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Why aromatherapy works cacy. Sadly, but unsurprisingly, they iden-issue to both patients and the NHS.

tified only small, poor quality studies and That large sample sizes would be need-
In his editorial accompanying our system-concluded that existing work is sufficient- ed to demonstrate a statistical effect is cer-
atic review of aromatherapy (Junely flawed to prevent firm conclusions tainly no reason to avoid research in an
Journal),! Vickers? concludes that ‘it is from being drawn. However, despite thesearea where evaluation is lacking and clini-
not of pressing scientific importance to reservations, five of the six studies includ-cal activity increasing. That poor quality
know whether aromatherapy enhances thed in this review reported positive effectsresearch benefits no-one is true. That
effects of massage, since the essential oilef aromatherapy, albeit short-term, inunderpowered research is of no value is
used in aromatherapy are not particularlyreducing anxiety and increasing well- more debatable. That aromatherapy proba-
toxic or expensive’. | believe that this being. All of the included trials were bly reduces anxiety because it involves
statement is misleading, perhaps evemindertaken in a hospital setting, oftenmassage is also possibly true. To conclude
unscientific. If massage therapy alone iswhen patients were in a state of acute ilfrom these points that we should not
effective, let’s use it. If the addition of health; e.g. post-surgé€ryr in intensive invest in a quality evaluation of an
essential oils isn't, let's not use it. In manycare? Aromatherapy is often undertakenincreasingly popular alternative therapy is
countries, e.g. continental Europe, masoutside of such settings and should ara view that we must strongly disagree
sage therapy is entirely mainstream ancffect be demonstrated for chronic dis-with.
covered by the health insurance systemszases, then only a small benefit may be
Aromatherapy, by contrast, is consideredooth clinically and financially important. LESLEY ROBERTS
worldwide as a complementary or alterna- Surprisingly, the authors do not con- SUE WILSON
tive therapy and has to be paid for privateclude that good quality research is
ly; one session may cost around £40 and eequired. However, this oversight is negli-
course of treatment might include six togible compared with Vickers’ editorial Department of Primary Care and General
10 sessions. suggesting that we actually need les$ractice

research. The systematic review is auniversity of Birmingham

EDzARD ERNST ~ research tool, aiming to summarise and=dgbaston
» appraise evidence in areas where the valugirmingham

Department of Complementary Medicine of 3 technology or intervention is uncer-g15 2TT
School of Postgraduate Medicine andiain5 Where such evaluations are unable

SHEILA GREENFIELD

Se?‘"h Scierful:zest to inform practice, the logical progressionReferences
25”'\\;??'%/ OP r)lieRer q must surely be the development of 1 cooke B, Emst E. Aromatherapy: a sys-
cloria Fark Roal research aiming to address this area of tematic reviewBr J Gen Prac000;50:
E;((eztirNT clinical uncertainty. X ?393]3963' Aromath Soes it mat
: ’ o H . uckie J. Aromatnerapy. boes It matter
VICI_(erS statement that ‘if massage is which lavender essential oil is used?
effective then aromatherapy — massage  Nursing Time<993;89: 32-35.
References plus essential oils — is also effective’ 3. Dunn C, Sleep J, Collett D. Sensing an
1. Cooke B, Emst E. Aromatherapy: a sys- may appear logical, even if it has no evi- ~ improvement: an experimental study to

tematic reviewBr J Gen PracR000;50: evaluate the use of aromatherapy, massage

493-496. d?”.ce base. Hovyever, one ,Of the goals of and periods of rest in an intensive care
2. Vickers A. Why aromatherapy works (even Clinical research is to establish which ele-  unit. J Adv Nurs1995;21: 34-40.

if it doesn’t) and why we need less ments of treatment regimens provide ben- 4. _\f/i_cléers A )\Nh)é arcr)]matherapél |works (even
researchBr J Gen Prac2000;50: 444- i i if it doesn’t) and why we need less
s efit. Many patients seek treatment from researchBr J Gen Prace000.50: 444-

aromatherapists (both within the National 445

Health Service [NHS] and privately) 5. National Health Servicéindertaking sys-

In their recent systematic review of aro-because aromatherapy is currently widely  tematic reviews of research on effective-

matherapy, Cooke and Erhstcknowl- accepted as an alternative therapy. ness: CRD guidelines for those carrying
. — . . out or commissioning revielf€RD

edge both the increase in its popularityTherefore, the additional cost and effec-  Report Number 4.] York: NHS Centre for

and the need to establish evidence of effitiveness of aromatherapy is an important  Reviews and Dissemination, 1996.
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In response...

with existing general practice diabetesWirral Hospital

registers. In case of uncertainty, caseNirral

The letters of Ernst and Robergs al
merely re-emphasise the central arguwith gestational diabetes, impaired glu-

records were examined manually. PeopléMerseyside

ments of my editorial.Ernst characterises cose tolerance, and those who had trandReferences

as ‘unscientific’ my assertion that researchferred out of the area or had deceased1.
on aromatherapy is ‘not of pressing scienwere excluded.

