
132 British Journal of General Practice, February 2004

Respiratory infection and antibiotic prescription
rates
H Otters, J van der Wouden and 
F Schellevis 132
Author’s response
D Fleming 132

More reflections on annual appraisal
R Jones 133
C Barry 133
J Williams 133
R L Wharton 134
N Frater 134

Time to wake up to private finance initiatives

I B Craighead 134

Any value in venlafaxine study?

K Hopayian, M Eisner and M Laurence 135

Sexual violence in women attending general

practice

R Ion, F Carr, R Griffiths and I J Robbé 136

Author’s response

G Feder and J Coid 136

Electronic versus mercury sphygmomanometers

G McAll 136

C L Morrison 137

J Sharvill 137

Personalised medicine in primary care
J A A Nichols 138

Correction 138

All letters are subject to editing and may be
shortened. Letters should be sent to the BJGP
office by e-mail in the first instance, addressed
to journal@rcgp.org.uk (please include your
postal address). Alternatively, they may be sent
by post (please use double spacing and, if pos-
sible, include a MS Word or plain text version
on an IBM PC-formatted disk). We regret that
we cannot notify authors regarding publication.

Letters

Respiratory infection and
antibiotic prescription rates

In the October issue of the BJGP,
Fleming et al showed that a decrease
in antibiotic prescription rates is directly
related to a decrease in respiratory
infections presented in general prac-
tice.1 We compliment the authors for
their interesting study and the clear
presentation of their results. 

We are especially interested in this
topic because we recently performed
analyses of the first (1987) and second
(2001) national surveys of morbidity in
Dutch general practice, concerning dif-
ferences in antibiotic prescription for
children.2 In both surveys, presented
morbidity and drug prescription were
registered, which allowed valid com-
parison of incidence and prescription
rates over t ime. We also found
decreasing antibiotic prescription rates
in childhood in parallel with declining
incidence rates of respiratory tract
problems in children who were pre-
sented to general practice. In this
respect, we were pleased that these
findings in The Netherlands were com-
parable with the results of Fleming et al.

However, Fleming et al concluded
that the decrease in respiratory tract
infections in general practice was most
likely explained by a decline in the
occurrence of these infections in the
general population. This is partly
based on the fact that there is no evi-
dence for decreasing GP consultation
rates in the UK and also that it is
unlikely that children with otitis media
acuta would consult the GP less often.
However, the authors do not provide
sufficient evidence for this statement
and interestingly, our study shows the
opposite.

We found an overall declining con-

sultation rate in children (not only for
respiratory problems) and provide
evidence that the threshold for con-
sulting the GP has changed in chil-
dren aged 0–4 years. For example,
incidence rates of otitis media acuta in
0- to 4-year-olds decreased from 201
per 1000 person years in 1987 to 152
per 1000 person years in 2001, howev-
er, from health interviews in a sample
of the study population we found that
complaints of earache in the previous
fortnight occurred as often in 2001 as
in 1987 (49 out of 664 children in 1987
versus 49 out of 768 children in 2001,
P = 0.5). Thus, in our opinion, a higher
threshold for consulting the GP is an
important explanation of the lower
incidence rate of these infections in
general practice.

If possible in their analyses, it would
have been interesting to have included
consultation rates from practices that
participate in the weekly returns ser-
vice from the different analyses peri-
ods, to assess whether their conclu-
sion then remains similar. 

HANNEKE OTTERS

JOHANNES VAN DER WOUDEN

FRANCOIS SCHELLEVIS

Department of General Practice, 
Room WK131, Erasmus MC-University
Medical Center Rotterdam, 
PO Box 1738, 3000 DR Rotterdam,
The Netherlands. 
E-mail: j.otters@erasmusmc.nl
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Author’s response
The primary focus of this letter by
Otters et al is a two point comparison
of the incidence of otitis media in chil-
dren in 1987 and 2001, and responses
to a retrospective health enquiry
undertaken in a subset of the population
at the same time. Thus your correspon-
dents cannot comment on trends; they
do not have the relevant data for the
intervening years. Nor do they make
any assessment of the changes in
incidence of the many other conditions
reported in our paper. Our conclusions
were based on a consideration of all the
relevant facts and from a long period of
continuous surveillance. Indeed, they
provide a compelling argument for the
need for continuous, as opposed to
intermittent, surveillance.

