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Lanarkshire (the 'deprived' north) I have
been struck by the wide variation in
patients' expectations of receiving a pre-
scription. While Pringle and Morton-
Jones' paper supports the argument that
unemployment is associated with high
volume, low cost treatment, they suggest
that 'illness that is sensitive to the depriva-
tion of an area is below average in ingre-
dient costs of treatment' (February
Journal, p.53). An alternative, and from
my own experience, more likely explana-
tion for this high volume, low cost treat-
ment, is that unemployment is associated
with exemption from increasingly expen-
sive prescription charges.

In Bellshill the cultural norm among
adults exempt from prescription charges is
not only to expect a prescription for many
self-limiting conditions such as viral
infections and minor aches, but also to
expect a prescription for their children
who are teething, have a fever, nappy rash
or need a nappy cream.

Patients in employment may or may not
consult for minor illness. If they do, they
will often find it cheaper to buy over-the-
counter products, or, having consulted,
they may agree not to treat minor, self-
limiting illnesses. Also, in general they do

not expect a prescription for children's
minor complaints.

This all consolidates my initial impres-
sions following my return to Scotland that
in Brighton many patients expected advice
and reassurance, whereas in Bellshill
many patients expect a prescription.

E M DUNCAN

The Surgery
John Street
Bellshill
Lanarkshire ML4 1RJ

Care of patients with non-
insulin dependent diabetes
and hypertension

Sir,
McCallum offers a fascinating glimpse
into the drug management of patients with
non-insulin dependent diabetes and hyper-
tension in an American practice of 7000
patients (letters, March Journal, p.142). I
have audited the care of patients with non-
insulin dependent diabetes receiving anti-

hypertensive therapy in a seven partner
semi-rural training practice of 11 200
patients in Gwent, Wales.
A total of 223 patients (prevalence

2.0%) were included on the practice dia-
betic register on 1 January 1993. Sixty of
the 198 patients with non-insulin depen-
dent diabetes were receiving antihyperten-
sive medication - 34 (57%) were men,
26 women (43%) and 38 (63%) were aged
over 65 years.

Thirty seven of the 60 patients (62%)
received monotherapy, 20 (33%) double
therapy and three (5%) triple therapy com-
pared with 41%, 39% and 20%, respective-
ly of 41 patients in McCallum's survey.
Despite the knowledge' that beta-blockers
and thiazide diuretics aggravate insulin
resistance, hyperglycaemia and hyperlipi-
daemia, 28 of the 60 patients (47%)
received a beta-blocker and 23 (38%) a thi-
azide diuretic. Of the American patients
51 % received a diuretic and a small
unspecified proportion a beta-blocker.
McCallum found that 42% and 9% of 45

patients had poorly controlled systolic and
diastolic blood pressure, respectively.
Using similar criteria (last three recorded
readings: systolic blood pressure of 160
mmHg or more, diastolic pressure of 95
mmHg or more, or both) 62% of the 60
patients were poorly controlled. In addi-
tion, only 40 patients (67%) had their last
recorded HbA1 level in the laboratory ref-
erence range. Overall, 45 of the 60 patients
(75%) had either poor blood pressure con-
trol, poor glycaemic control or both.

If these findings are applicable to the
general population, then in a hypothetical
average district of 250 000 people there
will be 5000 diabetic patients of whom
1350 will have both non-insulin dependent
diabetes and hypertension. Of these
patients, 550 to 850 (rounded figures)
could have unsatisfactory blood pressure
control and 1015 could have unsatisfacto-
ry blood pressure control, unsatisfactory
glyaemic control or both.

Increasing use of practice based diabeti6
registers and their logical summation, the
district diabetic register, is essential in
identifying these poorly controlled hyper-
tensive diabetic patients. Improvements in
the structure, process and outcome of their
care could make a substantial contribution
to the reduction in mortality from coronary
heart disease and stroke required by gov-
ernment targets, as well as reducing the
considerable personal, social and economic
cost of premature morbidity and mortality.