tific importance’. This is, of course, non- Complete data were available for 61
sense: it is one thing to set scientific prior-practices (population = 307 064). Results
ities, quite another to be against furtherare displayed in Figure 1. Practice regis-
research in some abstract sense. Ernst alsers yielded 5185 individuals, of which
fails to distinguish between the overall 635 had not been identified from hospital
costs of aromatherapy and its additionakources. Hospital and laboratory sources
cost in comparison with massage. Robertalone would have missed 11.2% of the 4
et alobviously take issue with my prioriti- total target population and practice regis-
sation of aromatherapy when they com-ters alone would have missed 8.2%.
ment that its effectiveness is ‘an importantindividual practice registers included 28%
issue to both patients and the NHS'. Thisto 100% of the target population. The sen- >
might be true. However, | seriously doubtsitivity of practice registers for identifying
that if you sat down a group of patients,known diabetes was 0.92 and the sensitiv-
doctors, nurses, researchers, and goveriiey of combined hospital and laboratory
ment officials and asked them whatsources was 0.89 with a positive predic- g
research we really need to help the NHSive value of 0.83. The prevalence of dia-
they would come up with: ‘How much betes recorded was 1.84%.

does the addition of essential oils enhance Diabetes registers are invaluable for the
the effects of a massage?’ Such a questioglelivery of healthcare for people with dia-
might seem a pressing issue in the narrowetes. Our data show that a combination
world of complementary medicine; in the of selected data sources spanning the pr
wider world of medical research, it barely mary and secondary sectors can be effe

Howitt AJ, Cheales NA. Diabetes registers:
a grassroots approadsMJ 1993;
307(6911):1046-1048.

Whitford DL, Roberts SH. Registers con-

" structed from primary care databases have

advantagesBMJ 1998;316:472.

Whitford DL, Southern AJ, Braid E,
Roberts SH. Comprehensive diabetes care
in North TynesideDiabet Med1995;12:
691-695.

Connolly V, Unwin N, Ditta Ret al Age
prevalence of known diabetes in a typical
British district: evidence for an increase
especially in the elderlypiabet Med1995;
21:S31.

Morris AD, Boyle DI, MacAlpine Ret al

The diabetes audit and research in Tayside
Scotland (DARTS) study: electronic record
linkage to create a diabetes register.
DARTS/MEMO CollaborationBMJ 1997;
315(7107):524-528.

Vaughan NJ, Shaw M, Boer &t al

Creation of a district diabetes register using
the DIALOG systemDiabet Med1996;
13(2):175-181.

Why do some practices respond to
@n educational intervention?
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1. Vickers A. Why aromatherapy works (even
if it doesn’t) and why we need less
researchBr J Gen Prac000;50: 444-

445,

Creating a district diabetes register:
input from primary and secondary
care is necessary for success

tively used to create a district diabetes

register. Various authors have reportedy, 1995 e conducted a trial of the ability
their experiences in compiling a district of 4 pyrse facilitator to promote screening
diabetes register by aggregating generay, carriers of haemoglobin disorders in
practice registers? We show that this is primary care! We recruited and ran-
clearly going to miss a significant number gomised 36 out of the 93 general practices
of individuals. The DARTS study from that regularly sent screening requests to
Taysidé used sophisticated electronic oy |aboratory. In 1996, the facilitator
record linkage of five sources of data tomade an average of three educational out-
compile a diabetes register. Our resultgeach visits to each intervention practice.
show that similar results can be achievedrhe main outcome measure was the num-
using simpler methodology and a smallether of screening requests from study prac-
number of selected sources. The onlgtices. Requests from control practices
directly comparable report in the literatureremained unchanged, while requests from
is from Vaugharet aP but the authors of intervention practice doubled. Most of this
that report do not mention the number ofincrease occurred in three single-handed
people with diabetes identified and thepractices and in one practice with four
receded prevalence of diabetes, making ipartners.

difficult to validate conclusions or make There is little information on the sus-
comparisons. The principles underlyingtainability of the effect of education out-
our work are applicable elsewhere andeach visits once a project has finisRed.
should help in the compilation of compre-However, the system set up to extract data

We report our experience in creating ahensive district diabetes registers in otheon screening request from the laboratory

district diabetes register. Sixty-four of 65

general practices and all hospital diabetes

clinics participated. Demographic data of
people with diabetes was obtained from
clinic management database at one ho
pital clinic, appointment systems at other

hospital diabetes clinics, and laboratory>heffield
HbAlc records. These were then groupedSlo 2JF

by general practice. This identified the

people with diabetes from each practice

that were known to the hospital clinic or

laboratory. These lists were compared

826

Qfloor O, Royal Hallamshire Hospital

districts. computer enables us to monitor the effects
of the intervention in 1997 and 1998.
There was no change in these years in the
number of requests from the control group
or from non-participating practices. Table
1 shows that some of the intervention
practices maintained increased screening
activity.