The Dutch health interview study of
700 children asked mothers in each
year if their child had experienced ear-
ache in the previous 2 weeks. From
my experience in general practice, it is
exceedingly difficult to know if young
children have earache. For many
mothers earache is believed to be pre-
sent if a child rubs his or her ear. Half
of the children in the Dutch survey
would not be old enough to speak.
Other potential confounders include
the importance of seasonality when
considering matters related to respira-
tory infections. Recruitment to the
Dutch study was carefully stratified by
season, but of course that also means
that many children would be recruited
at times of the year when there was a
much reduced likelihood of respiratory
tract infections.

The interpretation of ‘the last fort-
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night’ can present difficulties, though
the questionnaire in the Dutch survey
was applied similarly in both their
surveys. On the face of it, 70 per
1000 children (49 in 700) experiencing
earache each fortnight seems inconsis-
tent with an annual incidence of 152
per 1000 reporting such an incident to
a doctor in a year (26 fortnights). I have
checked our weekly returns service
annual reports for the years of the
Dutch survey, when the annual inci-
dence in the age group 0–4 years was
265 (1987) and 172 (2001) per 1000,
figures very similar to their own. 

No one denies that recent pressures
to reduce antibiotic prescribing may
have had an effect and this point was
made in our paper. However, as the
comprehensive analysis we presented
shows, this is an insufficient explanation
for the substantial reduction in respira-
tory infections presenting to doctors
that has taken place in recent years.

DOUGLAS FLEMING

Director, Birmingham Research Unit,
54 Lordswood Road, Harborne,
Birmingham B17 9DB.

More reflections on annual
appraisal

In your December edition, you pub-
lished reflections from a GP who
shared a very personal experience of
the GP appraisal in the public domain.1

I felt it would be helpful to clarify some
of the issues raised in the article.

Firstly, there is no pass or fail level
in the appraisal scheme for GPs. The
appraisal has been designed to be a
developmental, educational, and sup-
portive process. All GPs have the
right to appeal against any particular
concerns experienced at any time
during the process. After each
appraisal session the GP appraised is
asked to evaluate the session. With
our process of GP appraisal well
advanced, the evaluations that have
been received have not only been
overwhelmingly positive, all but a few
have rated the experience as excellent.

Secondly, as you will be aware, the
personal development plan (PDP) is
linked with the post-graduate educa-
tion allowance, previously accessed

through a points system. A GP will put
together a PDP, which is informed by
appraisal, and there are a number of
educational tools available to support
GPs to develop and maintain a PDP. A
PDP may be discussed and supported
by the GP tutor. It would be appropriate
for an appraiser to look at the
appraisee’s PDP but not to sign it off.
This PDP is not the same as the per-
sonal development template in the
appraisal document, which is intended
for other purposes that would not meet
the deanery quality standards, and
does not achieve the same goals. This
may well change after April 2004, with
the introduction of the new contract.

While respecting the views of the GP
whose reflections were published, I am
grateful for the opportunity to correct
any confusion that points made in the
article might create.

ROBERT JONES

Deputy Chief Executive, West Norfolk
Primary Care Trust, St James, Exton’s
Road, Kings Lynn, Norfolk, PE30 5NU.
E-mail: robert.jones@westnorfolk-pct.
nhs.uk
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I was horrified to read Dr Michael
Archer’s account of his appraisal.1 It’s
some comfort that his partners felt
theirs were okay, but as an appraiser, I
have to wonder if his appraiser had the
same training as the rest of us. My
understanding of the process is that it is
appraisee-centred, supportive, facilita-
tive, and all those things. It is about
celebrating successes as well as about
identifying and discussing development
needs. It is an opportunity for a doctor
to have a discussion with a trusted
colleague about his or her professional
life, including life outside work. 

