Inter-arm blood
pressure differences
compare with
ambulatory
monitoring: a
manifestation of the
‘white-coat’ effect?

With interest we read the article of Martin
et al" that discussed the use of ambulatory
blood pressure monitoring to better
understand the clinical significance of inter-
arm differencesin blood pressure. We agree
it is important to evaluate the diagnostic
possibilities for hypertension, especially
since it was shown that only half of the time
GPs adhere to the guideline of subsequent
blood pressure measurements.?

The authors state that the ‘white-
coat" effect is probably responsible
for the inter-arm differences found in
office readings. However, we have some
concerns regarding this conclusion. First,
a definition of the ‘white-coat” effect is not
provided by the authors. This is essential
for understanding the conclusions drawn
in this article. Second, the authors included
both patients with a new diagnosis of
hypertension as well as patients with
already existing hypertension but with
failure of treatment, drug intolerance,
and/or in need of further investigation of
underlying causes. Nevertheless, in the
data analysis, these two groups were
taken together. We think it is necessary to
analyse these groups separately, because
Pickering et al* described a diminishing
effect of antihypertensive medication on
the ‘white-coat’ effect. This may also have
an effect on the inter-arm differences in
blood pressure in the patients with already
existing hypertension. This difference
even depends on which antihypertensive
medication the patient is taking.® However
no information on the patients’ medication
was reported. Furthermore, daytime
activities have an effect on ambulatory blood
pressure measurements. No information
was provided as to whether the patients
received instructions on how to spend their
day while being monitored.

The authors collected quite some risk
factors that are interesting in the context of
hypertension. However, the authors did not
analyse if any of these factors affected the

outcome. If this was the case, it is relevant
to correct for these factors in the analysis
of the data.

In the results section, information is
lacking on whether the first blood pressure
was always the highest. If not, this could
contradict the authors’ explanation of the
‘white-coat’ effect.

Finally, Figure 2 contains a Bland-Altman
plot in which the ‘no-difference’ line is
above zero. Is this a mistake or is there a
reason?
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Authors’ response

Many thanks for your comments about
our recent article.! We are happy to give
a definition of ‘white-coat’ effect. This
phenomenon refers to the transient rise
in blood pressure triggered by a visit to
the doctor’s office, caused by an alerting
reaction. The difference between blood
pressure measured in the clinic and on
ambulatory blood pressure monitoring
is usually defined as ‘white-coat™ effect

whereas the clinical situation in which
persistently high office blood pressure
and normal ambulatory blood pressure
coexist regardless of the degree of ‘white-
coat’ effect is referred to as ‘white-coat’
hypertension.?® We agree that it would
be interesting to look at the effects of
medication on our findings but our study was
not set up to do this. Patients on medication
referred to our service are complex and
usually on multiple medications. It would
be impossible to identify differences from
individual medication for this reason. We
believe such a study would have to be done
prospectively. We can confirm that detailed
instructions are given to patients when they
wear ambulatory monitoring and a patient
diary is recorded. We agree that further
analysis of the effects of comorbidity on
the findings would be interesting to do. We
are not able to confirm that the first blood
pressure was always the highest as this was
not recorded, but data collected since this
study suggests that this is often the case.
Finally, thank you for pointing out that the
‘no-difference’ line is above zero on Figure
2; we believe this is a publishing error.
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Use of email for
consulting with
patients in general
practice

In this interesting editorial, Helen Atherton
discusses the use of emails for consulting
with patients.! The consultation is at the
core of general practice. With the patient
in front of us in the consulting room, we
are able to interact and engage with them,
develop a rapport, and nurture the doctor-
patient relationship. We have the opportunity
to get to know our patients along with
their families on an individual and personal
level. Face-to-face, we also learn about
our patients from their non-verbal cues,
demeanor, and attire. This assists us in
understanding our patients and their needs
as awhole, beyond their health needs. When
| signed up to GP training, | did so because
| was excited about this idea of delivering
a personal and holistic service. A few lines
in some form of email consultation seems
incomplete, impersonal, and lacks the
patient-centeredness, family-centeredness,
and holism that GPs are encouraged to
aspire towards.?