DAVID FoNE

64 Chapel Road
Abergavenny
Gwent NP7 7DS
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Rubella antibody screening

Sir,
Redhead and colleagues adopted the prag-
matic approach suggested by the
Immunization Practices Advisory
Committee in the United States of
America with respect to screening for
rubella immunity.' The committee endors-
es the view that a documented history of
rubella vaccination can be considered pre-
sumptive evidence of immunity.2
A retrospective survey of women aged

between 16 and 39 years found to be
rubella susceptible (that is, not immune)
on opportunistic screening was carried
out. The setting was a rural practice with a
list size of 4600 patients. A list of women
who were found to be susceptible to rubel-
la was generated using a search of com-
puterized patient records. The results of
the computer search were checked against
the written notes. Data were available
from April 1988 until April 1994. During
this period 559 women had been screened
and 12 had been found to be susceptible to
rubella. The notes of these 12 women
were then reviewed and it was found that
eight of them had a record in their notes of
previous rubella vaccination.

It would therefore appear unwise to
assume that a documented history of vac-
cination against rubella implies immunity
in all women; repeated screening of rubel-
la status is still required.

ANNE THIsTLETHwAITE

Caldbeck Surgery
Friar Row, Caldbeck
Wigton
Cumbria CA7 8DS
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Reducing benzodiazepine
consumption

Sir,
Cormack and colleagues claim to have
evaluated 'an easy, cost-effective strategy
for cutting benzodiazepine use in general
practice' (January Journal, p.5). The study

evaluated the relative effectiveness of two
strategies to reduce benzodiazepine usage
versus control. The authors have shown
that both strategies were effective.
However, careful reading of the paper
fails to reveal any economic evaluation of
the costs of the strategies. To evaluate the
cost-effectiveness of the strategies, the
authors would have to measure all resul-
tant costs arising from the strategies. First,
costs associated with identification of the
target population, including administrative
and general practitioner time, would have
to be measured; secondly, the stationery,
administrative and postal costs associated
with the strategies; and thirdly, other cost
consequences of the strategies if they led
to an increase in consultations or the use
of other medication. These represent
opportunity costs for a general practice.
Set against these possible costs are sav-
ings in drug costs and patient time costs
from not having to attend for repeat pre-
scriptions. Clearly these savings could
outweigh the costs of the intervention;
however, it is not possible to know from
this study. An equivalent error would be
the claim that the strategies were signifi-
cantly better than control without formal
statistical testing.
Economic evaluation is an increasingly

important component of general practice
research. The loose and incorrect use of
health economic terms devalues the disci-
pline of health economics and is likely to
delay general practitioners' understanding
of its principles and practice. It is disap-
pointing that the incorrect use of health
economic terms should appear in the
Journal and we hope this will not be
repeated in future.

JEREMY GRIMSHAW
DAVID TORGERSON

Health Services Research Unit
Department of Public Health
University of Aberdeen
Drew Kay Wing
Polwarth Building
Foresterhill
Aberdeen AB9 2ZD

Assessing clinical competence

Sir,
The introduction of the assessment of con-
sultation skills as part of the examination
for membership of the Royal College of
General Practitioners, as described by
Professor Southgate, needs debate (James
Mackenzie lecture 1993, February
Journal, p.87). Since the assessment may

form a model for reaccreditation, it is of
importance to all general practitioners.
The use of videotapes of real consulta-

tions poses ethical and technical problems.
There is evidence that patients do not
want their consultations videotaped' and
the assessments may be unfair if candi-
dates are presented with differing clinical
material.2 These problems can be over-
come by using simulated patients who can
be standardized, thus ensuring a more
objective test. Furthermore, the suggested
test of validity that experienced doctors
should perform better than those who are
less experienced is questionable. If course
organizers and trainers are doing their job,
it could be expected that recently trained
candidates should do better than their
older colleagues.3

Professor Southgate goes on to empha-
size the determination of the RCGP exam-
iners to assess those areas of the consulta-
tion that affect patient outcomes. This
desire, however, poses further difficulties
since there is a relative absence of data
relating consultation process to
outcomes.4 In particular, there is no evi-
dence for the specific standards, described
by Professor Southgate, that have been
chosen for the evaluation.
Moves towards measuring clinical com-

petence and performance for future gener-
al practitioners are laudable. There are
other aspects of doctor-patient communi-
cation which could be considered, some of
which, for example patient-centredeness,
can be easily and reliably measured and
have been shown to affect outcomes.5
Surely it would be helpful if the RCGP
examiners provided a full explanation of
the rationale behind their decisions and
then sought voluntary participation from
members as part of the validation process.

PAUL KIMNERSLEY
NIGEL STOTT

Department of General Practice
University of Wales College of Medicine
Health Centre
Maelfa, Llanedeyrn
Cardiff CF3 7PN
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