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vey among general practitioners registered
with a local family health services authori-
ty in Calderdale, West Yorkshire. Because
the survey involved general practitioners
in Yorkshire, it allows comparison with
Chambers and Belchers' study in
Staffordshire. It is also instructive to com-
pare the figures found in Calderdale with
Office of Population Censuses and
Surveys data.'
Chambers and Belcher achieved a 48%

response rate in 1989 and an 82%
response rate in 1991. Response rates to
the postal questionnaires in Calderdale
were 74.5% of 94 general practitioners in
May 1988 and 74.8% of 107 in May 1991.
The sex distribution of all 107 doctors in
1991 (81.3% men) was practically identi-
cal to that of the respondents to their study
(81.2%).
The general practitioners in Calderdale

were divided into groups according to the
amount of alcohol they reported drinking
in the sample week. In 1988, 14.3% of the
70 general practitioners responding
reported that they did not drink alcohol,
51.4% drank between one and 10 units,
32.9% drank between 11 and 50 units and
1.4% drank more than 50 units in the sam-
ple week. In 1991, 17.5% of 80 respon-
dents reported that they did not drink
alcohol, 45.0% drank between one and 10
units, 36.3% drank between 11 and 50
units and 1.3% drank more than 50 units
in the sample week. Office of Population
Censuses and Surveys data for profes-
sionals (with the same proportion of men:
women as in the Calderdale study in
1991) are 25.7%, 37.7%, 31.6% and
4.9%, respectively.'
The number of units of alcohol con-

sumed each week by the Yorkshire gener-
al practitioners compared with the
Staffordshire doctors is shown in Table 1.

In May 1988 the mean consumption in
the sample week was 10.9 units. In May
1991 this was 9.6 units. In 1988 the mean
number of days on which alcohol was
consumed was 3.4 days (95% confidence
interval (CI) 2.9 to 3.9 days) and in 1991
3.1 days (95% CI 2.6 to 3.6 days). This
difference was not significant.
Hannay and colleagues found that the

1990 contract for general practitioners had
significantly increased the general med-

ical services work done by general practi-
tioners.2'3 Previous work has implicated
stress as a factor related to increased alco-
hol consumption among doctors.4 Suther-
land and Cooper found that general practi-
tioners experienced more stress, less job
satisfaction and poorer mental health in
1990 than in 1987.5
Whether or not the new contract caused

an increase in stress, there does not appear
to be any evidence that it was associated
with any discernible increase in the alco-
hol consumption of Staffordshire or West
Yorkshire general practitioners.
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Table 1. Units of alcohol consumed each week by doctors in Staffordshire and Calderdale,
Yorkshire in 1991.

% of GPs consuming
units of alcohol in one week

GPsin: 0 1-7 8-14 15-21 22+

Staffordshire (n = 693) 19.3 42.6 19.2 10.0 8.9
Yorkshire (n = 80) 17.5 36.3 25.0 7.5 13.8

n = number of GPs in group.
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Cervical smears

Sir,
We were interested to read the paper by
Buntinx and colleagues investigating
whether feedback improved the quality of
cervical smears taken by doctors.' The
method of this study is similar to one we
are currently implementing using a com-
mercial cytology laboratory serving over
200 practices and more than 400 physi-
cians and nurse practitioners. We have
previously used monthly feedback on cer-
vical smear performance to improve the
quality of smears in a trainee pro-
gramme.2'3 There are several comments
we would like to make regarding the
study by Buntinx and colleagues.
The collection of data from subjects

(that is, doctors) without their permission

or knowledge is not allowed in the United
States of America. Informed consent is
required both to participate in and to pub-
lish the data. We presume this is not the
case in Belgium, which makes the recruit-
ment of subjects for research much easier
and cheaper. There might be another issue
to consider in the event that a diagnosis of
cervical cancer is missed on the cervical
smear. It is possible that the doctor
involved could be identified in the study
as a poor performer and this information
might be used in litigation by the plaintiff.
The authors specify definitions and cri-

teria for adequacy of cervical smears, but
it is not clear how these were used to
assign them to categories of excellent,
moderate or unsatisfactory. Are the cate-
gories the same as or equivalent to nation-
al or international standards of adequacy?
For example, in the USA, five endo-
cervical cells are the minimum number for
an adequacy criterion, whereas no figure
was given in the paper by Buntinx and
colleagues. Finally, it would be interesting
to know whether validation procedures
were applied to the cytotechnologists to
assess the reliability of their ratings of
adequacy.

It was surprising that no mention was
made of cervical smears taken from
menopausal women or from those who
had had hysterectomies. In our current
study (not yet published), 5.5% of smears
from this group of women showed signifi-
cant atrophy. The distribution of these
smears among participating doctors might
well not be uniform, depending on their
practice populations, and this could bias
adequacy rates of smears and detection
rates of pathological cells.

