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Dietary sources of vitamin
B12 for vegans and other
special groups
Sir,
Symptoms of deficiency in vitamin B12
manifest slowly, owing to the efficiency of
enterohepatic recycling in consumers
whose dietary intakes are low, such as
vegans, Rastafarians and followers of
macrobiotics. Doctors, dietitians and
health visitors, as well as the consumers
themselves, may assume that fermented
foods and certain marine and lacustrine
plants provide appreciable sources of the
vitamin. '
We recently submitted a number of

typical fermented foods, and some other
products, to the laboratory of the Govern-
ment Chemist in London, for vitamin B12
analysis using Lactobacillus leichmannii
as the assay organism. Less than 0.5 Mg
per 100 g was found in the following
samples: very strong special beer, 'natural'
umeboshi plums (salt-pickled and bottl-
ed), sourdough bread, zenryu-fu (dried
wholewheat and wheat gluten rings),
sauerkraut (canned), seitan, tofu, miso,
tempeh, tamari and shoyu. We conclude
that such foods contribute little vitamin
B12 to the diet.2 Laver bread (a seaweed)
was found to contain 1.6 Mg of vitamin
B12 per 100 g and Mexican spirulina
tablets (Healthlife) 74 Mg per 100 g (or 0.55
Mg of vitamin B12 per tablet), but some
of this may be added as a supplement.

Interpretations of the microbiological
assays assume that bacterial responses
reflect human needs. Daily intakes of 1.5
Mg of vitamin B12 suffice for most people,
the supply being especially important for
pregnant and nursing women.3
Many foods are supplemented with

vitamin B12 (hydroxo- and cyanocobala-
mines) in forms acceptable to vegetarians
and vegans. These comprise yeast extracts,
stock cubes, mixes and convenience foods
such as burgers, sausage and rissoles, tex-
tured vegetable protein, breakfast cereals,
soya milks and margarine. We would be
happy to supply further details of these
products and their contents.

Correction of a dietary deficiency of
vitamin B12, folic acid, or iron should be

followed by checks for the other factors,
inadequacy of which may not manifest
while one of the others is in short supply.

REBECCA ALLEN
ALAN LONG

The Vegetarian Society
53 Marloes Road
London W8 6LA
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Well woman advisory centre
Sir,
A 'well woman' advisory centre in Car-
diff offers counselling, health education
and access to a woman doctor. Of 288
clients seen over three years, 35% attend-
ed for medical reasons, 300/ for problems
related to the physiology of menstruation,
1407 for social/emotional problems, 15%
for screening which was not available and
6% for other reasons. It would appear
that this type of centre forms a useful
complement to the statutory health
services.
The Cardiff centre was launched in

September 1983 following pressure from
local women's groups. It is sponsored by
the community health council but receives
no funding. It aims to help women solve
specific health problems and help them in
their general understanding of health.
Emphasis is placed on giving the client
adequate time to present her problem and
on offering advice, information and self-
help. The centre is staffed by one paid
woman doctor and two volunteer women
counsellors. The clients come principally
from the skilled and semi-skilled occupa-
tional groups.

Clients want primarily to talk: many
come because they do not want to take up
any more of their family doctor's time;
others, because there is no woman doc-
tor in their practice. Clients also come for
information. Some want to be able to
distinguish between physiological discom-
fort and pathological disorder: if they
have a symptom they want to know that
it constitutes a valid medical problem
before consulting their family doctor so
as not to 'waste' his or her time. Others
want to know about a possible disorder
to prepare themselves for what might lie
ahead. Clients often want information
they have been given by their general prac-
titioner to be clarified. The centre presents
itself as an additional not an alternative
service, so that any client who is undergo-
ing treatment is strongly urged to revisit
her doctor.
The 'well woman' centre appears to

answer a need among women patients. It
may also be cost-effective for the National
Health Service. Since most women prefer
to consult a female than a male health
professional,' the 'well woman' centre
could contribute to early diagnosis. In ad-
dition, the 'well woman' service can help
defuse social and emotional problems by
offering counselling, a service which is
time-consuming for the general
practitioner.

ROSEMARY PAYNE
1 St Michael's Road
Llandaff
Cardiff CF5 2AL
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Audit of diabetic care
Sir,
One recommendation in the Govern-
ment's white paper Promoting better
health' is the provision of a wide range
of services which are available to the ma-
jority of patients within primary care. In
1984 our six-partner practice with 11 000
patients decided to investigate our stan-
dard of diabetic care. The survey showed
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that we had only identified 0.7% of our
list as being diabetic and also that the
majority of parameters which should be
regularly measured in all diabetics had
been measured in under two-thirds of pa-
tients (Table 1).

