
Letters

Management of angina

Sir,
The survey by Gandhi and colleagues
(January Journal, p.11) has demonstrated
the confusion which, understandably,
exists among general practitioners about
referral policies for people with angina.
Unfortunately the authors, rather than illu-
minating, have obfuscated the issues.
The ability of exercise electrocardio-

graph testing to identify patients who
would benefit from revascularization in an
already selected population of hospital
patients is well demonstrated.' The pos-
itive predictive value of any diagnostic
test is dependent on the prevalence of the
studied condition in the population.2 The
prevalence of any serious, potentially life-
threatening condition for which there is a
well-known intervention will inevitably be
lower in an unselected community sample
than in a hospital population. Therefore,
the positive predictive value of exercise
testing will be less by an unknown amount
and may not be sufficient to identify
patients in the community in need of inva-
sive investigation. The same may apply to
diagnostic testing among unselected
patients with exercise-related chest pain.

Against this background of uncertainty,
it is not unexpected that the opinions and
policies of general practitioners differ
since, in the absence of appropriate
research evidence, they must base deci-
sions on personal experience and prefer-
ence. Similarly, guidelines which do not
indicate the strength of the evidence on
which they are based, such as those of the
British Cardiac Society,3 will shape, but
not necessarily inform, the debate.

Gandhi and colleagues have stated that
the onus is now on general practitioners to
refer patients with angina for cardiological
evaluation with a view to coronary angio-
plasty and bypass surgery. They have also
described how the hospital cardiology
community should organize itself to pro-
vide in excess of 20 000 exercise electro-
cardiograph tests each year. This is
undoubtedly premature. A rigorous, ran-
domized, prospective evaluation of exer-
cise testing in patients identified from pri-
mary care is needed before any further
guidelines on the management of angina
in the community are promulgated.

ROBERT K MCKINLEY
KAMLESH KHUNTI

Department of General Practice
University of Leicester
Leicester General Hospital
Gwendolen Road
Leicester LES 4PW
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Sir,
The survey by Gandhi and colleagues
(January Journal, p.9) indicated that there
were divergent and contradictory opinions
among general practitioners about exer-
cise testing. A questionnaire was distrib-
uted in 1992; a similar questionnaire today
in Southampton would probably produce
very different results.

In 1994 the Southampton and South
West Health Commission purchased an
open-access exercise electrocardiography
facility combined with a medical interpre-
tive service. This facility is available, via
general practitioners, for all new patients
with undiagnosed chest pain. A series of
two-hour workshops for general practi-
tioners, consisting of a one-hour tutorial
and a one-hour practical session and limit-
ed to 12 participants, were arranged in the
department of non-invasive cardiology at
the Royal South Hants Hospital. Two
hours postgraduate education allowance
was given and in order to allay fears that
general practitioners would use the service
inappropriately, or would lack the skills to
deal with the results, it was decided that
attendance would be compulsory before
having access to the service.
To date, after six months, 80 general

practitioners have attended the workshop
and 98% of these have assessed the work-
shop as 'positive' or 'very positive' in
terms of improving competence in making
clinical decisions as a consequence of an
exercise electrocardiograph result.

Analysis of referrals for exercise testing
suggest that 94% of 175 referrals have
been appropriate. Outcomes of 165 refer-
rals were: no abnormality seen (47%);
early positive changes leading to referral
for angiography (16%); late positive
changes leading to referral back to general
practitioner for medical management
(19%); admission to, or other investiga-
tion in, hospital (18%).

It would now be impossible to carry out
randomized controlled trials as suggested
by Gandhi and colleagues to evaluate the
outcome of this service,' but a retrospec-
tive audit of patients going through the
system would be possible.

Ultimately, general practitioners will

want to have greater access to other cardio-
logical investigations, especially 24-hour
electrocardiography and echocardiogra-
phy. A similar package of education and
back-up clinical interpretation would be
required. As Gandhi and colleagues point
out, cardiologists would not be able to
cope if they had clinical responsibility for
all patients with a cardiological problem.
If general practitioners have greater ac-
cess to cardiological investigations (with
appropriate training and audit), the role of
the cardiologist will shift to offering more
in the way of a back-up and support ser-
vice than necessarily always having direct
patient contact.
The challenge, therefore, is to develop

purchasing contracts which reflect the
overall quality of the cardiological service
to a population, instead of the 'finished
consultant episodes' on which such health
care is currently judged.

DAVID PAYNTON

Postgraduate Medical Centre
Royal South Hants Hospital
Brintons Terrace, off St Marys Road
Southampton S014 OYG

Sir,
After reading the article by Gandhi and
colleagues (January Journal, p. 1 1) describ-
ing a questionnaire survey of general prac-
titioners, I am left in no doubt that little is
known about the current management of
angina pectoris in general practice. We
should be most grateful to the authors,
who are not themselves primary care
providers, for highlighting the disparities
in the awareness and practice of general
practitioners in such an honest and accu-
rate fashion.
Angina and coronary heart disease

remain so frighteningly common that it
behoves us all (implicitly I assume that
Southampton general practitioners are rep-
resentative of their colleagues in the rest
of the country) to want to perform better.