Can we explain the variation between
practices? There were no obvious differ-
ences between responders and non-
responders in intensity of contact with the

SOMDUTT PRASAD

Glossop Road

E-mail: S.Prasad@sheffield.ac.uk

KAREN JONES
RUSSELLP FHILLIPS
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overview of the impact of the initiative on
individual participants and on the devel-
opment on general practice locally,

Table 1. Number of screening requests from each intervention practice, 1995-1998.

Practice number 1995 baseline 1996 intervention 1997 1998 . - .

nationally, and internationally.
1 46 94 68 72 Please write with any information that
2 41 112 141 129 might help to David Metcalfe or myself at
3 26 84 150 45 one of the addresses below. Clearly, the
‘5‘ gg ég Zg gg fuller the list of participants that we can
6 38 46 58 67 construct, the more sensitively will the
7 33 38 29 18 result of our study reflect the range of
8 13 18 18 8 opinions and outcomes.
9 12 9 21 25
10 10 27 21 26 JOHN HOWIE
11 10 10 2 0 .
12 4 9 14 12 4 Ravelrig Park
13 3 7 0 0 Balerno
Total 295 587 661 532 Edinburgh

EH14 7DL

facilitator or in practice staff's knowledge BEATRIX WONKE

of genetics. The surgery premises of the

initially responding practices were in Haematology Department
wards with 30% to 45% ethnic minority Vhittington Hospital
residents and a likely annual Iist Highgate Hill

‘turnover of about 15%. The relatively -ondon

DaviD METCALFE

Westgate Barn
Milburn
Penrith

CA10 1TW

low total numbers screened make it
unlikely that these practices relaxedReferences )
because they had finished screening thel: Modell M, Wonke B, Anionwu Egt al A

- . multidisciplinary approach for improving
relevant groups. The facilitator believed  sepices in primary care: randomised con-
that a sustained positive response depend- trolled trial of screening for haemoglobin
ed on the active involvement of practice $ﬁg:ﬁ§gi50“4érligr?%ilngn8;%b Davis
nurses, who had. some aUt.onomy’ but™ DA, et al Educational outreach visits:
worked closely with supportive general effects on professional practice and health
practitioners. An ‘opinion leader’ is care outcomes. In: Cochrane
important; Screening activity decreased CollaborationCochrane Librarylssue 2.
dramatically in Practice 3 when the senior
partner retired.

Oxford: Update Software, 1999.
Why did several practices not respond?

The pressure for more randomised trialg\jSp foundation leadership courses ed us for advice and it is obvious from
can create problems in primary care their enquiries that wheels are being re-
because the unit of randomisation forggy 3 number of years from the mid-invented right across the country.
evaluation of practice-based interventions;ggos, a series of residential developmeniiowever, national policies must recognise
is usually the practice. This makes it diffi- cgyrses for doctors with ‘leadership that much of the literature concerning
cult to avoid pressuring ambivalent prac-potential’ were held at various locations infefugee care looks at relatively well-
tices to collaborate to achieve the samplgehe UK and Ireland. The courses wereestablished, homogenous groups with sup-
size needed. There is some evidence thalgnceived and developed by Marshallport from community organisations. New
this occurred in this instance. There mightyjarinker together with a tutors group in arrivals have different problems to face
have been a more uniformly positive which David Metcalfe, David Pendleton, and their needs change over time.
response if we had only recruited practicegnd others played key roles. The venture The authors rightly point out that over-
where the project was supported by theyas carried out in partnership with region-coming language barriers is a priority for
whole primary care team and tailored theg| advisers throughout the UK and fundedocal providers to address. Unfortunately,
basic educational programme to the needgy the MSD Foundation. the reality in most provincial towns is that
of each practice rather than relied on a "Now, a decade on, we would like to trained interpreters do not exist for every
standard package. reflect on the success of the initiative.language encountered. In south-east Kent
However, unfortunately, we no longer there are no qualified interpreters for three
have records of who took part in the cours-of the four principal languages spoken by
es. This letter is an invitation to those whoour patients. GPs have to become more
did take part to write to let us know of creative in communicating with asylum
their current whereabouts and to give us seekers. We use a range of written materi-
Department of Primary Care andshort resumé on how their careers haval that covers many common situations.
Population Sciences developed. Any information on where to Asylum seekers with good English have
Level 2, Holborn Union Building find others who were also course member$elped us in its production.

