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recruit patients to the study.'
It seems that the presence of counsellors

in general practice may allow for the man-
agement of significant numbers of patients
with mental health problems at a relatively
low cost within the practice, and therefore
allows the community mental health team
to get on with the central business of man-
aging those with fixed mental illness.

TERRY CuBiTr

Alton Health Centre
Anstey Road
Alton
Hants GU34 2QX
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Right From The Start

Sir,
The juxtaposition of the article 'Caring for
others: consider the emotional issues"
with the Right From The Start CD-ROM
advert in the December issue of the
Journal prompted us to write with more
details of the Right From The Start pro-
ject, which directly addresses many of the
issues raised by Dr Angus.
The Right From The Start initiative

emerged from a recognition of the wide-
spread unhappiness of parents about the
way in which they were told about their
child's disability. Poor communication
was at the heart of the problem.
Convened by Scope, following the

launch of the Right From The Start
report,2 a working group of representa-
tives from the voluntary sector, medical
professionals, parents, and people with
disabilities drew up a 'template' of good
practice. This template focuses on the val-
ues that are at the heart of good communi-
cation in this difficult situation: respect for

parents, children and childbirth, and posi-
tive attitudes to disability.
The Right From The Start project rec-

ognizes the support professionals need in
dealing with their own 'anxieties and vul-
nerability' if they are to avoid 'denial and
avoidance'. The project offers training and
discussion opportunities, with parents and
disabled people (themselves adequately
prepared and supported) playing an active
role.
The project has moved on from enjoin-

ing better practice to devising action to
improve it. A team approach, which
should include GPs, is not only advocated,
but also demonstrated by the initiative
itself. We have been aware throughout of
the relevance of the project beyond the
specific issue that is our concern. We wel-
come enquiries about the work that is
underway.
The educational initiatives include a

video, CD-ROM, good practice guide-
lines, and regional conferences which will
be held throughout 1998.

ELIZABETH MUIR

ANNE LEONARD

Right From the Start Working Group
c/o SCOPE
6 Market Road
London NW7 9PW

References
1. Angus CWG. Caring for others: consider

the emotional issues. Br J Gen Pract 1997;
47: 784-785.

2. Leonard A. Right From The Start. London:
SCOPE, 1994.

Summative assessment

Sir,
We at the Joint Committee are heartened
to note the enthusiasm and energy
expressed by Dr Cunliffe's letter (March
Journal). We also note Dr Cunliffe's call
for the use of the MRCGP examination as
a basic qualification for entry into our dis-
cipline in preference to a standard
imposed at the other end of the spectrum
of ability, represented by summative
assessment.
As a regulatory, educational, and stan-

dard-setting body, the Joint Committee is
as interested as Dr Cunliffe in setting an
ever-increasing level of entry into our dis-
cipline. The JCPTGP, however, had to
work within the confines of legislation
and of a professional consensus as to the
standards that it is reasonable to impose
from time to time.

Before the introduction of summative
assessment, there were no standards
whatsoever set for entry, and, given the
fact that Dr Cunliffe is dismissive of the
intellectual challenge set to him/her and
colleagues, perhaps it is reasonable to
assume that summative assessment is
presently pitched at a reasonable level to
assess competence. Of course, the
MRCGP remains available to Dr Cunliffe
and others who wish to demonstrate a
higher level of proficiency, and perhaps
that is as it should be for the time being.
Many of us in the Joint Committee

believe that, eventually, the MRCGP may
become a defacto requirement for admis-
sion into general practice as a principal.
That will come about, however, only
when general practitioners come routinely
to demand this qualification from aspiring
partners; this is the situation with other
specialties and it would therefore seem
inappropriate to introduce legislation only
for general practice. In the meantime, the
JCPTGP has been pleased to recognize, in
principle, that a pass in the MRCGP cer-
tainly subsumes and surpasses the stan-
dard set by summative assessment.

In general terms, therefore, we have
sympathy with Dr Cunliffe's desire for
raising standards, we also, however, have
a responsibility to introduce change at a
rate that is in line with general profession-
al opinion, but always mindful of our
responsibility for assuring standards of
medical practice for the patients whom we
serve.

BRIAN D KEIGHLEY

The Joint Committee for Postgraduate
Training for General Practice
14 Princes Gate
Hyde Park
London SW7 IPU

Counselling in primary care

Sir,
The paper by Harvey et al (March
Journal) will excite debate in counselling
circles for obvious reasons. It seems that
only short-term follow-up can be achieved
because of loss of subjects with longer fol-
low-up periods. Does this suggest that this
group of patients is unduly mobile, or that
the farther they are from counselling, the
less likely they are to agree to be studied?
I would argue that longer-term follow-up
is essential so that the likely immediate
placebo effects of both interventions,
which could be masking a difference, can
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have worn off. It is certainly remarkable
that, given the relatively stable popula-
tions in primary care, two-, three-, or even
five-year follow-up cannot be achieved.

