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tient held record is a step in the right
direction.
Another area which was not mention-

ed in the review is the delay between pa-
tient discharge and the immediate
discharge summary being sent from the
hospital to the general practitioner. In a
survey of discharge practice in the south
east Thames region it was found that of
72 psychiatrists who responded, 22% did
not send any early discharge summary.
Sixteen per cent of psychiatrists gave seven
days supply of medication on discharge
and 78% gave enough medication for bet-
ween seven and 14 days, yet they all
estimated that it would take four to eight
weeks for the final report to reach the
general practitioner.2

There is an urgent need for general
practitioners and psychiatrists to reach
agreement on the need for early discharge
summaries and to decide on what infor-
mation should be provided. Until such
basic communication problems have been
tackled, there is little hope for improving
the immediate follow-up care for this
vulnerable group of patients.

BEN ESSEX
Sydenham Green Health Centre
Holmshaw Close
London SE26 4TG
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Continuing medical education
Sir,
Dr Harding and colleagues from the Car-
diff Postgraduate Medical Centre con-
gratulate colleagues from the west of
Scotland in attracting general practi-
tioners to courses, but comment that their
successes have not been experienced in
other parts of the United Kingdom (let-
ters, October Journal, p.443).
The Wessex GP Education Trust is now

in its third year. It has a membership of
nearly 1300, representing 70% of general
practitioners in Wessex (excluding Bath,
which has a different organization). The
majority of postgraduate education
within Wessex is covered financially,
directly or indirectly, by the trust on
behalf of its members. Members can at-
tend an unlimited number of courses
across the region without extra charge.
Income is generated from subscriptions,

interest on investments and fees from non-
members attending trust events. The
subscription needed for the trust to break

even is £150 per annum, but as a conse-
quence of a surplus of funds, the subscrip-
tion for existing members is at present £50
per annum. Members who wish to attend
external courses can have a proportion of
the course fee reimbursed up to £168.
As well as funding activity within

postgraduate centres some of the trust's
money is being utilized to develop in-
novative educational projects, such as
focused small group learning, the develop-
ment of higher professional education and
courses that require a specific tutor or
facilitator on a longer term basis than the
usual study days or refresher courses.
The Wessex GP Education Thust is a

registered charity and has an independent
executive board to which the regional ad-
viser is automatically co-opted. It has a
small office in the headquarters of the
regional health authority, and a part-time
administrator and part-time secretary. The
advantage of the trust is that it has a
region-wide base and its size allows for ad-
ministrative savings, together with the
ability to invest surplus income. The trust
would be delighted to develop reciprocal
arrangements with other similar schemes
where they exist.
The Wessex and west of Scotland

regions have shown the way forward, and
if similar regional schemes could be
developed throughout the UK, they might
address the fears for the long term future
of postgraduate education.

DAVID J PAYNTON
Bath Lodge Practice
Bitterne Health Centre
Commercial Street
Bitterne
Southampton S09 2DA

Cervical cytology
Sir,
We read with interest the comprehensive
review relating to cervical cytology by
Clare Wilkinson (August Journal, p.336).

In the guidelines published by the na-
tional coordinating network' it is
recognized that in some women a minor
cervical smear change may represent the
only evidence of sexually transmitted
disease and referral to a genitourinary
medicine clinic should therefore be con-
sidered. The possibility that attending for
routine cervical cytology may lead to in-
formation suggesting a transmissible con-
dition caused concern both within the
profession and among women receiving
results relating to abnormal smears.

It therefore seems important to consider
women with inflammatory smear results
as potentially at risk of ascending infec-
tion which may lead to fallopian tube oc-

clusion and infertility. The borderline cer-
vical smear result is particularly challeng-
ing as the differential diagnosis would in-
clude all grades of cervical intraepithelial
neoplasia, severe inflammatory changes,
and changes owing to papillomavirus.
Chlamydia trachomatis is considered to
be the most important microorganism
associated with ascending genital tract in-
fection in women.2 In women under the
age of 25 years, the opportunity to use a
minor cervical cytology abnormality to
protect future reproductive function may
be critical.
The department of genitourinary

medicine at Doncaster Royal Infirmary
has a commitment to training future
general practitioners and has also offered
an open access chlamydia culture service
since 1980. Table 1 suggests that the peak
recovery of C trachomatis in the
mid-1980s included samples sent from
primary care. These data provide an in-
dication that early diagnosis and control
may be achieved. These data may also
demonstrate greater awareness of the risk
of acute chlamydial infection in women
compared with men outwith
genitourinary medicine departments.
However, it would be anticipated that a
related increased incidence of tubal occlu-
sion infertility and ectopic gestation might
occur five to 10 years later.3 Examination
of the diagnosis at discharge from two ad-
jacent south Yorkshire health districts
showed the number of ectopic pregnan-
cies in 1988-89 to be 81, in 1989-1990 to
be 73 and in 1990-91 to be 102. Initial
evidence does indeed suggest that a rise
in ectopic pregnancy may be happening.
The relationship between minor smear

abnormality and the presence of
chlamydial disease is well recognized.
Hicks and colleagues investigated women
with inflammatory cervical cytology with
detailed microbiology and found at least
one sexually acquired infection in 74.9%
of 215 patients.4 This was in fact of
greater statistical significance than in
other women attending a department of
genitourinary medicine where sexually
transmitted disease was identified in
64.5% of patients.

