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Thus we would achieve minimum blood levels by
default in those who do not clean their teeth, and lower
(and more appropriate) blood levels amongst those who
obtain their fluoride ions at present from other sources
than water.

'Dental fluorosis' is, as he states, a cosmetic problem
of questionable significance. 'Skeletal fluorosis' has not
been demonstrated to be harmful - indeed it reduces
the incidence of menopausal osteoporosis. 'Skeletal
fluorosis' should not be confused with 'toxic fluorosis',
which is a condition in which the available reservoir of
hydroxyapatite becomes so low that parathyroid
hypertrophy ensues.
Mr Smith does not produce any scientific evidence

with regard to the effect of the fluoride ion on
intracellular enzyme activity. Indeed, his reference from
the New Scientist, July 1981, states 'what it may be
doing in the living cell, whether for good or ill, remains
to be discovered'.
Homo sapiens has been drinking naturally

fluoridated water up to 5 ppm (five times the
recommended level) in a considerable number of
geographical locations ever since the evolution of the
species and there is no evidence to suggest that the
incidence of 'genetic damage, birth defects, cancer and
allergy response' is statistically at variance with that
pertaining in communities living in areas where free
ingestible fluoride ions do not occur naturally.

HUGH WALTERS
Consultant Oral & Maxillo Facial Surgeon

Torbay Hospital
Lawes Bridge
Torquay TQ2 7AA

Childhood urinary tract infection
Sir,
Dighe's and Grace's paper (June Journal p. 324) in
common with other recently published papers," 2
continues to convey the widely held view that all
children who have a urinary tract infection will require
an intravenous pyelogram (IVP) and if under five years
old a micturating cystourethrogram (MC). This view
stems from the conclusions drawn by Smellie and
colleagues 1964.3 Briefly, Smellie investigated 200
children 0-12 years referred to the Paediatric Depart-
ment of University College Hospital who had a lab-
oratory diagnosis of urinary tract infection (UTI). Of
the 188 children who underwent radiological invest-
igation, 94 (50 per cent) had an abnormality of the
urinary tract, in the majority of which the clinical
course could be modified by appropriate treatment.
Smellie concluded that 50 per cent of all children with a
urinary tract infection will have abnormal urinary tracts
and she advocates radiological investigation of such
children.

I feel it is time for doubt to be cast on the validity of
this conclusion as her population of children was highly
selected. Of the 200:
1. Forty-five (22.5 per cent) were newborn, of whom

34 were found to have UTI before discharge from
the obstetric unit.

2. Seven children (3.4 per cent) were transferred from
other hospitals with known urinary tract abnormal-
ities.

3. All others were referred to the Paediatric Depart-
ment.

4. Twenty-six (13 per cent) had other congenital ab-
normalities.

5. Ninety-six (48 per cent) were thought or known to
have had a previous UTI.

6. In many cases the child's symptoms were of long
duration.

7. The children often presented with non-specific
symptoms which did not suggest urinary tract
infection.

8. Seven (3.5 per cent) had hypertension.
9. Eight (4 per cent) had palpable kidneys.
10. The mean height of those with abnormalities was on

the 35th percentile.

Smellie's population was, therefore, a highly selected
group and her extrapolation to the general population is
of questionable validity.
To make matters worse, other authors have quoted

Smellie's conclusions uncriticallyl2'4,5 despite evidence
that the characteristics of children with urinary tract in-
fection seen in general practice differ markedly from
Smellie's group4 and that the rate of abnormality seen
on X-ray in general practice is considerably less.4

Furthermore, general practitioners are criticized for
their lack of referral of children with a UTI for
radiological investigation."2'6 On discussion with ex-
perienced general practitioner colleagues, it is evident
that many question the quoted abnormality rate of 50
per cent and do not feel that the available evidence
justifies the risks, in physical and psychological terms of
performing IVP and MC in all children with their first
UTI.

