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Oral anticoagulation monitoring

Sir,
The editorial by Hobbs and Fitzmaurice
(August Journal)' rightly advocates the
need for standardized evaluation of anti-
coagulant control if we are to be able to
ensure a high level of clinical efficacy for
patients. Their discussion of options, how-
ever, does not consider patients' prefer-
ences.
Our patients requested a surgery-based

clinic, and patients who had previously
been poor hospital attendees were encour-
aged to have regular monitoring.2
A survey after the first year revealed

that all patients considered the surgery-
based clinic to be an improvement. A
wide range of reasons were identified
(Table 1). Many commented that they
preferred surgery-based management to
seeing rotational junior doctors as they
could build a relationship with the same
person over a period of time and receive
care from someone who knows their med-
ical problems, current drug therapy, and
sensitivity to warfarin dosage changes.
Patients admit to feeling more at ease in
the surgery than at the hospital and are
more likely to ask questions regarding
their therapy. Good relationships are
established and improved patient aware-
ness is achieved through counselling and
education. It is also possible to spend
time reinforcing areas of poor under-
standing and prioritizing the information
provided to each patient. Patient aware-

ness is less well achieved where (because
of other pressing duties) continuity,
knowledge, and commitment is lacking,
as is often the case where junior medical
staff are involved.
The reduction of waiting times in the

surgery clinic compared to the hospital
was of prime importance to the elderly
and those in full-time employment.
Management of any patient group with
specific long-term monitoring needs
should take the patient's opinion into con-
sideration.

SHEENA MACGREGOR
JAMES DUNBAR

Table 1. Factors important to patents attending for anticoagulant monitoring.

Percentage of patients considering issue important

Appointment system available 94%
Can contact staff easily 88%
Can see same person each visit 82%
Clinic visits are short 82%
Time to ask questions 82%
Can be seen at short notice 82%
Can be seen in GP surgery 76%
Clinic near home 76%

Downfield Surgery
325 Strathmartine Road
Dundee DD3 8NE
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Sir,
I was fascinated by the editorial by Hobbs
and Fitzmaurice (August Journal) from
the University of Birmingham.' In West
Lothian, where I practise, oral anticoagu-
lation monitoring 'traditionally' (for at
least the past 16 years) has been carried

out in general practice. My experience,
albeit many years ago in a hospital setting,
was that oral anticoagulation monitoring
clinics were run by either house officers
or senior house officers who had received
no special training in this field, and who
had no idea what international normalized
ratio (INR) was required for an individual
patient. As Hobbs and Fitzmaurice sug-
gest, these clinics were unpopular with
patients, who had to put a whole morning
aside to attend.
Our practice uses a simple system that

combines patient convenience with the
benefit of INR testing at an approved site,
avoiding the problems of near-patient test-
ing. The patient attends the practice nurse
when testing is due and the blood is taken.
The blood is then sent to our local hospital
for testing that day. The result is then
phoned back by the hospital and entered
on an individual patient sheet; this sheet
has the patient's name, date of birth,
phone number, reason for anticoagulation,
whether the anticoagulation has to be life-
long or for a limited period, and the desir-
able ratio for the patient. The date and
INR are entered, and a doctor is asked to
decide what dose the patient should then
take and when the INR should be re-
checked. The patient then phones to find
out the result and what action needs to be
taken. All these sheets are kept together in
a folder. This allows a member of staff to
go through all these patient records easily
once a month to check on defaulters.
Our practice of approximately 13 000

patients has 79 patients requiring oral anti-
coagulation monitoring. All patients have
a warning on their computer and written
records to alert doctors that these patients
are on anticoagulation therapy.

Rodgers states that 78% who responded
to their questionnaire in the former
Northern Region were already involved in
monitoring and that 32% were involved in
initiating warfarin anticoagulation.2
However, Lip, in the same issue, reveals
only 7.5% of patients in the Birmingham
practices were being monitored by the GP
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alone and only a further 17.5% by both
GP and hospital.3 The shift of oral antico-
agulation monitoring, I feel, has already
taken place in some parts of the country.
Neither of these articles supports
Fitzmaurice's claim that they 'highlight
the need for improved anticoagulation
monitoring in general practice.'4

It is of interest that the August issue of
the Journal contains an advert for an
'Anticoagulation Management in Primary
Care Study/Training Day' organized by
the Department of General Practice of the
University of Birmingham. I hope they
have a good response from local GPs.

