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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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available to patients before they
conceived.

Table 1 reports a survey in our practice
over a four-month period of 129 patients
already receiving antenatal care, including
those making their first booking appoint-
ment with the community midwife. Pa-
tients were asked five questions by the
midwife or doctor about their views on
preconceptual care.

Table 1. Patients' views on preconceptual
care.

Percentage
responding

yes
(n = 129)

Would you have liked to have
read the Health Education
Council's pregnancy book
while contemplating
pregnancy? 69

Would you have liked to have
discussed things before
becoming pregnant? 46

Were you offered such a
consultation? 12

Did you talk with your doctor
before becoming pregnant? 24

Previously, who provided your
contraceptive care?
General practitioner 71
Family Planning Association 13
No one 14
Other 2

The figures in Table 1 are the results of
retrospective study and women who are
not pregnant may be unaware of the idea
of preconceptual care.

Perhaps it is up to doctors to provide
information, to make it possible for pa-
tients to read the pregnancy book and to
offer a preconceptual consultation if that
is the couple's wish. General practitioners
could have provided this service during
contraceptive care for 71% of the 129
women in this series.

BLUE TEWSON
The Health Centre
East Street
Thame
Oxon OX9 3JZ

Sex and health
promotion
Sir,
I read Michael Clarke's article (December
Journal, p.555) with interest. It is right
that we should use our well developed
education and health services to promote
healthier sexual behaviour.

However, in 1985 it was estimated that
407 of 12-year-olds have had sex, 47% of
15-year-olds and 90% of 18-year-olds.' I
suggest, therefore, that it would be more
logical to provide sex education through
the schools than through primary health
care facilities. Marion Crouchman points
out that 'Adolescence is often associated
with a reduction in contact with the family
doctor, at a time when childhood illnesses
are disappearing and when these children
are not yet confident enough to present
themselves at the surgery.2

Before establishing new initiatives we
should look at sex education programmes
that are already in operation and show-
ing results. A school based programme in
Sweden has helped to effect a 38% fall in
teenage pregnancy between 1974 and
1980.3
Although the education service is men-

tioned by Professor Clarke he does not
look at ways to use it. After all, teachers
are the 'professionals' in terms of educa-
tion and schools provide a more practical
framework for reaching the target
population.

DANIEL LANG
The Health Office
Launceston
Cornwall PL15 8BY
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Sir,
I was interested to read Professor Clarke's
article (December Journal, p.555) propos-
ing that a 'sex education and health pro-
motion nurse' should be added to the
primary care team. While I would support
his suggested experiment I think he makes
some optimistic assumptions about
human sexual behaviour.
One of the advantages of the present

'pot-pourri' of agencies he mentions is
that patients have several doors on which
they can knock for sexual advice and help.
I had the salutory experience of setting up
and running a family planning clinic in
a group practice and finding that despite
the fact that I was female, enthusiastic and
experienced in family planning and
psychosexual medicine, some patients still
chose to attend the local authority clinic
in the building opposite. For some peo-
ple it is important that the provider of
contraceptive services is not the same per-

son who will look after them when they
are ill. In addition, sexual activity is
sometimes frivolous or irresponsible, and
who wants their general practitioner to
think them irresponsible? The same dif-
ficulties can arise if the 'health educator',
who tries to inculcate sensible behaviour,
has to be faced for help when one has not
been sensible.

Nevertheless a trained nurse in the treat-
ment room is of inestimable value, and in
some practices experienced family plan-
ning nurses are already carrying out many
of the functions Professor Clarke sug-
gests. One of the problems of requiring
one person to act as educator and provider
of services is that someone who is good
at giving advice is not always good at
listening to people in trouble with this in-
timate area of their lives. It will not be
easy to find nurses to fill this role.
However, some have received seminar
training in psychosexual nursing, which is
equivalent to the basic training offered to
doctors by the Institute of Psychosexual
Medicine. Such nurses would have much
to offer in a post such as that proposed.
From working closely with many nurses

I have found that the more experienced
they are the more they feel the need of
adequate medical back-up, and an impor-
tant part of the scheme would be to in-
demnify a doctor in the practice who was
interested in the subject and prepared to
offer support. In addition, close coopera-
tion and sharing of information with the
local family planning clinic and abortion
services would make it possible to study
the real difficulties that patients have in
using the services provided.

RUTH SKRINE
Castanea House
Sham Castle Lane
Bath BA2 6JN

Women's preferences for sex
of doctor
Sir,
Sally Nichols draws some relevant conclu-
sions concerning the role of women doc-
tors in cervical screening and mam-
mography (December Journal, p.540), but
there may be other factors which are im-
portant in planning future medical ser-
vices primarily for women.

In 1985, as part of a survey looking at
contraceptive choices and consumer
preferences in women over 30 years old,
patients were asked to comment on the
factors that were most important to them,
when seeking family planning. The pa-
tients were either attending their own
general practitioner or the community
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