Refugees, asylum seekers, and gen-
eral practice

There is a real need for central co-ordination
and exchange of experiences among pri-
mary care professionals working with asy-
lum seekers (Julyjournal),* especially

since the new arrangements for dispersal
were introduced in April. GPs and trusts
from Glasgow to Plymouth have contact-

MICHAEL MODELL
MAREN KHAN
BERNADETTE MODELL

Highgate Hill would also be appreciated. The authors point out some of the pur-
London We then hope to carry out a simple surposes of a primary care service for asylum
N19 3UP vey of how members have progressed irseekers but fail to mention others that are

E-mail: M.Modell@ucl.ac.uk the years after the courses and present af vital importance. It is essential that
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services recognise that asylum seekerthat many of our patients had been giverinhalers that are then used incorrectly or
arrive in England with little understanding an Easi-Breathe inhaler instead of aeven discarded could be enormous.
of the National Health Service. Asylum Clickhaler. As a small research study, IPatients’ respiratory symptoms may also
seekers need to know at an early stagtelephoned seven pharmacies in the area deteriorate, causing stress and discomfort
what they can and cannot expect from theandom and asked the pharmacists whadnd putting them at risk.
health service. They also need help tanhaler they would give the patient if pre- The number of inhaler devices on the
negotiate the complex bureaucracy thasented with a prescription for a market continues to increase and it gets
plagues access to its services. Beclomethasone breath-activated powdeever more confusing for patients, pharma-
Finally, health professionals must avoidinhaler. All bar one said that they would cists, and health professionals alike. The
indiscriminately applying a medical model give an Easi-Breathe, which is an aerosolgost of good respiratory care continues to
to all the complaints, symptoms, and dis-not a powder inhaler. Further investigationrise and those of us running clinics need to
tress presented by these patients. Thehowed that this generic form of breath-be aware of cost when prescribing. Every
majority of refugees, including those whoactivated powder inhaler did not presentdevice has its pros and cons, and there is a
have experienced torture, are resourcefubn the picking list on the computers inplace for them all, but using the cheapest
survivors of oppressive societies and nosome of the pharmacies. inhaler device that suits the patient is
victims in need of specialist catele | contacted the pharmacist advisorsgood, sensible care. However, once the
have been impressed by the therapeutiattached to our primary care group (PCGhest device has been decided upon, and
value of just listening while individuals and further investigation by them showedthe patient taught how to use it, it is
tell their stories, even if this has to bethat some pharmacy computers defaulteémperative that the correct device is pre-
done in broken English. Other interven-when the dry powder option was typed in,scribed and dispensed. Patient care must
tions that we have found improve well-changing the  prescription to be our main priority.
being include facilitating access to Beclomethasone breath-activated and Would it make sense if inhaler devices
English language courses, getting childremesulting in the patient incorrectly being are exempt from the pressure of generic
into school, and encouraging people togiven an Easi-Breathe. Steps have novprescribing, at least until these problems
celebrate their own religious and nationalbeen taken locally to highlight this prob- are resolved? Until then, health profes-
festivals together. lem and inform pharmacists in an attemptsionals need to be aware of the problem
to ensure that this does not continue taand liaise with their local pharmacists to
SARAH MONTGOMERY  happen. The computer companies conensure that patients are receiving the cor-
PeTERLE FEUVRE Cerned have also been contacted and afect device and the best care possible.
trying to rectify this mistake but this may

Guildhall Surgery take time.
65-69 Guildhall Street When writing generic prescriptions for SHEILA SMITH
Folkestone inhalers, confusion can arise betweenrhe AshLea Medical Practice
Kent numbers of devices. Clickhalers,Linden House
CT20 1EJ Autohalers, and Easi-Breathe are all30 Upper Fairfield Road
devices that may be substituted in errorLeatherhead
References Some points highlighted by the PCG Surrey
1. Hargreaves S, Holmes A, Friedland J. group are: KT22 7THH

Refugees, asylum seekers, and general o o
practice: room for improvemenBr J Gen D If when writing a prescription the

Pract2000;50: 531-532. words ‘Clickhaler’ or ‘Authohaler’
2. Bracken P, Giller J, Summerfield D. h L il b
Rethinking mental health work with sur- appear, the prescription will beé g\:4ance-based medicine
vivors of wartime violence and refugeds. processed as a branded prescription
Refugee Studiek997;10(4): 431-442. but writing ‘Asmabec’ generically L
can cause the problems already dis:rhe .°|.d adage that any publicity is go_od
cussed publicity means that | welcome David
L e To differentiate between Aerobec andKem'Ck’S paranmd attack on evidence-
Problems prescribing inhaler Easi-Breathe: Aerobec needs to bd?@sed medicine (EBM) (Augugourna).t
devices prescribed by brand, as when writtencemral changes to health care provision

. . generically pharmacists will only be seem to have come thick and fa;t over the
Recently, patients have been presenting to  aimbursed for the cheaper productpaSt 16 years since | started in general
the asthma clinic | run in a medical prac- the Easi-Breathe ‘practice. First, it was a swinging handbag
tice in Surrey complaining that their var should be : rescribed b brandapproach, now the people making changes
inhaler devices have been changed. Some Q P y hide behind the initials of EBM, NICE,

due to possible confusion around the ) .
were confused about how and when they  j,ce adFj?ustments required etc. as outlined by Kernick.
should be using the ‘new’ device and, )

