physicians and regulatory bodies can play
a vital role in achieving this goal. It is now
time to stop promises and to start

practices in order to achieve the premium
health status that will be beneficial for all.
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Incapacity
certification

| was delighted to read the April Focus in
the BJGP." The new more positive
approach to certification of incapacity is
to be welcomed. Starting in 1947,

whenever | issued a ‘certificate’ | gave an
expected duration of incapacity. This
enabled both patient and employer to
anticipate ‘return to full function’. It also
led the patient to realise that they had a
duty to ‘get better’. My patients always
knew | was not a soft touch for extended
sloth.

PS. | still feel strongly at 90.

Roy Webb,
Green Gables, Kersey, Suffolk, IP7 6EB.
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Automated
electronic
reminders and
primary prevention
of cardiovascular
disease

Holt et al present interesting data on the
effect of automated electronic prompts on
primary prevention of cardiovascular
disease.’

Their results support recent anecdotal
observations | made while trying to
achieve the yearly cardiovascular disease
(CVD)/cornary heart disease (CHD) QOF
targets for one of the local practices in
Fulham.

It is interesting to see these
observations corroborated by a well
conducted randomised controlled trial.

In contrast to the EMIS software used
in their study, our practice uses VISION
software that has a built in CVD/CHD risk
calculator based on the Framingham risk
equation applied to the most recent risk
factor measurements.

Each patient’s CVD/CHD risk is
immediately visible in the lower left-hand
corner of the computer screen. Clicking
on the reported risk score releases a pop-
up window containing the risk calculator
and recent measurements of risk factors

such as smoking, cholesterol, and blood
pressure, presenting the opportunity to
address unmet QOF targets and control
clinical parameters.

Translating identified risk and
appropriate interventions into improved
clinical outcomes is the bigger challenge,
and one clear potential implication from
Holt et al’s study is that high QOF
CVD/CHD scores may not necessarily
result in reduction in cardiovascular event
rates.

The reasons for this are not clear and
are probably multifactorial, however, poor
patient understanding of CVD/CHD risk
and risk reduction is contributory and can
be partly addressed by using the
CVD/CHD risk calculator interactively
during consultations.

This can be done by demonstrating to
the patient how his or her risk can
increase or decrease with positive or
negative changes in the measurements of
clinical parameters. Therefore, the
CVD/CHD risk calculator can also be a
powerful tool used to build therapeutic
relationships and improve understanding
of CVD/CHD risk and what it means for
each patient on a personal level.

Ayokunle Abegunde,

The New Surgery, 128 Canterbury Road,
Folkestone, CT19 5SR.

E-mail: Rabegs@doctors.org.uk

REFERENCE

1. Holt TA, Thorogood M, Griffiths F, et al. Automated
electronic reminders to facilitate primary
cardiovascular disease prevention: randomised
controlled trial. Br ] Gen Pract 2010; 60(573):
251-256.

DOT: 10.3399/bjgp10X502209

Near-patient testing
holds most promise
for acute conditions

We welcome the editorial by Professor
Khunti on near-patient testing in general
practice." He states that quality assurance
is of utmost importance if near-patient
testing is to be successfully implemented
in general practice. We fully agree on this
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point. Moreover, he correctly concludes
that near-patient testing has a number of
potential benefits beyond patient
satisfaction, although the full potential of
its integration and implementation has not
been exploited, while he specifically calls
for rigorous evaluations to determine
improvements in harder outcomes and
cost-effectiveness. Yet, we noticed that he
mainly focused on near-patient testing
opportunities in the field of cardiovascular
medicine. A recent review, not included in
this editorial, showed unsatisfactory
results of near-patient tests for monitoring
patients with diabetes, with
hyperlipidaemia, or requiring anticoagulant
therapy.? But the same research group
also showed that patients managed with
near-patient tests had similar or superior
medication adherence: that is an
important finding in patients who often
use multiple medications.?

The potential of near-patient testing for
acute conditions in general practice is
largely neglected in the editorial. Yet, in
our opinion this is where near-patient
testing can have the most effect. GPs
preferably want to decide on management
within the 10-minute-consultation for an
acute condition. Recently it was shown
that using a clinical decision rule
combined with a point of care D-dimer
reduces the need for referral to secondary
care of patients with clinically suspected
deep venous thrombosis (DVT) by almost
50% and is associated with a low risk for
subsequent venous thromboembolic
events. Point of care D-dimer tests can
therefore contribute important information
and guide patient management, notably in
low risk DVT patients.** A second
example of a near-patient test with
immediate consequences for
management is the use of point of care
C-reactive protein (CRP) testing in lower
respiratory tract infections. A recent trial
showed a dramatic decrease in antibiotic
prescriptions when GPs used CRP testing
to guide antibiotic management.® Both
biomarkers now have a solid evidence-
base of their use, with multiple studies
showing robustness, effectiveness on
hard outcomes, and cost-effectiveness.
So contrary to what Khunti claims, we

contend that there has been quite some
progress in terms of rigorous evaluations
of near-patient testing initiatives in primary
care in the past decennium, especially
when focusing at their use in acute
conditions. And this is exactly where near-
patient tests will benefit GPs and patients
most.
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GPs and minor
ailments

In recent years there have been a number
of reports of GPs being troubled by
patients with minor ailments, while at the
same time concerns have been expressed
about the iceberg of unreported illness in
the community.

When the perceptions of people are
taken into account, one study showed
that 26% had symptoms that to them

were serious, but did not seek medical
advice for. In contrast 11% had symptoms
that they did not think were serious but
that were referred to a GP. The iceberg of
significant symptoms in the community
was therefore more than twice the size of
so called trivial complaints.’

This begs the question of ‘trivial to
whom?’ GPs are extensively trained and
paid to distinguish minor ailments from
those that may be more serious. It is
therefore disappointing that prominent
members of the profession have recently
promoted the view that doctors are
overwhelmed with minor ailments, with the
implication that patients should seek
advice elsewhere and spend more on
over-the-counter medicines.

David Hannay,
Kirkdale, Carsluith, Wigtownshire, DG8 7EA.
E-mail: drhannay@gmail.com
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GP training
‘schemes’

| would like to bring to mind an alternative
viewpoint to that brought up in the May
Focus regarding length of GP training
‘schemes’." Length of training for a GP is
compared unfavourably with those
elsewhere, on the basis that it involves
only 3 years (2 in hospital and 1 in
‘registrar’ posts) compared to longer, far
more defined schemes in other
specialties. | am not sure that this very
short standard GP training scheme is in
fact the standard, and | am not sure the
‘standard’ differs so very much really from
that in other specialties in Britain.

GP training has always been more
flexible than other speciality schemes,
allowing trainees far more opportunity for
more mature self-evaluation, self-directed
learning, and practical experience
organisation. It may be possible to satisfy
the requirements of the
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