What is now needed is a prospective longitudinal
study from general practice of childhood UTI to
identify the child at risk and to determine the optimum
general practice management for the majority who may
be at greater risk from the 'best current management'
than from the disorder itself.

HELEN L.A. HOUSTON
Department of General Practice
Welsh National School of Medicine
Health Centre, Maelfa
Llanedeyrn
Cardiff CF3 7PN
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New RCGP Classification
Sir,
While Dr Patterson (July Journal) criticizes the be-
haviour of College towards WONCA and regrets the in-
compatibility of the new College classification with
ICHPPC-2, our reservations are more fundamental.

Classification aims 'to order phenomena into groups
on the basis of their similarities or relationships'.' Un-
fortunately the phenomena of medicine (perhaps
especially of general practice) are capable of
classification in a number of ways. First, we must decide
what is the purpose of a classification. Is it to label,
count, compare, predict or a combination of these?2
The Occasional Paper3 is not specific on this point.
However, much is made (and repeated in Dr Kay's reply
to Dr Patterson) of compatibility with ICD-9 and with
the needs of the NHS: 'General practitioners in Britain
will be capable of providing a unique range of
comprehensive morbidity data relating to the
population, which will greatly enhance the planning of
patient care throughout the National Health Service.'
Labelling and counting rather than comparison and
prediction seem to be the major purposes of the
classification.

It claims to be 'the first classification ... specially
designed for use on the computer'. This would be ad-
mirable given recognition by the authors that the major
requirements of such a classification for the working
practitioner are that it is sensitive (as well as specific)
and employs labels that are predictive.
At the level of the practice (rather than national

surveys) computerized 'morbidity' recording offers the
opportunity to follow the symptoms and social
situations of individuals over time; to derive a
vocabulary of labels meaningful in terms of prediction
and thus useful in clinical care.

Currently it is widely accepted that general practice is
'at a loss for words'.4 Finding the right words will not
come about through borrowing the language of
specialist clinicians and epidemiologists, as represented
by ICD-9; such convergent thinking has led to the

adoption for this 'new' classification of categories of
social problem rather than social variable and of mental
disorder rather than psychological variable. Incident-
ally, this approach leads to the apparently bizarre con-
clusion that at least four heads of academic departments
of general practice in Britain are suffering from a
mental disorder (1125. Smoker, Pipe); presumably most
of the remainder are afflicted with 1120. (Non-smoker).

ALISTAIR CAMERON
IAN STANLEY

Division of General Practice
Clinical Sciences Building
St James's Hospital
Leeds LS9 7TF
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Sir,
I read with interest the article 'Where does the College
stand in the field of classification?' (Patterson W.M.
July 1984) and Dr Clifford Kay's reply as Chairman of
the College Information Technology Working Party.

I am a participant in the Department of Industry
scheme for evaluation of computers in General Practice.
This scheme is organized in 'clusters' of practices so that
information and experience can be exchanged, and will
involve approximately 500 practices. I have a level two
system which is suitable for use in medium-sized
practices.

In 1983 I wrote to the RCGP requesting help in
setting up a disease indicator computer section and was
sent 'RCGP and Office of Population Censuses and
Surveys: A classification of morbidity for the national
morbidity survey 1970-71', and this has proved an easy
system to use in relation to categorizing indicators of
disease and recall (for example cervical smears) and thus
far the transfer from existing 'problem-orientated'
records is proceeding smoothly. It is a system classified
simply under 18 headings and appropriately coded. I am
now informed that the Manchester Research Unit of the
RCGP has produced a classification likely to be used as
the national standard. A request for a copy of the
relevant publication (Occasional Paper 26) resulted in
receipt of an invoice, in advance, for £4.75 even though
I am a current member of the College.
Did the Manchester Research Unit consult any

practice using computers? Do they know the number of
manhours needed to program in the data for several
thousand patients? Did they co-ordinate in any way
with the only existing major national scheme to evaluate
the use of computers in general practice? If they did,
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