This was discussed in a practice clinical
meeting and a decision was made to im-
prove our level of diabetic care. Five out
of six of the partners decided to refer their
patients to a diabetic clinic run weekly by
one partner and the practice chronic
disease sister. The clinic used a protocol
agreed by the majority of the partners and
by 1986 the care of the patients had im-
proved according to most of the
parameters measured, though this trend
was more noticeable in the patients look-
ed after in the practice diabetic clinic than
in those looked after in normal surgeries
(Table 1). However, in 1987 patient care
had deteriorated from the 1986 level (Table
1) although more diabetics had been
diagnosed and more patients were being
cared for in the practice. Fewer patients
were seen and the intervals at which they
were seen had increased. Examination of
patient notes suggested that this deteriora-

tion in care was partly due to an unwill-
ingness on the part of patients to attend
regularly and partly to a decrease in the
enthusiasm of the staff running the clinic
and the call and recall system.

It would seem from this small survey
that if the Government wishes to improve
the quality of care of patients in general
practice, it ought not only to aim for an
increase in the range of services and the
number of patients receiving these services
but it should also encourage a widespread
system of quality maintenance, probably
based on peer review. Without a further
audit of our diabetic care, I suspect that
we would have continued to have been a
rather self-satisfied and smug practice,
secure in the conviction that our care for
diabetic patients was second to none.

E. MARTIN
SANDRA GOODWIN

2 Goldington Road
Bedford
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Table 1. Results of audits of diabetic care carried out solely in the practice in 1984, 1986
and 1987.

Percentage of
patients cared for

in the practice Percentage of patients cared
diabetic clinic for in normal surgeries
1987 1986 1987 1986 1984

Follow up procedure (n=62) (n=43) (n=14) (n=18) (n=63)

Smoking habits recorded 77 81 85 94 46
Cholesterol level recorded in

last:
8 months 84 93 7 61 7
12 months 92 100 7 61 7

Urine tests in last 8 months 87 93 71 72 64
Fundus examination in last 8
months 89 95 29 22 49

Tonometry in last 12 months 5 86 0 0 37
Visual acuity in last 12 months 89 98 7 5 No record
Examination of feet in last 8
months 87 81 21 28 No record

Neurological examination in
last 8 months 84 93 0 22 No record

Blood pressure recorded in last
8 months 85 88 57 100 58

Blood sugar recorded in last
8 months 87 86 79 88 66

Creatinine recorded in last
8 months 84 51 14 5 No record

Urea level in blood recorded in
last 8 months 84 100 64 67 41

Weight measured in last
8 months 85 100 64 78 69

Haemoglobin Aic concentration
recorded in last 8 months 82 100 21 28 12

Treatment plan defined 95 100 43 5 No record
Full diabetic check in last:
8 months 84 93 79 61 No record
12 months 92 100 79 61 No record

n = number of diabetic patients.

Medical services for
epilepsy
Sir,
A recent government report into services
for epilepsy' suggested a framework for
medical care for epilepsy. This includes,
for example, a recommendation for
specialist epilepsy clinics and minimum
standards for medical attention. However,
at present the extent of medical care
(primary and hospital care) which epilep-
tic patients actually receive is largely
unknown, and until such data is available,
planning is difficult.
We are undertaking a survey into the

current provision of services for people
with epilepsy in order to define how im-
provements can best be made. The study
will take the form of a questionnaire given
to patients as they collect repeat prescrip-
tions for anticonvulsant therapy. This will
determine aspects such as the frequency
of inpatient and outpatient hospital visits.
We would like any general practitioners

who would consider participating by
distributing questionnaires to contact us,
either by writing to Dr S. Shorvon, Chal-
font Centre for Epilepsy, Freepost, Chal-
font St Peter, Bucks SL9 7BR, or by ring-
ing Dr S. Shorvon or Dr Y. Hart (tel.
02407 3991).

S. SHORVON
Y. HART

Chalfont Centre for Epilepsy
Chalfont St Peter
Gerrards Cross
Buckinghamshire SL9 ORJ
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Patients' views on
preconceptual care
Sir,
Dr Ingamell's letter (November Journal,
p.510) suggests that few patients attend
preconceptual clinics. It is perhaps not
surprising if couples feel that their plans
for pregnancy are personal and hesitate to
visit a preconceptual clinic. But this does
not mean that they would not appreciate
the offer of a personal preconceptual con-
sultation with their own doctor or a
chance to read the Health Education
Council's pregnancy book, which was
researched and written by Nancy Kholer
with the intention that it should be
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