" But the people working within these
. ) . The majority of these products can be o o
some had just stopped taking their med- Jorty B organisations are not the politicians mak-
ication, putting themselves at risk and

prescribed generically but care is. the ch Certainl ;
: . required when selecting the appropri-N9 the changes. Certainly (as in any
allowing asthma control to deteriorate. | ate organisation) there may be a few who see
> - product. : 2 . .
wondered if this was happening because their CBEs glowing in the faint distance
branded repeat prescriptions were being Nurses running asthma/respiratory clin-and will toe the party line while massag-
changed to generic as they were presentdds take a great deal of time ensuring thaing the data. But the ones | have met are
and that confusion was arising whenthe device chosen suits the patient anall health care workers who believe that
choosing from the ‘picking list’ on our care is taken to ensure that patients caknowledge empowers the patient and the
surgery computers. use their device correctly. The cost impli-health professional, enabling better
As | was studying this list, | realised cations of patients being given incorrectinformed choices to be made. The art is
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the sharing of that knowledge and thetell her about fast access referral, etc. butase (rubella) was the starting point for
decision-making. The aim of EBM, she continues to ask how likely it is thatthis categorisation, with sixth disease
Cochrane, Bandolier, etc. is the translatiorthe lump is a cancer. A common enoughbeing roseola infantum and the suggestion
of research into usable, accessable knowlguestion but an answer was not found irfor a seventh disease being Kawasaki’'s
edge. This work is (despite Kernick’s the latest cancer guideline. It has taken aiseasé:® As for the first and second dis-
implication) seriously underfunded andlong time and much effort to track down ease, it is not known which came first,
relies mainly on the enthusiasm of unpaidthat answer. What is the probability of ameasles or scarlet fever. It would also be
professionals working in what is laughing-woman with UTI symptoms having a interesting to know if an eighth disease
ly called their spare time. They frequently UTI? How does this probability change if has been described.

question government guidelines (where isa dipstix is negative? The list of questions

the evidence for influenza vaccination ofgenerated each day is large. Some are GARY SMITH
everyone over 65 years of age? — we ar@mportant, some occur frequently. TheseHampton-in-Arden Surgery
told by the government that severalare the ones | want answers to. Fentham Hall

studies have shown benefits but which, | don’t want to wade through text- Marsh Lane

what did they show, etc.) and clash withbooks; | don’t want to search through Hampton-in-Arden

authority. complicated systematic reviews; | certain-gg|ipyll
Kernick has only uncovered thely don't want Medline. What | want is ggo gaH

York—Oxford axis but | am afraid his simple, one-line answers with the strength

paranoia has only led him a limited wayof the evidence displayed so that | canreferences

into the labyrinth. This axis is only part of then use this knowledge in the context o R ) )
. : - - ) 1. Raven H. An epidemic of “fourth disease”.

an international network of mostly unsup-the patient in front of me. But that's my Lancet1923: 950-951.

ported individuals working to make personal system. We are applying for 2. Morens D, Katz A. The “fourth disease” of

knowledge explicit. This work often has funds to find out what you would want childhood: re-evaluation of a nonexistent
the effect of limiting the knowledge to and need. Perhaps then Kernick will start gfgaseAm J Epidemiol 991;134: 628-

specific areas covered by the research. Fdo believe that what we are trying to do is 3 powell KR. Filatov—Dukes' diseasém J
example, rather than just accepting thahelp ourselves and others have access to Dis Child 1979;133:88-91.

drug X cures condition Y (drug company the knowledge in a way that they/we

promotional material), the evidence-basedvould find useful — not to further our

knowledge may show that the researctacademic careers.

only demonstrated a marginal improve- But meanwhile, | agree with Kernick, The continuing legacy of medicine
ment in one endpoint (not necessarily ofthese are dangerous times. Trust no onéf the Third Reich

much importance to the patient sitting inappraise the evidence for yourself; ques-

front of me). At other times, the evidence-tion the guidelines; and in the lowland| would like to draw the attention of your
based knowledge may demonstrate thaswamps of primary care keep using thereaders to some important issues that |
the cheap medicines are ineffective ininsect repellent of sceptical caution towas made aware of when attending the

comparison with the expensive. subdue the irritating bites of political Sixth European Conference of the World
But what about the guidelines Kernick change. Organisation of General Practice
mentions? With 27 kg of paper guidelines (WONCA) in Vienna in July this year.
(2.2 kg from the cardiovascular NSF MARTIN DAWES The opening session, which was attend-
alone) | am not surprised that we are nob . . ed by international television and radio,
entre for Evidence Based Medicine

dealt with ‘The Continuing Legacy of
Medicine of the Third Reich’ and
‘Lessons of the Holocaust’. Other issues,
such as apartheid, euthanasia, doctors’

following them. We have a massive . .
implementation of expensive computerﬁﬂ%’ig{;'gemaortﬂ%rﬁt of Medicine
programmes to help with this. But these hn Rad I'F:‘f Hosnital

have been produced in total ignorance o[])o fn da clitte Hospita

an area Kernick did not attack. All of us in O;§r9DU involvement in the medicalisation of the
EBM, HlMPbe eltc. haVﬁ fallenkinto Lhe death fpenalty in the USA, and rlehatéilita-
same trap of believing that we know how tion of torture victims were also dis-
knowledge should be provided. Yet WeReference cussed. At the subsequent panel discus-