Personally, I have two aims when
doing an appraisal — firstly, that the
appraisee ends up feeling that they’ve
enjoyed it, and secondly, that I’ve
learnt something myself. And 3 hours?!
We were told to aim for an hour, and I
think that most of us manage this.
Certainly, in our locality (Swindon), the
word is going round that appraisals

aren’t that bad, and may even be posi-
tive and fun.

It may be that Dr Archer, in saying
that he can’t appeal against an
appraisal that he ‘passed’, misunder-
stands some fundamental things about
appraisals, because, of course, there’s
no pass or fail to them. Perhaps his
local appraisers’ group will be able to
address his concerns — and certainly
he won’t need to re-do it. Let’s only
hope that his experience is the excep-
tion rather than the rule. It’s good to
have highlighted it; maybe we might
hear, in due course, of a positive out-
come for him.

CHRIS BARRY

Cornerstone Practice, Chiseldon,
Wiltshire. E-mail: chris.barry@gp-
J83649.nhs.uk 
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I cannot be the only one who was
appalled by the appraisal reflections
of Dr Archer.1 I read them on the
morning of my own first appraisal and
our experiences could not have been
more different.

I do not believe that there is room
for such unprofessional treatment of a
colleague in the modern NHS. This
appraisal appeared to break all of the
rules, and I am sure that the relevant
primary care trust would be very inter-
ested and will hopefully root out such
appraisers!

My own experience was of two col-
leagues meeting for a friendly and
professional discussion, where I was
able to reflect on my achievements
and plan my learning objectives for the
coming year. 

The rules of appraisal are quite clear
and must be followed. I found my
appraisal to be a positive experience
and I am encouraging colleagues to
be less nervous and to put themselves
forward.

JOHN WILLIAMS

Marlborough Medical Practice, George
Lane, Marlborough SN8 4BY. E-mail:
john.williams@gp-J83037.nhs.uk
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I was surprised to read Michael
Archer’s experience of appraisal.1 His
account bears no relation to the
process that has been embraced and
accepted in this area. While it seems
unfair to apportion blame, I do wonder
whether his primary care trust (PCT)
has followed a few simple rules when
implementing appraisal. It may be
salutary to remind ourselves of these.

Firstly, all appraisers should have
received at least 1 day’s training in
appraisal techniques — this is not
rocket science. For GPs, the process
must be learner-centred, in the same
way that our consultations are patient-
centred. This is enhanced if appraisers
also have educational experience as
trainers, or as teachers of medical stu-
dents, for example. PCTs would do
well to look to the ranks of teachers
among them when seeking appraisers.

Secondly, the time, place, and per-
son of appraisal should be the
appraisee’s choice. This is simply
done by offering a list of appraisers to
each appraisee and asking them to
delete those by whom they would not
wish to be appraised, to indicate their
preferred time and place. Although we
have drawn the l ine at pubs and
restaurants, any environment that is
quiet, confidential, and protected in
time and place from interruption would
be suitable. Often this is the
appraisee’s surgery, but not always.

Thirdly, all GPs should be given
guidelines and advice on how to pre-
pare for appraisal. PCTs can organise
this in protected learning time, road-
shows, or surgery visits by a trusted
GP. The process should be transpar-
ent, so that GPs understand in
advance what is required of them,
what the appraiser is likely to need in
the portfolio, and how their personal
development plan (PDP) fits in with
form 3 of the appraisal paperwork.
This will avoid any misunderstanding
in the meeting itself.

Fourthly, the process should be
evaluated. It is perfectly possible to
do this anonymously and at a later
date. Feedback should not be

requested by the appraiser nor given
directly after the meeting, as this may
influence the appraisee’s comments.
Forms can be coded for appraiser,
the code being blind to the appraisal
lead, appraiser, and appraisee. In this
way inconsistencies in appraisal tech-
nique can soon be uncovered.

In our PCT we have achieved a
remarkably high acceptance and satis-
faction by following these simple rules.
Feedback from the first 80 GPs
appraised showed that 96% found the
time and place appropriate, would be
happy to have the same appraiser
again, and had plenty of time to dis-
cuss everything they wished. Seventy-
six per cent felt comfortable with the
process, and 90% found the appraiser
gave constructive and sensitive feed-
back. Only 12% felt that it was a waste
of time, and apprehension before
appraisal had largely disappeared
afterwards. Many commented that it
was a positive experience and had
made significant changes to their work
and learning as a result.

