
Letters

Frequency of patients' consulting in
general practice

Sir,
Although Dr Neal and his team are to be
congratulated on their important article
(January Journal), I wish to make some
additional comment.

While this may be the first inter-practice
study of its kind, I quantified the effect of
frequent consulting on the clinical work-
load in a sample population identified for
investigating this phenomenon as long ago
as 1966.1 I used this population as the
equivalent of a 'laboratory' situation from
which I could calculate the effect that the
frequent attenders would have on the work-
load of my practice population. The result
was that 16% of the practice population
created 43% of the consultations. In those
days, before well-woman clinics and other
forms of screening, this meant that the
effect on the clinical work of the practice
had been quantified. The result is not very
different from the more detailed description
in the Neal chapter on workload, which
indicates that I had properly quantified the
problem. Their study confirms my claim.

I also argued that the variation in work-
load, reported in many studies throughout
the UK at that time, could be explained by
small variations in the proportion of fre-
quent attenders in the population of the
reporting practices; although I used differ-
ent terminology in order to meet the
semantic biases prevalent at the time. I
think that the Neal team reinforced the
validity of this argument in their discussion
on modelling the variables. However, it is
disappointing that they did not investigate
variables other than age, sex, and practice
when they considered possible predictors
of frequent attendance. Westhead demon-
strated in the article from which they quote2
that neuroticism and introversion, as mea-
sured by the Eyenck Personality Inventory,
were relevant characteristics, as was a high
GHQ score. This was consistent with my
earlier findings.3 I also found that frequent
attenders also scored badly on the Raven
Progressive Matrices.4 Since both
Westhead's and my findings have been
available for many years, it is puzzling that
Neal and his co-workers did not try to build
them into their analysis in some way, par-
ticularly since one of the team, Morley, is a
clinical psychologist.
Dr Neal's team came to the same conclu-

sion as I: that the time and resource impli-
cations of frequent attenders are important
and need to be addressed. I would suggest
that further study of the psychological char-
acteristics that have been demonstrated to
be associated with those patients might
facilitate the better understanding that the

authors desire. It should be possible to fit
these characteristics into a multiple regres-
sion analysis and quantify their several
contributions. It might even be possible, by
establishing how populations vary with
respect to them, to build a predictive model
for the use of primary care resources calcu-
lated from the proportion of frequent atten-
ders identified in this way. Or am I still
ahead of my time?
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Video-recorded consultations

Sir,
In their paper, 'Comparison of video-
recorded consultations with those in which
patients' consent is withheld', Colman and
Manku-Scott (February Journal) refer on a
number of occasions to the video compo-
nent of summative assessment. They com-
ment that in summative assessment one
would need to demonstrate that behaviour
in consultations video-recorded for assess-
ment purposes were not vastly different
from others, and then they answer this
point by quoting Pringle's work in their
article.' They are concerned about the con-
tent validity of the video. A description of
the process would be helpful to the authors.
The instructions given to candidates for the
video-taped component of summative
assessment specify that the tape they sub-
mit must demonstrate that they are able to:
* Identify the reasons for the patient's

attendance
* Take appropriate steps to investigate

the problems presented
* Organize a suitable management plan
* Reach an agreement with the patient

on diagnosis and treatment, and
* Demonstrate understanding (in the

log) of what was going on in the con-
sultation.

The submitted tape must demonstrate
sufficient challenge and give positive evi-
dence of the skills required to pass. It is the
responsibility of the GP registrar to choose
consultations of an appropriate level of
challenge, and this demonstrates insight
into the process of competence/perfor-
mance.
We were invited just over a year ago to

demonstrate this tool at the National Board
of Medical Examiners in Philadelphia. This
body is responsible for all licensing exami-
nations in the United States and its method-
ology is paper-based. Its members have
been trying to develop a consultation model
for many years and felt that one of the great
strengths of the UK summative assessment
methodology was that the candidate chose
the material which demonstrated their com-
petence. Although the spread of consulta-
tions in relation to everyday general prac-
tice is important, it must be looked at in the
context of the methodology.
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How accurately do parents collect
urine samples from their children?

