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p.90). To discover why patients preferred
to attend accident and emergency depart-
ments rather than seeing their general
practitioner, a study was undertaken in my
practice looking at all new attendances at
accident and emergency departments over
one year (1 March 1990 to 28 February
1991).

In order to check the accuracy of the
practice records I collected all discharge
letters received from accident and
emergency departments and checked these
against the computerized record of atten-
dance kept by each accident and emergen-
cy department. Less than 2% of the at-
tendences were not present in both
records. I also checked a sample of patient
records and again there were less than a
2% discrepancy. If a patient attended with
the same problem on two occasions this
was counted as two attendences but at-
tendences for follow-up appointments
were not included.

In the three doctor practice of 4812 pa-
tients, there were 833 new attendances at
accident and emergency departments over
one year (173 per 1000 patients) and of
these 808 were at the local district general
hospital. Attendances at weekends or
public holidays accounted for 29.9% of
attendances. There were 505 self-referrals,
263 general practitioner referrals, 48 refer-
rals by employers and 17 referrals by the
police.

Patients were discharged home with
follow up by their general practitioner in
68.5%7o of cases, 19.00/o were admitted to
hospital; 12.1%o were referred for follow
up in the outpatient department and three
patients died in the accident and emergen-
cy department.
A total of 531 cases were considered to

be appropriate referrals to the accident
and emergency department, as agreed by
myself and the local accident and
emergency consultant; this included all of
those patients who had been referred by
their general practitioner. It was con-
sidered that 266 cases may reasonably
have been treated by either accident and
emergency staff or by a general practi-
tioner; such cases included patients atten-
ding with sprained muscles and joints,
grazes and bruises, skin infections and
some other infections. Thirty six cases
were considered to be inappropriate atten-
dances at the accident and emergency
department. The diagnoses in this group
were muscular pain (nine patients), con-
junctivitis or a stye (eight), hayfever or an
allergy (four), ear wax (three), panic at-
tacks (three), urinary tract infection (two),
headache (two), gastritis (two), chronic
osteoarthritis (two), and mild sunburn
(one).

I telephoned these patients within one
month of their visit to the accident and

emergency department. When asked to ex-
plain why they had attended the accident
and emergency department rather than
contacting their general practitioner the
reasons given were convenience (nine pa-
tients, most of whom either worked in the
hospital or were visiting it anyway), think-
ing the problem was serious (five), wan-
ting immediate attention (five), not wan-
ting to bother the general practitioner
(four), wanting a second opinion (three),
being sent by employer (three), panic
(three), not realizing they could contact
the general practitioner at the weekend
(two), because the chemist was closed
(one), and wanting an x-ray (one).

I therefore agree with Dr Dales state-
ment that there is 'no clear cut boundary
between problems that belong in accident
and emergency departments and those of
general practice and I would support the
further development of appropriate plan-
ning and provision for primary care in
accident and emergency departments, as
approved by the Royal College of General
Practitioners.

JILLLAN M MORRISON

Department of General Practice
University of Glasgow
Woodside Health Centre
Barr Street
Glasgow G20 7LR

Prophylaxis against malaria
Sir,
Prophylaxis against malaria must be safe,
effective, acceptable and appropriate. Any
regimen should also be simple and easily
remembered by the prescriber. We recom-
mend the use of chloroquine and pro-
guanil together for all malarial areas and
all patients except for those at high risk,
typically people travelling for prolonged
periods or to areas with high levels of drug
resistance, and those with special risks
such as aid workers. ' There is no
evidence that these drugs when used for
prophylaxis have any life threatening side
effects.2 Our recommendation is sup-
ported by a risk benefit analysis.'

It is important to realize that conflic-
ting advice will lead to reduced com-
pliance. Visitors to West Africa who did
not comply with their chemoprophylac-
tic regimen were at a two and a half times
greater risk of infection than fully com-
pliant users.3

Nevill and colleagues have suggested
that personal protection such as the use
of insect repellents, sleeping in screened
accommodation with mosquito nets and

covering exposed areas after sunset, plays
as effective a role in the prevention of
malaria as do prophylactic drugs.4 In-
deed, Manson as long ago as 1900
demonstrated that the attack rate can be
reduced by 10 times if suitable protection
against mosquito bites is used.5
We interviewed a randomly selected

group of travellers departing from ter-
minal four at London's Heathrow airport
for malarial areas over a two day period
in March 1989. A directly administered
questionnaire with predominantly yes/no
responses was used. Children under five
years, doctors, nurses and non-United
Kingdom citizens were excluded. All 100
travellers identified who fulfilled the in-
clusion criteria agreed to take part in the
study. Of the 100, 64 were male; 32 were
business travellers.

Fifty of the travellers had visited their
general practitioner prior to departure.
Seventy of the travellers had been offered
advice about antimalarial chemoprophy-
laxis and were taking the recommended
medication; 60 had received correct in-
structions on the usage of these drugs.
Only nine travellers were advised about
other methods of personal protection such
as the use of insect repellents.

If the incidence of imported malaria is
to be reduced the health knowledge of pa-
tients travelling abroad must be improv-
ed. At the surgeries where we practise pa-
tients seeking advice or immunizations for
foreign travel complete a proforma listing
destinations and other relevant informa-
tion. In conjunction with the patient's
notes the general practitioner can
therefore evaluate an appropriate pro-
phylaxis regimen. Patients are specifical-
ly advised on how to take antimalarial
tablets and on the need to take additional
precautions, and are routinely supplied
with the Department of Health leaflet The
traveller's guide to health.6

All travellers should be encouraged by
non-health agencies such as travel agents
and airlines to seek medical advice before
travel. Those travellers who do are likely
to be better informed, especially those at-
tending general practices where a clear
policy exists.