I do hope Dr Archer’s experience is
an isolated case. If not, it is up to PCTs
to ensure that the process is revised
and refined, and that unacceptable
methods are weeded out. Appraisal is
an important element in GPs’ profes-
sional development. We must not let it
lose its way due to problems in imple-
mentation.

RICHARD L WHARTON

GP and PCT Education Lead,
Newbridge Surgery, 129, Newbridge
Hill, Bath BA1 3PT. E-mail: rlwharton@
hamswellfarm.fsnet.co.uk
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I read with dismay the article by
Michael Archer entitled ‘Reflections on
annual appraisal’.1 As a trained
appraiser and someone who has
undergone appraisal, I find the attitude
of the ‘appraiser’, as expressed by Dr
Archer, totally unacceptable.

By apparently treating the appraisal
event as an opportunity for intimidation,
harrowing, and bullying, Dr Archer’s
appraiser seems to have missed the

point completely. Rather, the event
should be an opportunity for construc-
tive and supportive dialogue that
allows the appraisee to express their
views on their own practice and outline
a personal development plan to
improve the service offered to patients.
This is not to say that an appraisal
should be a cosy fire-side chat.
Indeed, the system adopted by the
Independent Doctors’ Forum to
appraise its members involves close
scrutiny, which includes monitoring the
appraisee’s mortality rates. The latter, I
believe, lies at the heart of the debate
to protect the public from any repetition
of the Shipman debacle.

For appraisal to be more meaningful,
a centralised database of all deceased
individuals needs to be set up and
mortality data made available; for
example, in listings provided by funeral
directors, coroners offices, or the reg-
istrar for births and deaths. In this way,
each doctor’s mortality rates could
readily be compared by region.
Appraisal would then have a far more
significant meaning for the public.
However, it should not be considered
an opportunity for appraisers to flex
their muscles and bully colleagues.

NELDA FRATER

Independent General Practitioner,
114 Harley Street, London W1G 7JJ. 
E-mail: dr_nelda_frater@hotmail.com
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It only seems fair to the anonymous
appraiser to point out that Michael
Archer’s account was not a general
crit icism, rather a crit icism of the
appraiser’s conduct on a single occa-
sion. Michael Archer was at pains to
point out that his partners had enjoyed
a much better experience with the
same appraiser.

ED

Time to wake up to private
finance initiatives

I have been surprised at the lack of
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debate within general practice on the
subject of private finance initiative (PFI)
surgery development. Quietly, over the
last few years, the health service has
stopped financing and building. The
cost rent scheme has been shelved
and in its place has come an insidious
form of finance, which is designed pri-
marily to satisfy the electoral needs of
the politicians who drive change in the
health service. These politicians need
short-term results and PFI is the
means by which this is achieved. 

As GPs we are expected, in many
cases, to underwrite these deals per-
sonally, with contracts whose life may
well reach beyond the age of retirement.
Primary care trusts are not anxious to
increase their liabilities and responsi-
bilities, and so they are not keen to
take over these contracts. Therefore,
we are dependent on our successors
in a practice being willing to take on
our leaseholder’s responsibil ity.
Retirement or resignation does not free
us from our liability 

What will you do if no one applies for
your job when you retire or resign? I
think it is time we woke up to the reality
of private finance initiatives. 

IAIN B CRAIGHEAD

General Practitioner, Birmingham. 
E-mail: Craighead@doctors.org.uk

Any value in venlafaxine
study?

We would like to add to the critique put
forward by Hartman, van Rijswijk and
Lucassen1 by asking whether the study
by Lennox-Smith and Reynolds2 should
have been conducted, and whether
the BJGP should have published it.
Their trial of venlafaxine for gener-
alised anxiety disorder could not have
contributed anything of value to this
subject, even if their results had been
less dubious than Hartman, van Rijswijk
and Lucassen have shown. The narrow
view reflected in the ‘What does this
paper add?’ box is not sufficient justifi-
cation for publication by the BJGP
when considered against the broader
base of knowledge on this subject.

