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Injury management by GPs in
Australia

Sir,
Throughout the world, injury is recog-
nized as a leading cause of morbidity and
premature mortality.1"2 Inclusion of injury
prevention and management as a key area
in The health of the nation has prompted
discussion of the role that primary health
care teams in the United Kingdom should
play in injury prevention.34 This discus-
sion is weakened, however, by the paucity
of information regarding the epidemiology
of injury treated by general practitioners.
In Australia, a similar lack of information
regarding injury treated in general practice
has encouraged the belief that general
practitioners treat few injuries.5-7 Further-
more, although injury prevention and
management has been identified in nation-
al health policy as one of the four focus
areas of major public health importance,
general practitioners have not been
involved in national injury control and
management strategies.8'9

In order to clarify the role currently
played by general practitioners in the
management of injury in Australia we
undertook a study of the epidemiology of
injury occurring within the Australian
Capital Territory in 1992. This is a geo-
graphically circumscribed area in the
south east of Australia containing an
urban community of 296 000 people. It is
served by two hospital casualty depart-
ments and 273 general practitioners.
Injury was defined as a medically-treated
condition classifiable by an International
classification of diseases (ninth revision)
code between 800 and 995. Data on
patients seen in casualty departments were
obtained from hospital records. General
practitioners completed a survey form
about each injured patient that they man-
aged.
The incidence of injury in this area dur-

ing 1992 was estimated to be 164 (95%
confidence interval (CI) 139 to 189) per
1000 person-years. There were an estimat-
ed 40 deaths (Australian Bureau of
Statistics data), 1120 (95% CI 1080 to
1160) hospital admissions, 24 000 (95%
CI 23 000 to 25 000) visits to hospital
casualty departments and 23 500 (95% CI
17 000 to 30 000) general practice attend-

ances, the ratio of these four categories
being 1: 28: 596: 592. Approximately half
the injuries occurring in this community
received initial medical care in general
practice.
A sample of 79 people attending a gen-

eral practitioner for treatment of an injury
differed from a sample of 3007 patients
who presented to hospital casualty depart-
ments with regard to age, with 21.5% and
7.4%, respectively, being aged over 55
years (P<0.001). There was no significant
difference with regard to sex. Differences
existed in the types of injuries treated.
Compared with the group that presented to
casualty departments the group treated by
general practitioners included more trunk
injuries (20.3% of 79 versus 7.6% of
3007, P<0.001), fewer fractures (3.8% of
79 versus 14.2% of 3007, P<0.001) and
fewer hospital admissions (none versus
5.0% of 3007, P<0.001).
The degree to which the specific results

of this study can be generalized to other
populations is limited by the considerable
differences that exist between health care
systems throughout the world. However,
this study clearly demonstrates that gen-
eral practitioners can play a substantial
part in a community's management of
injuries. Results of hospital studies cannot
necessarily be generalized to the commu-
nity at large without further examination
of the exact nature of the role played by
general practitioners. Further research is
needed to examine the nature of the events
responsible for the injuries treated by gen-
eral practitioners and to identify possible
avenues for general practitioner involve-
ment injury prevention.
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Postnatal sexual health

Sir,
We undertook a pilot survey of postnatal
sexual health among members of the
National Childbirth Trust. A questionnaire
was placed in the 1993 winter issue of the
National Childbirth Trust magazine, New
Generation; (1010 women replied), giving
details of their background, most recent
childbirth, and subsequent sexual health.
Respondents were characteristically mar-
ried (90.6% of 1009), 'older mothers'
(75.0% of 1010 were over the age of 30
years) and had breastfed their baby
(97.6% of 1008) and this broadly reflects
the membership of the National Childbirth
Trust. Rates of intrapartum procedures
were comparable to rates in the general
population.1 2
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Postnatal sexual problems were com-
mon among the respondents. Nearly one
quarter of all the women (23.3%) reported
pain and/or severe discomfort during sex-
ual intercourse after the birth. This was
most common in women who had under-
gone episiotomies (40.2% of 281 women),
but was also experienced by women who
had had stitched tears (20.5% of 375),
unstitched tears (14.9% of 74), no perineal
damage (10.9% of 156) and caesarean
section (13.1% of 122). Dyspareunia often
persisted a long time after the birth, and
untreated morbidity was common, with
respondents citing for example 'bad ur-
ethral pain in the first three years' and
'sore perineum scar for over two years'.
Other sexual problems identified were
vaginal dryness and loss of libido (usually
associated with breastfeeding) (17.5% of
respondents), and tiredness and exhaus-
tion (36.2%). Consequently, half the
respondents (51.7%) felt that their sex life
was now 'less good' than before the birth
of their child.
A total of 757 women (75.0%) reported

