John Sayers and Laura
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ned by Nottingham Health Authority.
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We welcome the recent flurry of papersGP out-of-hours cooper atives and

concerning depression in primary céafe.
It appears likely that the attention now
given to this condition in primary care

the delivery of palliative care

Sir,

multicentre audit of quality of care for the
terminally ill delivered by GPs within out-
of-hours cooperatives. Our belief is that,
rather than bewailing the advent of GP
cooperatives as a negative development,
coop members with a palliative care inter-
est need to take a proactive role in devel-
oping systems and encouraging colleagues
to deliver excellent care.

DANIEL MUNDAY
Primary Care Unit
University of Warwick
Coventry CV4 7AL

ALISON DOUGLAS

will result in improved management of There is much current discussion regardGDOCS

patients and better outcomes. There is ongg the out-of-hours provision of palliative City Hospital

aspect of depression, however, that hagare by GPs, especially by those in coUrquhart Road
received scant attention: the effect it ha&)perativesl. Barclay et al demonstrated Aperdeen AB24 5AU

on the children of depressed parents.

Women with young children are a high- communication between GPs and the

risk group for depression. Intuition would
suggest that depression in a parent has

that, for their out-of-hours cooperative,

cooperative was poor for terminally ill
@atients? This, as far as we know, has

profound impact on children, and researctheen the only published evidence of poo

supports this belief. For instance, suchcommunication, and it has been cited a
children have increased rates of mentajeflecting the general situation within GP

disorder themselves, with boys perhapsooperatived* We believe many cooper-

being at particular risk.There is also a
growing recognition of the importance
that parental mental illness, including

atives are aware of this problem and ar
using innovative means to improve com
munication, including dedicated fax forms

depression, plays in cases of fatal childand computer ‘flagging’ of known termi-

abusét
The rapid recognition and effective

nally ill patients.
We would like to present the results of

treatment of the depressed parent willbur own multidisciplinary audit at

often be the most important interventionGrampian Doctors on Call Services 3
for the children as well as the parent. If(GDOCS), which, we believe, shows that

the parent improves, it is likely that the
children will as well. However, we would

suggest that a more proactive response t0 |n November to December 1997, we 5,

communication by GPs for terminally ill
patients can be improved.

the needs of such children within primaryfound that, for 24 terminally ill patients

care may be beneficial. GPs and other priregistered with coop members and identi-

mary care staff will often be the only pro-

fied by district nurses as ‘likely to die

DaviD CARROLL

Grampain Health Board

'Summerfield House
%day Road

Aberdeen AB9 1RE
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fessionals aware of a parent’s mentalyithin four weeks’, only five (21%) had Correction

state, and patients may be more willing topeen notified to the coop by their GP.In the May issue of the Journal there were a
accept offers of help from primary care However, for these patients, we found thapumber of printing errors in Figure 1 of

staff compared with that of social services;g (759) had contact with the coop eithe

or mental health services, which can beor advice or for a visit. In January 1998,

perceived as threatening and stigmatizing.

MICHAEL PHELAN
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24 St Dunstan’s Road
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members adopted a dedicated fax form fo
GPs to inform the coop of terminally ill

r

‘Barriers to optimum management of heart fail-
ure by general practitioners’ by Horme¢ al
(page 356). Reproduced below is the corrected
tiagram, and we apologize for any confusion
this may have caused.

patients. In September 1998, the audit wa
repeated. It was found that, of the 2(
patients identified by district nurses, GPS
had informed the coop of 11 (55%) using
the fax form.
Cooperatives have been looked upon g
a ‘worrying development’ for the vulnera-
ble group of terminally ill patientsWe
believe that within coopers there are bene
fits for GPs and ultimately patients in
terms of learning from peers and pursuing
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