PETER R BARKER

The Surgery
Prospect House
High Street
Great Missenden
Buckinghamshire HP16 OBG

GRAHAM A W HORNETT
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Wonersh
Guildford
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GPs' attitudes towards drug
users
Sir,
General practitioners have long been
exhorted to involve themselves in the
management of patients with drug pro-
blems. 12 Unfortunately, for the drug
user, there is a wealth of research point-
ing to a poor doctor-drug user relation-
ship. Bewley warned doctors about decep-
tion and manipulation by drug users,3
and more recent research4 depicted drug
users as unreliable and unrewarding
patients.
A study by McKeganey and Boddy

stressed that the lack of established in-
dividual and practice policy creates con-
fusion and enables drug users to
manipulate the service.5 The authors
recommended that strategies be developed
which maintained continuity and con-
sistency in treatment. The advent of com-
munity drug teams ushered in the era of
shared care. This 'integrated model of
care'6 implied collaboration between
drug workers and general practitioners.

Following a seminar in May 1991 on ad-
diction, attended by doctors in Worthing,
65 West Sussex general practitioners com-
pleted a postal questionnaire (81%o
response rate) canvassing their attitudes
to treating drug users, especially the pro-
vision of methadone for opiate addicts.
Their responses indicated continued
distrust of this patient group, 59%o of
respondents agreeing with the statement
that intravenous drug users were a threat
to general practice, and 89%o of
respondents agreeing that given the
chance, intravenous drug users exploit
doctors. Hardly any general practitioners
(6%) favoured injectable methadone, and
short term reduction programmes were
preferred to longer term maintenance
(600o versus 34%, respectively). Harm
reduction was seen as a legitimate treat-
ment goal by 81%7o of respondents, with

the vast majority of respondents (90%/)
favouring needle and syringe exchange
schemes and education in safer drug use
(72%o).
Half of the sample of general practi-

tioners (44%) were aware of intravenous
drug users on their lists. One fifth (210/.)
would not accept a new patient with a
known history of addiction, while the re-
mainder would take them on a permanent
or temporary basis. Importantly, most
general practitioners had no explicit prac-
tice policy on accepting addicted patients
(650/.) or treating existing patients (660/).
The majority (730o) saw the acquired im-
mune deficiency syndrome (AIDS) and
the human immunodeficiency virus (HIV)
as a greater threat to public health than
the individual health issue of drug addic-
tion but only half (510o) had altered their
attitude to drug treatment as a con-
sequence.
The data from this attitudinal survey

present a more hopeful view of shared
care, with 60%o of the sample of general
practitioners expressing a willingness to
engage in the medical management of
opiate dependency. This may be an indica-
tion of successful partnership between
general practitioners and the community
drug team.

General practitioners are faced with dif-
ficult and challenging decisions. Although
many doctors have overcome their reluc-
tance to get involved with treating drug
misusers, the effectiveness of this involve-
ment is hampered by the negative attitudes
of both doctors and drug misusers and the
lack of common, negotiated and explicit
policies within and between practices. The
sound advice in the government's
Guidelines on clinical management2
should encourage improved collaboration
between general practitioner and drug
abuser.

M GEORGE
E MARTIN

Options Service for Drug Misusers
29 Wordsworth Road
Worthing
West Sussex
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Cost effectiveness of minor
surgery in general practice
Sir,
The paper by O'Cathain and colleagues
compared the cost effectiveness of minor
surgery in general practice. ' We have few
doubts about the abilities of properly
trained general practitioners to perform
technically adequate surgery, though the
high incidence of inadequately excised le-
sions (5%) in this study indicates that the
desire to make small excisions often over-
rides the surgical necessities.

O'Cathain and colleagues list the con-
ditions treated in both settings' but it is
not clear whether they were all excised. In
many cases excision may not have been
appropriate. Certainly there are better
ways of treating many of these lesions, but
choice of an appropriate technique re-
quires an accurate diagnosis. In addition,
44% of specimens sent for histopathology
examination from general practice had an
incorrect diagnosis' and there is no
reason to believe that those not sent were
diagnosed any more accurately. Other
studies have found similar problems.24
Many of the lesions mentioned, if ac-
curately diagnosed on clinical grounds, re-
quire no treatment at all.

It has been recommended that all le-
sions removed by non-specialists, or where
the diagnosis is uncertain should be sent
for histopathological examination,46 and
we would agree with this. This obviously
has cost implications, but nothing is more
expensive than unnecessary treatment.
The advantage to patients of the general
practitioner performing their minor
surgery is of little value if their lesion did
not require excision.

Unsightly scarring and poor cosmetic
results were reported more frequently by
patients who had received treatment in
hospital than in general practice, but as
the authors point out, the case mix in the
two settings was significantly different.'
The removal of more seborrhoeic warts,
moles and other lesions would inevitably
lead to a less satisfactory cosmetic result
than the treatment of skin tags and warts.
The cost of excision by the general prac-

titioner was 25% cheaper than in hospital
(£33.53 versus £45.54).' Most of the ad-
ditional cost in hospital was explained by
the initial outpatient visit and the higher
cost of follow up, which may not be re-

302 British Journal of General Pmctice, July 1992