DONALD MACAULAY

Ashgrove Health Centre
Blackburn
West Lothian
EH47 7LL
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Evidence-based medicine

Sir,
The shift to develop an evidence-based
culture in primary care is exciting; howev-
er, I applaud Jacobson et al's article
'Evidence-based medicine and general
practice' (July Journal),' as they have
highlighted the need for an active debate
about the integration of evidence-based
medicine within primary care.
As a philosophy, evidence-based medi-

cine arose out of clinical epidemiology and
was originally promoted by hospital spe-
cialists.2 It is defined as the conscientious,
explicit, and judicious use of current best
evidence in making decisions about the
care of individual patients.3 To date, the
emphasis has been more focused on mak-
ing specific decisions about the medical
care of individuals in secondary and ter-
tiary care settings.

In promoting evidence-based medicine
within primary care, it needs to be appreci-
ated that there are distinct differences
between secondary and primary care, and

that the development of evidence-based
primary care needs to be handled carefully.
Clinical problems in general practice are
often diffuse and difficult to define clearly.
Prevalences, presentations, pathologies,
and predictive values are all different in
primary care. Sensitivities and specificities
of diagnostic tests derived in hospital set-
tings may not be directly applicable within
primary care patient populations.

In general practice, it is always neces-
sary to appreciate the big picture in terms
of, for example, the breadth of information
used to make decisions and the combined
perspectives in relation to both population
care and individual patient care. Jacobson
et al have highlighted the need to maintain
the broader perspective by examining the
integration of the evidence with individual
care - in particular, the importance of
considering biomedical, personal, and con-
textual perspectives in reaching a diagno-
sis.' At the population level, GPs as com-
missioners of care need to be equally con-
cerned about another type of epidemi-
ology: public health epidemiology. In
Canada a few years ago, a debate raged
between the clinical epidemiologists (the
advocates of evidence-based medicine)
and the classical epidemiologists. Writing
in 1988, Last considered that 'the uncriti-
cal enthusiasm with which [clinical epi-
demiology] is being embraced in many
medical schools constitutes a danger
to health.'4 Clinical epidemiology is
not synonymous with epidemiology.
Commissioning groups of GPs need to
acquire skills in both clinical epidemiology
(evidence-based medicine) and public
health epidemiology to ensure appropriate
development of primary care. In my view,
none of the many new books on evidence-
based medicine directed at GPs meet the
need for a basic text that general practice
registrars could use in order to learn some-
thing of the science and art of classical epi-
demiology.

Ironically, the more books that are writ-
ten on evidence-based medicine and general
practice, the more obvious it becomes that
the primary problem is a major deficiency
in the evidence base in primary care. In
1995, Owen pointed out that 'medical
research has yet to address in any mean-
ingful manner what symptoms and signs
indicate in primary care: just how useful is
a particular symptom at predicting a cer-
tain disease, which symptoms are not use-
ful, and which symptoms will rule out dis-
ease.'5 The recent Medical Research
Council review on primary care research
and development (R&D) indicated that
there is a specific and urgent need for basic
information on the clinical epidemiology
of common problems (to support evidence-

based practice), primary patient assess-
ment, and the early diagnosis of chronic
diseases (Jenkins H. Personal communica-
tion). Critical appraisal skills have limited
value if there is nothing to appraise. More
energy should be directed to generating
research that relates to matters relevant to
the day-to-day care of patients in general
practice: I know how to appraise papers
but I don't know the best way to treat
warts effectively!
The advocates of evidence-based medi-

cine promote a hierarchy of evidence, ran-
domized controlled trials being held up as
the gold standard. In developing primary
care research to support evidence-based
practice, randomized controlled trials cer-
tainly need to be encouraged, but there is
also a need to explore the use of other
methodologies; for example, case control,
cohort, and qualitative studies.67 The over-
riding desire must be to ensure that the
R&D undertaken is rigorously executed
(i.e. protocol based, peer reviewed, and
publishable) and appropriately generaliz-
able. The promotion of evidence-based
medicine should not be permitted to distort
the research agenda within primary care.
The promotion of evidence-based medi-

cine in primary care presents unique
opportunities but also distinct threats to
primary care development. I would
encourage further debate on the generation
of a more rational, or dare I say 'evidence-
based', approach to the promotion of evi-
dence-based medicine within primary care.

NICK SUMMERTON

Department of Primary Care Medicine
The University of Hull
Hull, HU6 7RX
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