Hajira Dambha,

Academic Clinical Fellow in Primary Care,
University of Cambridge.
E-mail: hajiradambhalddoctors.org.uk

REFERENCES

1. Atherton H. Use of email for consulting with
patients in general practice. BrJ Gen Pract 2013;
63(608): 118-119.

2. Goodwin N, Dixon A, Poole T, et al. Improving the
quality of care in general practice. Report of an
independent inquiry commissioned by The King's
Fund. London: The King's Fund, 2011. www.
kingsfund.org.uk/publications/improving-quality-
care-general-practice (accessed 8 Apr 2013).

DOI: 10.3399/bjgp13%667088

Sharing control of
appointment length
with patients in
general practice

| was interested to see Rod Sampson’s
article;' many years ago | read something
similar, and decided to try it myself, albeit
without the post-appointment interviews.
We offered my patients 5, 10, 15, or
20-minute appointments; it worked very
well; | was pleasantly surprised. Patients
had a good idea of how much time they
would need; very few requested the longer
‘'slots’ so my fears of being overwhelmed
proved unfounded.

We did not continue the experiment
because at the time | had a policy of
accepting phone calls from patients; this
interrupted the consultation (although if |
let the phone ring more than three times
the receptionist understood that | was not
going to answer] but saved having to ring
back, with the problems that engendered
for the patient in terms of having to stay by
the phone for an unpredictable period of
time. However, what happened was that for
each phone call, | ran that little bit late, so
if there were several calls the later patients
were kept waiting for longer than | (or they)
would have wished.

All this was long before QOF, but there
would seem to be no reason why such a
system could not work well, with an extra
few minutes added on for those doctor-
centred elements. Thus the patient would
feel they had had a fair hearing, and the
doctor would not feel pressured into trying
to squeeze the QOF components into a
10-minute slot if the patient’'s agenda was a
long one. After all, who tells the patient that
the appointment is for 10 minutes? With
this system, the patient knows exactly how
long they've got. Also, the doctor would not
have in the back of his or her mind the oft-
quoted fear of the patient who brings a list,
surgeries would not overrun, waiting rooms
would not be full of disgruntled patients;
the benefits would seem considerable on
both ‘sides’.

The obvious counter-argument is that
surgeries would take longer, or that fewer
patients would be seen. That was not the
case when | tried it; Sampson’s article
makes no mention of this aspect; clearly
more information is needed, but in the
meantime, why not try it?
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The numbers needed
to inform consent?

Is consent ever informed if the numbers
that describe risk remain a mystery to
most people? Better ways and numbers'
to explain overall benefits and risks like
numbers needed to benefit (NNB) and
numbers needed to damage (NND) are
welcome, but may fail to inform most
decisions. Doctors often don't know the
numbers needed to treat (NNT) and
numbers needed to harm (NNH) or don't
explain the true benefits and harms of tests
and treatments. Patients usually consent
with only a poor understanding of their
risks.

Patients usually overestimate the benefit
of treatments.? For example, many people
using statins or antihypertensive’s believe
they are substantially reducing their risk
of heart attack or stroke. Assuming that
the treatment is safe and used for 5 years,
only a few patients would take a drug if
they thought that they had a 5% chance
or less of benefiting (NNT 20). Half of the
patients would take a drug if the chance
of them benefiting was 20% (NNT 5). If the
benefit was 5% or less then the number of
patients willing to take a preventive drug
was doubled if their doctor recommended
the treatment. Most interventions are not
that good.

Different doctors and patients cope
with the same risk differently and the
subsequent management of the same
conditions varies widely.®

How can understanding of risk and
consent become better informed?

GPs need to know and explain the
frequency of benefits and harms of the
tests and treatments that they recommend
to patients. To be able to do this risk
scores like NNT, NNH, NNB, NND for
tests and treatments need to be easily
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