Here is another list for ‘What do we
know?’: antidepressants are effective
in the treatment of generalised anxiety

disorder and of depression;3 antide-
pressants are effective in the treatment
of mixed anxiety and depression;4 anti-
depressants are effective in a wide
variety of neuroses, including post-
traumatic stress disorder5 and obses-
sive compulsive disorder.6 In fact, the
non-selective effectiveness of antide-
pressants has led some to question
the concept that anxiety and depres-
sion are different disease entities.7

No difference has been demonstrated
between amitriptyline and other antide-
pressants, or between tricyclics and
modern antidepressants, for effective-
ness, but there is a difference in their
side effect profiles.8,9

From this data we can draw sensible
conclusions for practice. If GPs and
their patients have decided on medica-
tion rather than other methods of treat-
ment, they should choose an antide-
pressant on the basis of the likely side
effects rather than the diagnosis or the
supposed superior effectiveness of
any particular drug.

So, what then did the paper by
Lenox-Smith and Reynolds add?

MRCGP candidates critically apprais-
ing this paper might be concerned that
the researchers were employed by the
manufacturers of venlafaxine, and
wonder whether the research question
was clinically significant for most GPs.
They might even ask whether the
BJGP should publish research unlikely
to benefit anyone except the manufac-
turers, who can exploit a prestigious
reference in their promotional literature.

KEVORK HOPAYIAN

GP and GP Tutor, Ipswich, The Surgery,
Main Street, Leiston, Suffolk IP16 4ES.

MAGGIE EISNER

GP and Bradford VTS Course
Organiser, Shipley Health Centre,
Alexandra Road, Shipley BD18 3EG.

MICHAEL LAURENCE

GP, Bacon Road Medical Centre, 
16 Bacon Road, Norwich NR2 3QX.
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As one who has tried to teach critical
appraisal skills in the past, I should
agree with the authors of this letter that
readers need to read the paper carefully
to decide what final message they
want to take away from it — as with
most other papers. As for its origins
with a pharmaceutical company, it is a
reminder that the interface between a
national health service and commercial
interests is difficult, and publishing is
one of the areas where conflicts can
arise. My own view is that it is neither
the best nor the worst paper that we
have published. Here the link with the
pharmaceutical industry is clearly
stated, and it would have been wrong
to reject it only because of such a link.

ED

Sexual violence in women
attending general practice

We welcomed the novel and innovative
paper on the reported prevalence of
sexual violence in women attending
general practice.1 This appropriately
sized and well-presented study high-
l ighted an important and under-
researched issue.

Letters



However, we do have a number of
concerns regarding subject selection
and the representativeness of the
sample population to the UK popula-
tion as a whole.

We speculated whether patients
attending a general practice would be
representative of all women in the
Hackney area, and if so, are these
women representative of most women
in the UK?

It was interesting to note that just
54% of the sample population con-
sented to complete the questionnaire.
We questioned the reasons why 31%
declined to participate and thought
further consideration could have been
given to this. Even some demographics
on this subset would help to determine
if this group were fundamentally differ-
ent from the sample population. Would
a more appropriate setting than the
waiting room have encouraged more
women to take part? 

Also, we were unsure if any attempt
had been made to include those with
language difficulties especially since
ethnicity was considered as an associ-
ated demographic factor in the subse-
quent analysis.

Finally, we speculated on the possible
benefit to individual patients of the
general practitioner being aware of a
patient’s past experience of sexual
violence. If there is evidence that this
would be beneficial, only then should
the acceptability of screening be further
evaluated.

RACHEL ION

FIONA CARR

ROSALIND GRIFFITHS

Intercalated BSc Medical Students

IAIN J ROBBÉ

Clinical Senior Lecturer in Public
Health Medicine
University of Wales College of Medicine,
Heath Park, Cardiff, CF14 4XN.
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Authors’ response
We appreciate the letter from Rachel

Ion and her colleagues about our
paper. They raise important questions. 