It has been argued that genitourinary
medicine populations may have
epidemiological differences from other
groups of young women seeking
reproductive health care. This has not
been our clinical experience. In 1982
Haworth and colleagues identified the
possibility of diagnosing chlamydia within
the general practice.5

Wilson and colleagues6 assessed pre-
menopausal women with inflammatory
changes on cervical cytology for genital
infections and cervical abnormalities and
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Table 1. Chlamydia trachomatis isolation over the period 1984-91.

No. of cases of C trachomatis infectiona

Isolated in GU department Isolated elsewhereb

Male Female Male Female
patientsc patientsd patients patients

1984 175 199 0 25
1985 275 225 0 62
1986 302 220 2 120
1987 192 153 2 84
1988 153 146 2 99
1989 164 128 1 123
1990 126 163 2 141
1991 113 120 0 100

Source: Virology Department, Doncaster Royal Infirmary and Montagu Hospital NHS Trust. GU =
genitourinary. aProven by McCoy cell culture. bHospital departments other than genitourinary medicine,
including swabs taken by general practitioners. CAuterior urethra. dCervix.

reported that 'inflammatory changes on
cytology are often associated with the
presence of a sexually acquired infection
and premalignant disease of the cervix,
particularly in younger, single women us-
ing non-barrier contraception'. This
highlights the need to consider infectious
diseases as well as pre-malignant disease
in younger women with inflammatory cer-
vical cytology. Wilson and colleagues con-
clude that inflammatory cervical cytology
was often associated with cervicitis, which
in turn was often indicative of a sexually
transmitted disease, and that there was an
interrelationship between risk of cervical
intraepithelial neoplasia and risk of
genitourinary infection. The management
of both borderline and inflammatory
smears therefore has to include the sex-
ual history, where achieveable, and detail-
ed microbiology. Where appropriate it
should involve both the patient and her
partner.

Chlamydial cervicitis is associated with
sub-acute and chronic infection, with
tubal occlusive infertility and with chronic
pelvic pain. Much of this may lead to high
cost surgical intervention with potential-
ly severe psychological sequelae to both
the patient and her partner. It seems a
compelling preventive opportunity, at a
time when sexual health is targeted7 to
utilize the association between minor cer-
vical smear abnormality and the preven-
tion of upper genital tract damage in
women. This has to be based on accurate
microbiological investigation and we
would therefore urge that general practi-
tioners either consider referral to
genitourinary medicine departments, or
that the general practitioner recognizes
that the use of a high vaginal swab may
be a dangerously misleading and in-
complete investigation. Careful endocer-
vical sampling with widely available

chlamydia diagnostic technology should
be considered essential.

Wilkinson, referring to cervical cancer,
asked if the disease was different in
younger women. Perhaps we should be
asking if the management of a mildly ab-
normal smear in a younger woman should
be different. In terms of risk of sexually
transmitted disease, protection of future
reproductive function, the avoidance of
subsequent ectopic gestation and preven-
tion of chronic pelvic pain, abnormal cer-
vical cytology in a young, sexually active
woman should be recognized as an oppor-
tunity to save the reproductive future for
the individual woman and an opportuni-
ty to contain a high prevalence, dangerous
endemic disease within human
populations.

T R Moss
H J OAKLEY

BARBARA FOGARTY

Department of Genitourinary Medicine

S D RIDDINGTON

Department of Virology
Doncaster Royal Infirmary NHS Thust
Armthorpe Road
Doncaster DN2 5LT
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Value of paediatric surveillance
Sir,
Demonstrable proficiency in paediatric
surveillance has been made a requirement
for the membership examination of the
Royal College of General Practitioners. I
would question whether the RCGP's en-
thusiasm for paediatric surveillance is
justified.

I have long been sceptical of the value
of paediatric surveillance, and have sear-
ched in vain for publications which have
shown measurable benefits. I have talked
to colleagues who are enthusiastic about
the subject, but while describing subjec-
tive benefits such as an improved
doctor-patient relationship, they are
unable to give objective evidence of
benefits.

It is interesting that the old term
'screening' has had to be dropped because
so few of the procedures employed in
paediatric surveillance fulfilled the criteria
for screening.
There is no doubt that a small number

of conditions are worth screening for, in-
cluding congenital dislocation of the hip,
heart murmur, undescended testis, and
hearing and vision problems. Most of
these can be carried out in a single post-
natal assessment, with the hearing and vi-
sion assessments being done by a health
visitor when the child is the appropriate
age. This would all take considerably less
time than a formal surveillance
programme.
Even if we accept that paediatric

surveillance is desirable for whatever
reason, is it necessary that it should be
performed by doctors? As the assessments
are all straightforward and clearly writ-
ten down in the various manuals they
could be performed by a practice nurse or
health visitor."2

If the quality of general practice is to
be improved care must be taken not to
sacrifice valuable consulting time in order
to perform clinics of dubious value.

G M BROWN
129a Victoria Road
Kirkcaldy
Fife KYI 1DH
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