; 1. Kernick D. Liaisons dangereuses — a con- i i i
know almost nothing about how health spiracy exposeddr J Gen Prac000;50: sion, it was unanimously agreed that a

professionals need or use knowledge dur-  ggo-631. working group should be set up to study
ing consultations. How many times did the ethical issues of involving doctors in

you need medical knowledge during your these horrors.

last surgery? What type of knowledge was Of perhaps even greater concern to your
used? What were you uncertain aboutBSlapped cheek is fifth disease: but readers will be the following facts. There

Until we answer the question of whatwhat of the others? is still continued use of the Pernkopf Atlas

knowledge we need and use during con- by Austrian medical students. The illustra-

sultations, | believe that primary care will In 1923, en epidemic of ‘fourth disease’tions of this atlas are thought to be based
continue to largely ignore all the pieces of(Dukes—Filatov disease) was reporfed. on concentration camp victims with the

paper and computer information deliveredThus, the commonly diagnosed fifth dis-original artists using SS symbols in their

(unasked for) to our desk. ease (erythema infectiousum, nicknamedsignatures.

I know what | want — answers to ques-‘slapped cheek’) was not a randomly cho- There is also the unresolved case of Dr
tions. A woman who comes to me onsen starting point for the numeration ofHeinrich Gross, an Austrian doctor
Thursday evening for the first time com- childhood exanthema (acute infectionsaccused of killing children in a Nazi
plaining of a breast lump wants to knowwith associated rashes). euthanasia centre. Many of the brains
what the chances are of it being cancer. | A literature search reveals that third dis-removed from these children are still
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standing in an Austrian anatomical musewonder my patient was more worried prison nor the suddenness of the deaths.
um and cannot be buried until the case oabout the vaccinations than the long airSome lads have to cope with multiple

Dr Gross is finally concluded. He recently flight. bereavements — the record was 12 veri-
claimed inability to plead at a court case fied deaths during an 18-month sentence
and subsequently walked free from this. KEN HARVEY = — and cannot grieve normally in this
He then gave a perfectly coherent inter- restrictive environment. Crying tends to
view to the media, delighting in the cases’™Ma€Sgwyn be debarred by a macho culture, an overt
outcome. Trefecca display of anger may end in the punish-
Finally, it is extremely sad that Brecon ment block, and suicidal gestures are fre-
Professor Neugebauer, an Austrian who i€ 9WyS quent.
looking into many of these unresolved LD3 OPW Often the root cause of teenage impris-
‘medical issues’, has recently had a case onment is loss by death or family break-
of defamation of character brought againsfReference down. We are not handling these situa-

him by Dr Jorg Haider, supported by thel. Lawlor DA, Burke J, Bouskill Eetal Do tjons well and need to develop a better

Austrian Minister of Justice. EQSI?E ggﬁg%f?;;ﬁ?é’r'g "j‘dégr‘:ate understanding of the ways bereavement

| feel that your readers, as both doctors  pract2000:50: 567-568. affects the young. Little research has been
and European citizens, should be aware of done in this field. Could the primary care
some of these issues, about which | would teams help?
be happy to supply further details.
Unresolved grief in young offenders DEw! REES
LoTtTENEWMAN  in prison
The White House E:gg E;)rt]t:ge
1 Ardwick Road The paper by Finlay and Jones (JulyStretton on Dunsmore
London Journa)! deals with an aspect of bereave-
NW2 2BX ment that is rarely examined. | have expe-Warks
rience in this field, so offer these com-CV23 9HL
ments.
_ ) First, gaining access to bereavedReference
Travel agents’ misleading health offenders is not easy, even when the 1. Finlay IG, Jones NK. Unresolved
advice prison staff want to be helpful. This, | grief in young offenders in prisoBr

. believe, is also the experience of Cruse  J Gen Prac000;50: 569-570.
Lawlor et afs excellent paper on advice and the Samaritans. Under the auspices of
provided by travel agents (Jubpurna)*  the Prison Chaplaincy Service, | have reg-
reinforces my view that their only aim is ylarly visited a young offenders’ institute
to sell as many holidays as possible. Lasgince 1996. During that time, | have beertMy GP doesn’'t know that | smoke
year, one of my patients was going to thessked to help 150 teenagers with severe
Maldives on a direct flight package, pbereavement problems, which may indi-I read with interest the article by Wilsen
arranged by one of the largest travel comgate the numbers needing help nationwideal (JuneJournal)! comparing smoking
panies. The printed advice sent with thea|so, | have spoken to 100 consecutivedata from a postal survey and GP records.
confirmation stated that protection wasnew admissions during their induction They usefully draw attention to the diffi-
required for hepatitis A, polio, typhoid, period. Of these, 53 mentioned significantculties in obtaining accurate data about

and tetanus. bereavements, mostly of friends who hadsmoking. However, | am not convinced by
However, the company then covereddied suddenly from RTAs, drugs, suicide,their arguments that GP data give an over-
every option by advising: and murder. Fourteen deaths were fromestimate of smoking prevalence. Both

natural causes and among these were stkeir sources of data derive from patients’
parents: recollecting the deaths of theirself-report, either to a questionnaire or to
mothers appeared to be particularly disthe GP, and both are likely to give under-
turbing. estimates because of smoking deception.