First, they wonder how representa-
tive the sample of women recruited in
practices are of the population in
Hackney. In comparison with census
population data, our sample, like other
studies based in general practice pop-
ulations, has a higher proportion of
younger women. But the aim of the
study was not to look at the population
prevalence of domestic violence, but
prevalence among women attending
primary care services. Extrapolating
the rates to community populations
would be inappropriate. We know from
the British crime survey1 that the cur-
rent and lifetime population rates for
domestic violence in the UK are about
half those we measured in our study. 

Second, they question whether our
study can be generalised to the UK as
a whole. We do not assume the rates
of sexual violence are the same in
other areas. The paucity of health-
related research on domestic and
other forms of violence, means that
there are no comparable UK studies.
The most comparable data comes
from a study of general practices in
Ireland,2 which found similar lifetime
rates of domestic violence as we found
in east London, but lower lifetime rates
of forced sex by a partner (9% versus
16% in our study).

Third, they are concerned about the
implications of non-responders. So are
we and we explored the implications of
non-response in another paper3 from
the same study that reported rates of
partner abuse. We found that even if all
the non-responders had not experi-
enced abuse, the rates would be high.
In fact, that conservative assumption is
likely to be wrong, as some survivors of
abuse would also be reluctant to com-
plete the questionnaire, so undercount-
ing is as likely as over-counting. We
agree that administration of the ques-
tionnaire in waiting rooms is fraught
with problems and in our subsequent
research on partner abuse we have
administered questionnaires in private
rooms, although initial recruitment in
the waiting room is still necessary.

Fourth, they wonder about lan-
guages. The questionnaire was trans-
lated into Bengali and Turkish, the two
main languages, other than English, of
our participants. It is true that patients

who did not speak one of these three
languages were excluded.

Fifth, they question whether there is
any evidence that knowledge of sexual
violence by a general practitioner
could benefit the patient. We think it
is unarguable that when a woman is
suffering psychological sequelae of
violence or other forms of abuse,
knowledge leading to support and
possibly referral for further care can be
helpful. On the other hand, we agree
that it is premature to recommend
screening in health care settings for
sexual violence or partner abuse. 

GENE FEDER

Professor of Primary Care Research
and Development

JEREMY COID

Professor of Forensic Psychiatry
Institute of Community Health
Sciences, Barts and the London
Queen Mary’s School of Medicine and
Dentistry, Mile End Road, London 
E1 4NS. E-mail: g.s.feder@qmul.ac.uk
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Electronic versus mercury
sphygmomanometers

The local primary care trust presented
us with electronic sphygmomanometers
(Omron 705CP) a couple of years ago.
This was without consultation. Our
nurses and GPs found them quite
unusable, with recurrent error mes-
sages and giving different readings
from our mercury ones. We reverted
to our old, regularly calibrated mer-
cury and aneroid ones. Currently, it
costs £10 to scrap a mercury sphyg-
momanometer — and this only needs
doing when it’s broken (one in the last
10 years), and they don’t require bat-
teries. So we have about a dozen
unused electronic ones. Any offers?
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GRAHAM MCALL

Devonshire Green Medical Centre, 
126 Devonshire Street, Sheffield 
S3 7SF. E-mail: graham.mcall@gp-
c88076.nhs.uk

Denbighshire Local Health Board
introduced electronic blood pressure
measurement into its affiliated prac-
tices in 2002 using the Omron 705CP.
In one practice, of over 15 GPs and
practice nurses, analysis of systolic
blood pressure (BP) readings from
data recorded on the clinical database
showed there was a significant differ-
ence (P<0.001) in the means of the
years either side of the introductory
year (Table 1).

McManus et al did not find a differ-
ence in means reported in their
paper,1 but other findings mirrored the
dramatic decline in the number of BP
readings ending in a terminal digit of
zero. It appears that lower BP readings
may be considerably inflated and
rounded to 120–130 mmHg, which
may have been a factor affecting sig-
nificance testing in their analysis.

McManus et al suggest that the
introduction of electronic blood pres-
sure measurement should be associat-
ed with a lower mean value of BP
readings due to intensive treatment,
but the readings from electronic mea-
surement in the practice were higher
despite a 31.8% increase in prescribing
costs of antihypertensive drugs
(12 months up to August 2003). The
proportion of systolic BP readings over
160 mmHg increased from 6.3% to
15.5% (χ2, P<0.001), indicating
improved identification of uncontrolled
hypertension.