I read further into the paper, seeking the
recommendations which, if implemented,
would ensure that patients were properly
served. However, I found that the skirts of
joint working party of the British Cardiac
Society and Royal College of Physicians
were brought in to hide behind.I As 14%
of the 22 000 annual new cases of stable
angina in the United Kingdom will have
had a myocardial infarction or died six
months after their presentation,2 one
admires the working party standard' that
all patients aged under 70 years, with all
degrees of angina, should see a cardiolo-
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gist within three months (patients needing
diagnostic clarification for their non-car-
diac chest pains should, we are told, be
seen in the same way).' In which Royal
College of Physicians publication is the
manpower basis for this standard set out?
Simplistically, to achieve this standard we
would need more cardiologists or less
coronary heart disease. Neither is likely
immediately, so for the moment rationing
must persist in some nebulous and ill-
defined way, with precisely the same
uncertainties that general practitioners
cope with in every surgery. To set up pro-
tocols for such intimate clinical manage-
ment decisions is tempting, but dangerous.
One wonders how the British Geriatric
Society might comment on patients aged
70 years or over not meriting access to
that same cardiologist in those same three
months?

In the United States of America, where
the cardiologist per head of population
ratio is much higher, are morbidity and
mortality rates any less unnerving, despite
the more frequent invasive investigation/
cardiac surgery profile?3

DAMIAN F MCHUGH

Flat 29 Homewood Hill
Hensingham
Whitehaven
Cumbria CA28 8JY
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Prescribing lipid lowering
agents

Sir,
Evans and colleagues draw some wide-
ranging and bold conclusions concerning
the adequacy of general practitioner train-
ing and decision making and the use of
clinical guidelines (January Journal,
p. 15). However, their methods of data col-
lection seem to give a shaky foundation
for such views.

General practitioners taking part in the
study were asked individually to make
quantitative estimates, from 0% to 100%,

of their likelihood of prescribing a lipid
lowering drug to a hypothetical patient.
This was a complex task, based on back-
ground data and information on 13 vari-
ables (for example, whether there was a
family history of coronary heart disease)
displayed on a computer screen. The gen-
eral practitioners repeated this exercise
130 times, presumably during their spare
time in an ordinarily busy working day.
This contrasts with the setting in which
real treatment decisions are made: the
8-10 minute consultation with a patient
who is usually already known to the gen-
eral practitioner, where ideas, concerns
and expectations are aired, and informa-
tion gathered and summarized, to allow a
joint decision about treatment to be made.
The experimental setting was very differ-
ent from this, and therefore not a reliable
basis for the authors' speculation, despite
their statistical wizardry in the analysis of
the results.
The suspicion is that the methods used

by Evans and colleagues did not allow any
meaningful study of doctors' decision
making; at best, the researchers elicited
some attitudes of doctors. The format and
amount of information that was presented
carried the danger that the design of the
study was irrelevant to everyday practice
- as they may have found if they had
piloted it first in general practice. The
complexity of the problem of prescribing
lipid lowering agents, particularly at the
moderate cholesterol concentrations quot-
ed, was not done justice by the simple
approach adopted. This was made espe-
cially difficult by the rather arbitrary
removal of the option of seeking advice
from a consultant physician.
On the subject of clinical guidelines for

the use of lipid lowering drugs, the
authors seem to work from the premise
that guidelines represent some sort of ulti-
mate truth. However, the several sets of
guidelines on this topic produced by vari-
ous agencies over the last 10 years give
widely varying advice on risk factors,
reflecting the fact that there are still more
questions than answers in this area. 1-4
Perhaps the general practitioners who took
part in the study were wise to be sceptical.

G WHEATLEY

Valley View
Canada Lane, Caistor
Lincoln LN7 6RN
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Health records

Sir,
I read the letter from J Alison Summers
(March Journal, p.160) with a sinking
heart. The parent-held, personal child
health record was a welcome innovation,
although I feel it to be of inferior quality
and comprehensibility and with less useful
advice for parents than those used in New
South Wales, Australia.
When I see a child in a clinic, I am

already making a computer record and a
Lloyd-George card record of the consulta-
tion. Would Summers really want me to
eat into my time with the patient by mak-
ing a third record?

In East Sussex we are lucky that our
child health surveillance forms have a
copy which can be filed in the parent-held,
child health register books, but do we
have to record in three places each consul-
tation for otitis media? The General
Medical Services Committee annual
report has already reminded us that we
should keep duplicate records of our con-
sultations entered in patient-held matemi-
ty records.'
With every new development in general

practice we have to ask ourselves, is this
really the best way I can use my time with
my patients?

Perhaps now would be a suitable point
to request a moratorium on questionnaire-
based papers and letters. I have seen few
which would change my practice, and
dread the weekly arrival of the latest five-
page questionnaire, with heavily loaded
questions. Let us see some original
research.

JOHN RIVETT

Catslide Cottage
Caldbec Hill
Battle
East Sussex TN33 OJS
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