Prisoners continue to experience The issue of smoking deception needs
bereavement while serving their sentencemuch more attention. There is now a large
probably more frequently than is the normliterature on this, though, unfortunately, it
outside. Particularly hard to bear is a deatlis scattered through journals of epidemiol-
associated with parenthood. Many teenagegy, health psychology, chest medicine,
prisoners have children and are devastateand so on. Many studies have been done
if their child dies, or is stillborn, or if the comparing biochemical measures with
girlfriend has the pregnancy aborted.self-report of smoking. There are always
These events are not uncommon, nor isubjects who say they don’t smoke but
K the arrival of a ‘Dear John’ letter, itself a who test positive on the biochemical mea-
orm of bereavement. Prison officers usu-sure. Studies have shown, for instance,
ally react sympathetically to these losseghat self-reported ex-smokers have higher
but there is little they can do to help and ifrates of deception than self-reported non-

They could have included, totally the inmate is allowed to attend the funerasmokers and that subjects undergoing a
unnecessarily, the Royal Flush of Rabiesit is under escort and in handcuffs. cessation intervention are more likely to
Japanese Encephalitis, and anthrax. There Initially, | was not prepared for the high misreport their smoking status than others
was no mention of HIV prevention. No incidence of bereavement that occurs irunder no pressure to gdit.

» Malaria tablets for a malaria-free area
via a direct package flight. (If the
package went via the Indian sub-
continent malaria cover would be
required.)

e Yellow fever — only necessary if
arriving from a yellow fever zone.

* Meningitis — not required.

e Hepatitis B — only if in an at-risk
group, mixing too intimately with the
locals or travelling in the wilds.

e Hepatitis C — no such vaccine is
available yet.

e Cholera — not available in the U
and not recommended anywhere b
the World Health Organisation.
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From another angle, Hatziandreuaf ~ Dermatology-trained practice
compared total self-reported cigarette conNNUrses
sumption from national surveys in the
USA with consumption datérom ciga- In their study, Kernicket al (July
rette excise taxes. The ratio of self-reporteddourna)* concluded that their study was
consumption to the excise tax estimateuinderpowered to detect a change of 50%g
was 0.72. This under-reporting is partlyin the dermatology life quality index
explained by smokers under-reporting the(DLQI) by the intervention of a nurse-run
number of cigarettes they consume andlinic. They found a significant improve-
partly by smokers misrepresenting them-ment in a patient-generated measure but™
selves as non-smokers. were unable to show an improvement on a

We should recognise that self-report ofgeneric quality of life scale (the
smoking is a subject's own account of anEuroQOL).
addictive behaviour; we do not expect Guyattet aP suggest that if a study
high reliability from addicts. For example, shows no difference in health-related
on an anecdotal level, one of the smokingluality of life (HRQOL) when patients 6.
cessation advisors in my district recentlyreceive a treatment compared with a con-
told us that his clients often ask about conirol intervention, clinicians should look
fidentiality because, as they say: “My GPfor evidence that the instruments used 7.
doesn’t know that | smoke.” have been able to detect small or medium

Smoking deception introduces errorSized effects in previous investigations.
into all kinds of studies. Its relevance for The DLQI was developed using responses
the practising GP, who is constantly urgedfom patients attending a hospital derma-

life of primary care patients with eczema
and psoriasiBr J Gen Prac2000;50:
555-558.

Guyatt GH. Users’ guides to the medical

' literature. XII. How to use articles about

health-related quality of lifelAMA1997;
277(15):1232-1237.

Finlay AY, Khan GK. Dermatology Life
Quality Index (DLQI) — a simple practical
measure for routine clinical usélin Exp
Dermatol1994;19(3): 210-216.

Jaeschke R, Singer J, Guyatt G.
Measurements of health status: ascertain-
ing the minimal clinically important differ-
ence.Controlled Clinical Trials1989;10:
407-415.

Guyatt GH, Cook DJ. Health status, quality

5.
of life, and the individualJAMA1994;

272(8):630-631.

Campbell S. Who cares for patients with
psoriasis? A qualitative study of the impact
of psoriasis on patients’ liveeur J Gen
Pract1996;2: 101-103.