The means for systolic BP readings
of patients aged over 55 years, which
excluded the young and transient
(contraceptive monitoring and new
patient health checks), also remained
significant (for 2001, n = 613, mean =
141.9 mmHg, SD+/- = 20.7; for 2003,
n = 2802, mean = 148.3 mmHg, SD+/-
= 22.4 [P<0.001]). Over 41% were on
the disease registers for coronary heart
disease, stroke, hypertension and dia-
betes, emphasising the importance of
this range as it includes national service
framework and the other widely

accepted threshold targets.
It can be difficult to attain the exacting

gold standard of good practice2 using
a mercury sphygmomanometer in a
busy GP surgery, but there appears
to be a bias by operators who also
prescribe, to round values to below
those that would trigger new or addi-
tional treatment. This may be owing to
reluctance on the part of doctors to
engage in polypharmacy preventative
treatment and to encourage patient
concordance when there is an
increased likelihood of side effects and
poor compliance.

The significant changes found in
these results suggest that BP readings
using electronic blood pressure mea-
surement are not due to instrument
error, but are precise values as a conse-
quence of eliminating one source of
bias, which was that of the healthcare
professional.3 The introduction of elec-
tronic blood pressure measurement will
lead to an increase in the use of antihy-
pertensive therapy, so benefiting
patients with treatment that they were
previously denied.

CLIVE L MORRISON

Pendyffryn Medical Group, Central
Surgery, Ffordd Pendyffryn, Prestatyn,
Denbighshire LL19 9DH. 
E-mail: clive.morrison@gp-
w91009.wales.nhs.uk

References
1. McManus RJ, Mant J, Hull MRP, Hobbs

FDR. Does changing from mercury to
electronic blood pressure measurement
influence recorded blood pressure? An
observational study. Br J Gen Pract 2003;
53: 953-956.

2. Petrie JR. Blood pressure measurement
in diabetes: theory and practice. Br J
Diabetes Vasc Disease 2003; 3: 258-261.

3. Hla KM, Vokaty KA, Feussner JR.
Observer error in systolic blood pressure
measurement in the elderly. A case for
automatic recorders? Arch Intern Med
1986; 146: 2373-2376.

The paper by McManus et al1 does
miss several studies on automated
blood pressure monitors, including the
one done in our practice.2 This is sup-
ported by the letter by Hartley et al in
the January 2004 Journal.3 Before we
are rushed headlong into abandoning
mercury (at, paradoxically, a greater
risk to the environment then maintain-
ing the status quo) the letter by
Professor Murray should be noted.4

Specif ically, he says ‘automated
devices are not suitable as a routine
substitute for the measurement of clinic
blood pressure in the diagnosis of
hypertension and not appropriate for
determining the need for treatment
and for assessing treatment efficacy’.
This is from someone who works on
assessing sphygmomanometers.
Other letters are available on the BMJ
website (www.bmj.com) for those who
look. 

It is easy to be fooled into thinking
that a result is accurate just because it
has a digital readout, but one only has
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Table 1. Blood pressure readings of individual patients before (2001) and after (2003) the
introduction of electronic blood pressure measurement: means and numbers of readings
with a zero terminal digit.

2001a 2003b

(n [%]) (n [%])

Blood pressure reading
230, 220, 210, 200 and 190 16 (0.9) 48 (0.8)
180 16 (0.9) 54 (0.1)
170 41 (2.4) 75 (1.2)
160 93 (5.5) 142 (2.4)
150 136 (8.1) 186 (3.1)
140 203 (12.1) 317 (5.3)
130 274 (16.3) 251 (4.2)
120 300 (17.9) 212 (3.5)
110 226 (13.5) 38 (0.6)
100 52 (3.1) 59 (1.0)

Total for all readings with
zero terminal digit 1357 (80.9) 1382 (22.9)

Mean (mmHg) 131.2 139.9 
SD (+/-) 20.4 22.5

aTotal n = 1677. bTotal n = 6022. SD = standard deviation.



to stand on a set of digital scales five
or six times to get five or six different
readings, or to record an ear tempera-
ture several times to realise the vari-
ability that occurs. The worrying fact
with digital blood pressure machines
(especially wrist ones) is that they
appear to give a higher figure than a
mercury arm reading. 