Although there was a decrease in the
number of smears without endocervical
cells and an increase in the identification
of pathological cells within the group of
doctors receiving feedback the authors do
not comment on the fact that the control
group also showed substantial improve-
ment in adequacy rates. This suggests that
the control physicians were, in fact, aware
of the study or had been influenced by the
information pack sent to all doctors. The
control group performed better than one
of the intervention groups on certain crite-
ria, such as intervention quotient for slide
fixation.
The authors comment on the simplicity

and low cost of a feedback system which
makes it an attractive intervention. This
may be true in a well organized health
care system with standardized laboratory
procedures and information systems. In
the USA, with commercial and public
health laboratories vying for customers,
doctors and practices change laboratories
quite frequently depending on service and
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price and doctors change practice location
on average every five to seven years. This
makes the implemented feedback much
more difficult, and it must be done in a
way that does not antagonize doctors and
cause them to find another, 'nicer' labora-
tory.
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Telephone access in general
practice

Sir,
Hallam's study suggested that general
practices should review the adequacy of
their telephone system, devise strategies to
spread patients' calls more evenly
throughout the day, and consider how
information about telephone policy and
service is communicated to patients
(August Journal, p.331). Hallam ques-
tioned the value of practice information
leaflets and called for a study of their con-
tent, distribution and impact, and empha-
sized the point that, in the United
Kingdom, there is little research on tele-
phone use in general practice. A few stud-
ies have come to similar conclusions and
have helped to address her questions.
An audit of 3023 incoming telephone

calls to a Glasgow general practice
showed that most calls coincided with the
morning rush of patients, while few calls
were made in the afternoon.' Analysis of
the morning calls showed that 40% could
have waited until the afternoon. A practice
information leaflet was devised, which
included advice on the preferred timing of
different types of telephone calls.2 A base-
line survey of 250 patients assessed
patients' knowledge about the practice.
One question concerned the best time to
telephone for a home visit (correct answer
being the morning) and another on the

best time to telephone for a repeat pre-
scription (correct answer being the after-
noon). At baseline, 72% of patients gave
the correct answer on the timing of home
visits, and 67% the correct answer on
repeat prescriptions. The practice informa-
tion leaflets were distributed and found to
be valued, read, and kept for reference.3
Modest but statistically significant
changes in both knowledge and behaviour
were observed. Regarding the home visits
question, there was a 7% rise in the per-
centage giving the correct answer and a
15% rise in the proportion giving the cor-
rect answer on timing of repeat prescrip-
tion requests. Ten months after the prac-
tice leaflet was distributed, the percentage
of telephone calls for repeat prescriptions
made in the aftemoon rose from 10% to
23%; these changes were attributable to
the practice information leaflet.3 In the
light of the extreme difficulty of altering
the behaviour of populations, these results
are encouraging.

It is pleasing to see a research pro-
gramme on telephone use in general prac-
tice that includes the nature and outcome
of telephone consultations. However, our
brief report advocating more use of the
telephone to conduct general practice con-
sultations4 met with criticism5'6 which we
tried to counter by arguing for more
research.7 In the light of current controver-
sy, Hallam's research is most welcome.
We hope that she will find our work, sum-
marized here, a help in her attempts to
build a solid foundation of knowledge on
this subject.
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GP work patterns since the
1990 contract

Sir,
The findings of the study by Chambers

and Belcher support the popular belief that
the new contract for general practitioners
has resulted in more paperwork and taken
an increased toll on some doctors in terms
of their self reported feelings of stress or
exhaustion (October Journal, p.412).
Our most important responsibility as

general practitioners is our care of
patients; we must have time to listen to
them, explain to them their worries and
help them understand their anxieties. It is
therefore important to study not only the
impact of the new contract for general
practitioners on paperwork, stress and
exhaustion but also the amount of time
now spent with patients in consultations.
After all, the reason given by the govern-
ment for the new working arrangements
for general practitioners was that doctors
would be able to look after their patients
better, that is, improve patient care.
My impression is that general practi-

tioner stress and/or exhaustion is likely to
lead to doctors spending less time with
patients, giving less time to listening to
patients and having less time for clinical
care of and empathy with the patient.
Prevention is another important area of
care which must not suffer. Mistakes are,
of course, more likely when doctors are
working under stress or feeling exhausted.
What I believe is now required is a

research study on the effects of the general
practitioner contract on clinical work
rather than administration, and who better
to lead such a study than Chambers and
Belcher.

R H FREEDMAN
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Age Concern

Sir,
In their letter, Finch and colleagues add to
the growing literature describing effective
collaboration between general practices
and citizens' advice bureaux (letter,
November Journal, p.48 1). As chairman
of Age Concern in England I wish to
stress the importance of joint projects
between practices and voluntary organiza-
tions.

In the case of Age Concern the need for
joint projects has been highlighted by the
care in the community act and we are anx-
ious to develop these further. Sponsored
by the Department of Health, Private
Patients Plan and Merck Sharp and
Dohme Ltd, we have recently launched
the 'ageing well programme' at the Royal
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