Finlay AY, Ryan TJ. Disability and handi-
cap in dermatologyint J Dermatol1996;
35(5):305-311.

to advise patients to stop smokihig, this:  tology outpatient clinic who might be

Outpatient appointments

smokers who deny smoking cannot beexpected to be individuals more SeVel’ely

reached by GP advice. Furthermore, | susffected than in a community settifidt

pect that GPs’' ambivalence about dis-Uses a scale that has a maximum of fou

cussing smokingstems partly from the gradations, which may not allow the ‘min-
conscious or subconscious awareness thihal important differencé’to be detected.

smokers may not be telling the truth. =5

appears to have been more sensitive

ALISON JACKSON i o =S

argument for incorporating individual

Cape Hill Medical Centre patients’ values into HRQOL toofsThe

The patient-generated clinical measure%1
i

detecting these changes, strengthening th&

| welcome the recent introduction of a
faximum two-week wait for an outpatient
appointment for patients with suspected
cancer and the accompanying referral
uidelinest However, | was surprised that
e guidelines are expected to cover 90%
patients with cancer.

| have undertaken an audit of the elec-
tronic and paper notes of all patients with
a diagnosis of colorectal cancer (CRC)

Sregistered with my practice from 1990 up

147 Cape Hill psychological morbidity caused by skin

Smethwick disease (and psoriasis in particular) i

West Midlands often underestimated by health professiong ™y April 2000. Thirty-six patients had
B66 4SH als®” There were no psychological symp- '

E-mail: jackson@charis.co.uk

three for the purposes of the study. In th
gqualitative responses,
expressed embarrassment, fear about t
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toms in the list of eight aspects of their
skin condition from which patients chose

this diagnosis. Nineteen patients were
dead or had moved away and could not be
included. Of the remaining 17 patients,

é fhine (53%) fulfilled the current guidelines
participants

for urgent referral; in one case, the notes

ere unclear. All 17 patients were
referred immediately on presentation.
" There were seven patients who did not
ulfil urgent referral criteria at the time of
resentation. Two subsequently fulfilled
the criteria at the time of referral but one
fvas three months and the other 12 months
after the initial presentation. Two of these
seven patients were referred immediately
and two within three months of presenta-
tion. Two of the seven patients not fulfill-
ing current guidelines presented with rec-
tal bleeding and one with altered bowel
habit but as these patients were less than
60 years old they fell outside current
guidelines.

It is difficult to draw conclusions from
a small and retrospective audit such as
this. The patients who died from CRC are
more likely to have a more advanced stage
of tumouf and, therefore, more likely to
fulfil referral criteria. However, even if all
the patients with incomplete data fulfilled
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the current criteria, this would only com- control homes in the same health authorityadding variables to it. However, the nor-
prise 81% (29/36) of the total. Thesematched for patient dependence. During anal criteria P<0.05) rather than these less
guidelines present a paradox: early stagéwo-week period in January 1998, therestringent criteria should be applied to con-
CRC tumours have the best progndsis,were 78 visits to the subject homes, whichclude inequity of access. Hence, the
yet to maintain reasonable sensitivity andfell to eight during the equivalent fortnight value of 0.087 for ethnic group in the
specificity these guidelines are less likelyin 1999. During the same periods in thelogistic regression models on GP interven-
to include early tumours. | hope that care-control homes, there was a smaller reduction should be interpreted as statistically
ful data collection is currently being tion in visits (286 versus 215). A chi- non-significant. Furthermore, as the
undertaken of all patients referred to hossquared test confirmed that the reductiorauthors carried out testing of 12 potential
pital with suspected CRC, both within andin visits was the result of the introduction predictors, appropriate adjustments for
outside the two-week referral system. Thisof the ECNHP P<0.0005). We conclude multiple testing should have been made.
will enable the refinement of these guide-that this dedicated, supplementary servicédence, the criteria for a result to be con-
lines to ensure that more early-stageeduced the nursing home visit workloadsidered statistically significant would
tumours are treated, leading to a reductiomnf registered GPs by 89.7%. become even more stringent.
in mortality. Visits were the largest component of  The authors found that GPs were more
expense in Grooret als study; we have likely to intervene in the presence of a his-

PETER ROSE

Mill Stream Surgery
Benson
Wallingford

Oxon

OX10 6RL
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idents. Using itemised costs published inToft Road Surgery
1997, they conclude that each patient creToft Road
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£218.52 annually. They suggest that sucl¢heshire
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proactively, all aspects of general medicalventions can be influenced by non-clinical
services for four three-hour sessions eacpatient factors and concluded that the cur-
week (7.1% of time). Cover for the rent practice may not be equitable.
remaining 156 hours of the week is pro-However, their analysis and interpretation
vided by the patients’ registered GPs. of their results may not be correct.

We examined the number of visits by  In their analysis, the authors correctly
the registered GPs of the residents of thesstated that to develop a multivariate model
nursing homes before and after the introwith optimal predictive power less strin-
duction of the ECNHP compared with gent criteria P<0.1) are recommended for
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