JOHN SHARVILL

Balmoral Surgery, Deal, Kent CT14 7AU.
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Personalised medicine in
primary care

The editorial by Rhydian Hapgood on
current developments in personalised
medicine,1 is a timely analysis of the
impact that the human genome project
will have on general practice. Drug
reps are unlikely to point out to us
that, due to genetic variat ions in
response to statins, 35% of patients
will get no more benefit from statins
than they would from a placebo!2,3

Hapgood points out, however, that
genetic testing on the NHS is still a
long way off and that research into the
practicalities of pharmacogenetic tests
at the primary care level is needed.
£2 million has already been allocated
by government for genetic initiatives in
primary care. This is a challenge that
we, in British primary care, must rise
to. The implications of a successful
outcome are revolutionary.4

A critical point in evaluating any
such programme is that such tests are
‘one off’ as the genetic profile of an
individual is constant throughout life.
The same can be said of nutrige-
nomics, the study of gene–nutrient
interactions. We already know that
genetic variation determines what

dietary (or diet plus supplementation)
intake of folate is needed to lower
homocysteine levels and reduce the
risk of artherosclerosis, and that this
involves at least a four-fold
difference.5 A dietary intake of 100 µg
a day might be suff icient for one
genetic type, but an unfavourable
combination of genes in another indi-
vidual wil l  make a daily intake of
800 µg necessary5 to produce the
same benefits.

Similar genetic variations have been
found in relation to other metabolic
pathways involving gene–nutrient inter-
actions that influence artherosclerosis
(KS Kornman et al, The second inter-
national nutrigenomics conference,
Amsterdam, 2003),6 and pathways that
involve detoxification of carcinogens,7

the metabolic syndrome,8 and osteo-
porosis.9 Research tools developed by
human genome scientists, such as
polymerase chain reaction (PCR) and
related techniques (DNA and RNA
microarray research), have led to an
explosion of new research in this area
and rapid advances in nutrigenomics
are inevitable. 

The private sector is already provid-
ing a service for doctors who wish to
take a buccal swab and send it off for
PCR analysis, but they emphasise that
this has to be combined with a
lifestyle and food frequency question-
naire for them to give valid person-
alised nutritional advice. If the £2 million
earmarked for GP research was all
spent on investigating gene therapy
and pharmacogenomics (drug–gene
interactions), I am sure the drug industry
would be very pleased, but perhaps
patients and doctors would benefit just
as much, if not more, from investing in
nutrigenomics in primary care.

I can foresee a future in which our
practice computer will include in its
database the genetic information
needed for effective personalised med-
ical care. With appropriate precautions
for confidentiality, I can see no prob-
lem with this. The computer could
then, for instance, warn us that the
patient we have just prescribed a statin
for would get no benefit from this, but
would benefit from a nutritional regimen
including dietary advice, Omacor, and
an antioxidant supplement. The nutri-
t ional regimen wil l ,  of course, be
extremely unlikely to have any signifi-
cant side effects.

I have no conflict of interest in giving

the above opinions, but have learned a
good deal about the subject from an
MSc course in Nutritional Medicine at
The University of Surrey.

J A A NICHOLS

GP Researcher, Guildford, Surrey. 
E-mail: drjaan@ntlworld.com
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Correction
In the November 2003 issue, in Arroll B,
Kenealy T, Kerse N. Do delayed prescrip-
tions reduce antibiotic use in respiratory
tract infections? A systematic review. (Br J
Gen Pract 2003; 53: 871–877), there is a
correction to Table 3 on page 875. The
relative risks are in the incorrect order and
the column should read as follows:

RR (95% CI random)
0.54 (0.41 to 0.70)
0.45 (0.73 to 0.81)
0.25 (0.36 to 0.56)
0.77 (0.25 to 0.39)
0.31 (0.19 to 0.34)

An amended version of this paper is
available on the journal website:
http://www.rcgp.org.uk/journal/index.asp
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