
recent report, allows clinicians to have an

evidence-based discussion about feeding

with all interested parties. It also allows

clinicians within the UK to have local, or at

least UK, data, which are possibly relevant

to their own practice. Perhaps this is a prac-

tical solution to a highly emotive problem?4
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Do medical patients know the
name of their consultant? 

Editor – We are writing in response to the

letter by Pittman and colleagues in the

December 2009 issue of Clinical Medicine

and their survey on whether

patients know the name of

their consultant (Clin Med

December 2009 pp 633–4).

We are in agreement that

this is an important issue. Not

knowing who is in charge of

your care can add to the bewil-

derment and anxiety sur-

rounding a hospital admission.

One solution, developed by

our firm, is for the consultant

to give every patient on the

post-take ward round a busi-

ness card with his name and contact details

(including email address) (Fig 1). The card

is larger than normal (12.5 cm by 7.5 cm)

and we use a bigger font size (14 point) to

assist the visually impaired.

We feel that this approach demonstrates

strong leadership by ensuring that the patient

and family are clear as to who is in charge of

their care. In our experience we have found

this strategy to be well received by patients

and families.
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The skin in general medicine

Editor – Dhoat and Rustin reviewed an

important but often neglected part of gen-

eral medicine in their article (Clin Med

August 2009 pp 379–84). We would like to

add that xanthomatoses, especially xanthe-

lasmas, are also an important marker for

diabetes, propensity to coronary artery dis-

ease (CAD)1 and gout2 apart from

cholestasis and hyperlipidemia as men-

tioned. Besides xanthaelasma and xan-

thoma, presence of arcus juvenilis in young

people (age �40 years) may also be consid-

ered as a clinical sign for premature CAD.3

Premature graying and/or balding in

chronic smokers has also been shown to be

associated with premature CAD.4 Other

cutaneous signs like ear lobe crease, ear

canal hair, and nicotine staining should

also be considered as valuable clinical

markers of CAD.1 Recently, hyperpig-

mented palm and digits of hand associated

with central obesity in betel quid sellers has

been shown to predispose to early CAD.5

There may be a clinical scenario where one

sibling in the family has xanthoma, another

has xanthelasma or arcus juvenilis and

some suffer from CAD. The clinical impli-

cation of such a finding is that one must

actively look for such signs in all  family

members for early identification of persons

predisposed to premature CAD.
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Standardise PEG referral form including
concomitant disease

Endoscopy nurse triage and
dissemination of published evidence

Gastroenterological review where
necessary

Holistic and multidisciplinary approach

Advise against PEG feeding in patients 
with dementia

One-week waiting list policy

Table 1. Strategy to try to improve all
aspects of selection process for
insertion of the percutaneous
endoscopic gastrostomy (PEG) tube.

Fig 1. An example of the business card.
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