However, would longer follow-up yield
results more 'favourable' to counselling?
With current measuring tools, I doubt it;
what we know of psychodynamics would
suggest that effective counselling is likely
to shift the baseline from which patients
perceive their satisfaction or dissatisfac-
tion with themselves upwards. Counselled
patients rarely lie down quietly and stay
counselled, they frequently come back for
more at a deeper level, and would be scor-
ing poorly on measuring instruments yet
again because of higher expectations. It is
rather like operating on a patient's leg
arteries and improving their walking so
that they then become disabled by angina.
We need more sensitive measuring tools
that allow for a baseline shift.

Counsellors feel that their presence in a
practice contributes to the overall func-
tioning of the practice, for example, by
taking some patients away from the doc-
tors they enable the latter to be less
stressed and perhaps more productive for
the patients they do see.
We should think very carefully before

we dispense with counsellors in our prac-
tices.

B S COLE

The Oak Street Medical Practice
Norwich NR3 3DL
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Hormone replacement therapy

Sir,
As Joy Townsend points out in her recent
paper (January Journal),' there are few
direct survey data on the prevalence of use
of hormone replacement therapy (HRT).
Using prescription cost data, Townsend
has estimated that use of HRT in England
in women aged 40 to 64 years has risen
from 2% in 1987 to 22% in 1994. This
compares with the current levels of HRT
use by 24% of postmenopausal women in
the USA and 47% of postmenopausal
women doctors in the USA.2 Townsend
suggests that, in England, HRT use will
increase further to 25% by the year 2000.

However, the prevalence of HRT may
be different in an inner-city, multi-ethnic

population. I recently carried out a pilot
study in an inner-city London general
practice using a computer search of pre-
scriptions for HRT preparations. I found
844 women in the practice, aged 40 to 65
years inclusive, of whom 114 (13%) were
current users of HRT and 58 (6.8%) were
ex-users. This number did not include
patients who have had HRT prescribed by
a previous GP or by a hospital (e.g. for
implants) and who may only be picked up
by a direct survey. This lower prevalence
in the inner city may reflect the difference
in doctors' prescribing habits or the indi-
vidual preferences of the patients.
As Philip Hannaford highlights in his

editorial,3 most women currently use HRT
for short durations only, and therefore
may be missing out on some of the longer-
term benefits, such as protection against
heart disease and osteoporosis.

I intend to conduct a questionnaire sur-
vey on all current users of HRT and a sim-
ilar sized random sample of non-users in
an inner London general practice. The aim
is to examine HRT use related to ethnicity
and educational level, and to discover
some of the reasons for women stopping
HRT and the beliefs about HRT use that
deter or encourage women to use it in my
inner-city population. This may shed light
on the obstacles concerning the use of a
potentially useful preventive treatment.

HELEN WINPENNY

London Academic Training
Scheme Registrar

Department of General Practice
St George's Hospital Medical School
Cranmer Terrace
London SW17 ORE
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STD and HIV screening in general
practice

Sir,
Harper et al (March Journal) found that
GPs in the South Thames region did not
routinely screen women, prior to termina-
tion of pregnancy (TOP), for STDs.' We

would like to debate the issue of whether
GPs should in fact be routinely screening
for STDs in women prior to TOP.

Current recommendations are that the
management of women undergoing TOP
should include a strategy for minimizing
the risk of post-abortion pelvic inflamma-
tory disease (PID). This can be achieved
either by the use of antibiotic cover (uni-
versal prophylaxis) at the time of the TOP
or by testing for STDs with treatment and
follow-up of positive cases.2 In
Leicestershire, both approaches are used:
one provider unit screens all women
undergoing TOP for STDs, the other
provider unit uses antibiotic cover at the
time of the TOP. Both strategies are sup-
ported by evidence from randomized con-
trolled trials.2'3 4 Although one might
expect screening before TOP to be more
effective as it allows for contact tracing
and treatment of partners of positive
cases, there is no published research that
shows that screening is more effective
than universal prophylaxis for prevention
of post-abortion PID. Screening before
TOP cannot therefore be recommended as
the preferred strategy for minimizing the
risk of post-abortion PID.

If one pursues a policy of screening
women for STDs prior to TOP, it is by no
means certain that this screening should
be performed by GPs. GPs may feel it
more important to spend their time coun-
selling a woman about having a TOP
rather than routinely performing a pelvic
examination and taking swabs for
chlamydia and other STDs. It was the
opinion of the multidisciplinary
Leicestershire genital chlamydia guide-
lines group that it was inappropriate for
general practitioners to routinely test
women for chlamydia prior to TOP, and
that testing should be performed by the
gynaecologist at the assessment clinic.
The group also felt that the operation let-
ter should state the result of the test and,
if positive, whether or not the woman had
been referred to a genitourinary medicine
clinic for contact tracing.5
We conclude that it is important that the

management of women undergoing TOP
should include a strategy for minimizing
the risk of post-abortion PID. We suggest
that this can be best achieved by ensuring
that there is a district-wide strategy to
make sure that all providers of termination
services follow current recommendations2
and offer either screening for STDs or
universal prophylaxis.

TIM STOKES

Department of General Practice and
Primary Health Care
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