Sir,
The paper by Giddens and Robinson
(Feburary Journal) provides a welcome
boost to efforts to diagnose childhood uri-
nary tract infection (UTI).1 It is perhaps not
the 'accuracy' of urine collection by par-
ents that has been improved, but rather the
quality of advice from professionals and
the provision of equipment to parents.
Their method of achieving lower contami-
nation rates on laboratory analysis does,
however, seem to have produced a clinically
important, if not statistically significant,
improvement.
The authors rightly stress that the aim of

these efforts is not just to alleviate short-
term morbidity, but also to prevent (fur-
ther) renal scar formation. Therefore,
some of the most important data in this
paper concern the number of urine sam-
ples sent from the children most at risk of
renal scarring, i.e. those aged less than two
years.2 Eight of the 104 samples (7.6%)
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were from children in this age group; the
275 children under two years old (19% of
registered children) could be expected to
have had at least 500 consultations in the
six-month study period, many probably
for febrile illnesses. The more urine sam-
ples that are sent, the more UTIs are iden-
tified.3

Giddens and Robinson's report shows
that, even with an intervention, 'to raise the
profile of childhood UTI' in an interested
and motivated practice, urine collection is
still infrequently performed in children
under two years old.' The high contamina-
tion rate (which this study has attempted to
improve) may contribute to a high thresh-
old to obtain a sample, but the considerable
practical difficulties in collecting urine
samples from this age group are also likely
to be important. These include (perceived)
lack of parental cooperation, children being
'too sick', time pressures in practice, costs
of investigation, and availability of sample
collection and laboratory services 'out of
hours' .4
Having shown that parents can be

encouraged to collect samples more 'accu-
rately' and achieve lower contamination
rates, the challenge is then to overcome the
practical difficulties and facilitate investi-
gation for UTI in the youngest children.
Possible strategies for this are likely to
include further efforts to raise professional
and parental awareness of the frequency
and importance of UTI (including appropri-
ate dissemination of existing guidelines to
professionals,5 kits for parental collecting
and testing (urinalysis) of urine,6 and
resource allocation to support the cost of
testing more children and to make laboratory
services more available.4
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Female urinary incontinence

Sir,
I was interested to read the recent report on
female urinary incontinence by Professor
O'Dowd, published in the British Journal
of General Practice, February 1998. This is
a subject I am very keen to bring to the
attention of my practice nurse colleagues.
As was said in the article, many practice
nurses are not used to dealing with this
issue but they are ideally situated to do so.
General practitioners lack the time to cope
with this extremely common problem but,
with very little training, practice nurses
could make a considerable difference both
in encouraging these women to come for-
ward and in treating these women, many of
whom can be dealt with in the primary sec-
tor, thereby saving money for the NHS and
avoiding inappropriate referrals to the
urology clinic.

I run a service for these women within
our practice. It consists of assessment,
which is probably the most important part
of the programme, and then advice on blad-
der training, lifestyle, and pelvic floor exer-
cises as is appropriate. Most of the women
can be managed within the practice. This
has reduced our referrals considerably, as
previously all patients with incontinence
were referred to the gynaecology or urology
departments. This not only saves money for
the practice (we are fundholders) and the
NHS, but also saves the patient time wait-
ing at the hospital and also transport costs.

Incontinence is a very personal and
embarrassing problem, and the women
would much prefer to see their practice
nurse, whom they may already know and
can have direct contact with and who can
follow them up. This follow-up is essential,
particularly for the success of the pelvic
floor exercises. My recent audit of the
women I have seen with stress incontinence
(by far the biggest incontinence problem
for females) showed that 80% of the
women on my programme were cured or
substantially improved after three months
of exercises, and that all the pre-
menopausal women had no incontinence
after the three months. It is much easier in

primary care to follow up these women
after the three months, and therefore
encourage the continuance of the pelvic
floor exercises, as they are very likely to
see me about other issues; e.g. smears and
HRT.

If any of the women do need referral, the
nurse can act as a bridge for them. As with
all hospital appointments there is a waiting
list, and, by the GPs referring the women to
me for assessment first, we ensure that any
hospital referrals are appropriate and I can
initiate the pelvic floor exercise programme
and also give the women general advice.
We have found that this also saves time and
money as these women are then investigated
further (e.g. for urodynamics) without
delay. Previously the women were regularly
sent away after their first hospital consulta-
tion with a handout on pelvic floor exercis-
es and told to return after three months if
there was no improvement. There was, of
course, unlikely to be any improvement as
they had not been taught how to do the
exercises correctly and, with no follow-up
in the three months, were unlikely to perse-
vere with them, and perseverance and guid-
ance is definitely the key to success. The
practice nurse seems to be the ideal health
care worker to give this guidance and
follow-up.

With the cost of incontinence care for-
ever escalating, does it not seem sensible to
establish programmes like mine within all
practices? It is cheap to run, and by assess-
ing women in the practice ensures that they
are seen quickly by someone they are likely
to know. Many of them can be treated
within the practice, but where necessary
they are referred appropriately either to the
hospital or to the continence advisors.
Surely this is the way forward for inconti-
nence care.
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