talking to someone (either a health profes-
sional or non-health professional) about
postnatal sexual health. Fifty one per cent
of women (515) reported talking to their
general practitioner. Such conversations
were reported as being almost exclusively
concerned with contraception. General
practitioners may perceive talking about
contraception as a clear opening gambit
for women to discuss their sexual difficul-
ties; this was, however, clearly not the
case for the respondents in this survey.
There was some evidence that when

postnatal sexual problems were discussed,
general practitioners did not consider the
problem to be serious. For example, one
woman reported 'I was sore and in fact
needed my episiotomy scar repaired (it
had formed a ridge which was uncomfort-
able- this wasn't done until eight months
after the birth). At the six week check the
doctor said it would get better with 'use'
but it wasn't until I mentioned it to a lady
doctor that anything was done.'
The women in this survey were mainly

white and middle class and were therefore
more likely to be articulate users of health
care. This raises the question of whether
less advantaged women, as a result of
their social, educational and cultural back-
grounds, may find difficulty in raising the
sensitive subject of postnatal sexual health
and in persisting when their problems are
not taken seriously. General practitioners
can begin to address the problem of post-
natal sexual health problems by asking
women simple direct questions, for ex-
ample 'Have you had sexual intercourse
and if so is it pain free?' and 'Have you
had any problems with incontinence?'3

General practitioners can also help by
informing women that vaginal dryness
and loss of libido may be associated with
breastfeeding and that use of a vaginal
lubricant will help, and by referring
women for further investigation when
dyspareunia or other sexual problems do
not resolve.
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Hpylori infection

Sir,
Delaney has presented a timely and con-
sidered review of the impact of
Helicobacter pylori infection on the man-
agement of dyspepsia (September
Journal, p.489). This is a topic of major
importance to general practitioners but
which has caused considerable confusion
in the past, resulting in part from the rapid
rate of advance of knowledge in this field.
We would like to comment on a number
of points which are dealt with in the art-
icle.

First, with regard to choosing a suitable
regimen for eradication ofH pylori, stand-
ard triple therapy (bismuth plus tetracy-
cline or amoxycillin plus metronidazole)
for two weeks should no longer be regard-
ed as the first choice of therapy. Although
it has been shown to be capable of achiev-
ing a high eradication rate,' in practice
there is a high incidence of side effects
associated with this therapy,2 with a result-
ant poor compliance;3 poor compliance
has been shown to reduce considerably
the success of standard triple therapy for
eradicating H pylori.3 Although two-week
dual therapies combining omeprazole with
either amoxycillin or clarithromycin can
achieve eradication rates of about 80%,
these have been superseded by the emer-
gence of a new low-dose one-week triple
therapy. A combination of omeprazole
20 mg twice daily, clarithromycin 250 mg
twice daily and metronidazole 400 mg
twice daily or tinidazole 500 mg twice

daily has been shown in a number of trials
(reviewed by Goddard and Logan6) con-
sistently to achieve eradication rates of
over 95%. This regimen is well tolerated
and has a low incidence of side effects.6 It
should now be regarded as first-line thera-
py for eradicating H pylori.
Our second point concerns the cost-

effectiveness of eradicating H pylori in
patients with peptic ulceration. The the-
oretical financial benefits of such a pol-
icy have been calculated by Bell and col-
leagues.7 General practice based studies
from our own group,8 as well as from
others,9 have shown that considerable
financial savings result from a reduction
in the use of acid-suppressing drugs fol-
lowing successful Hpylori eradication.

Thirdly, in the management guidelines
presented by Delaney it is suggested that
the absence of dyspeptic symptoms
should be taken as a sign of successful H
pylori eradication although he states that
evidence to support this policy is lacking.
We have recently presented the results of
a study which showed that monitoring of
dyspeptic symptoms can indeed be a use-
ful and inexpensive alternative to conven-
tional tests for confirming H pylori erad-
ication in patients with uncomplicated
duodenal ulcer disease.'0

Certainly more research needs to be
performed but there is now good evidence
to suggest that general practitioners, in
consultation with their local gastroenterol-
ogists, should play an active part in the
management of patients with H pylori
infection. We entirely agree with Delaney
that there are substantial clinical and
financial benefits to be gained from taking
advantage of the revolution in the man-
agement of dyspepsia related to infection
with Hpylori.
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