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Information was also recorded concern-
ing prescribed antibiotics and the results
of bacterial culture.

Figure 1 shows the percentage of the
total urine specimens examined that con-
tained antibiotics. Those samples contain-
ing antibiotics where antibiotics were and
were not stated on the request form are
also shown as a percentage of the total
urine specimens examined.
The percentage of urine specimens con-

taining antibiotic substances that gave a
positive culture was 16.0%, with all but
one of the bacterial isolates being resis-
tant to the agent detected in the cor-
responding urine sample. The percentage
of all urine specimens received from
general practice patients with a positive
culture was 18.8%. The high frequency of
positive culture for specimens containing
antibiotics suggests that many specimens
were sent to the laboratory after symp-
toms had persisted, despite treatment. The
higher frequency of positive cultures from
specimens sent with request forms that did
not state any antibiotic therapy compared
with those that did implies that in some
cases at least, the patient may have re-
turned to the doctor after an unsuccessful
attempt at self-treatment.
The assumption that all urine samples

containing antibiotics are 'nonsense
urines' is not correct for specimens re-
ceived from general practitioners in the
Leeds area.

M.R. MILLAR
P.I. LANGDALE

The University of Leeds
Department of Microbiology
Leeds LS2 9JT

References
1. Cruikshank JG, Gawler AHL, Hart

RJC. Cost of unnecessary test: nonsense
urines. Br Med J 1980; 280: 1355-1356.

2. Millar MR, Langdale P. Simple
microbiological method for the
identification of anti-microbial agents
presented in general practice. J Clin
Microbiol 1985; 21: 741-744.

3. Pelling W. Inhibitory substances in the
urine: an addition to the routine screen.
Med Lab Sci 1982; 39: 377-381.

Nurse-run asthma clinics
in general practice
Sir,
Recently general practitioners have been
criticized for the lack of diagnosis, under-
treatment and poor follow-up of
asthmatic patients. ' While it is generally
accepted that asthma should, chiefly be
managed in general practice, identification
of patients at risk, definite diagnosis,
effective treatment, systematic follow-up
and patient education are all essential for
successful management. We now have the
drugs to treat most patients effectively and

should be aiming for long-term preventive
treatment rather than the inherited system
of 'crisis intervention.

Ten years ago I would not have had the
temerity to suggest that nurses could, and
would, successfully run hypertension
clinics in general practice. Even 18 months
ago, I did not realize how receptive general
practitioners would be, both to the con-
cept of nurse-run hypertension clinics2
and to a hypertension training programme
for nurses. It would seem that many
general practitioners now feel that full ad-
vantage should be taken of the under-
utilized nursing talent available in general
practice.
We know that diabetic and hyperten-

sion clinics work in general practice3 but
what about asthma? One of our partners,
Dr Robert Pearson, who has a special in-
terest in respiratory medicine, felt it was
a natural progression to see whether a
suitably trained nurse could run an
asthma clinic which would be com-
plementary to our other clinic work.
With much encouragement from our

local chest physician, Dr Lawford Hill, I
spent a useful week on his chest unit and
spare moments were spent in reading and
'sitting in' on asthma consultations in the
practice. We set up a practice asthma
register which now has 500 patients (57o
of the practice population).
Our previous experience had taught us

the importance of having a structured
system and we developed a diagnosis and
management flow chart and an asthma
assessment/follow-up card to fit FP6.
The nurse-run asthma clinic operates by

receiving patients by referral within the
practice. Forty minutes are allowed for an
initial assessment and 15 minutes for
follow-up appointments. Apart from peak
flow measurements, spirometry, reversi-
bility and exercise tests and checking in-
haler technique, much time is spent on
patient education. Each patient is pro-
vided with a booklet and an individual
advice card. Although our aim is to
achieve maximum patient independence,
and many of the patients have their own
peak flow meters, they are encouraged to
contact the asthma clinic if they run into
trouble.
The nurse's activities could, of course,

be kept to a minimum (for example, just
recording peak flow measurements and
teaching inhaler techniques). We chose to
see how much responsibility could
satisfactorily be given to a nurse. From my
point of view it has been fulfilling, reward-
ing and stimulating - I am actually
making people feel better.
Some doctors may feel threatened and

resist the 'handing over' of their patients
to a nurse-run clinic; The nurse must take
care to show she is n,ot usurping the
doctor's position and that the emphasis

is on teamwork with no conflict of in-
terest. Mutual confidence and trust and
the readiness of the doctor to give advice
and help are vital.

It would have been impossible to
pioneer a nurse-run asthma clinic without
Dr Pearson's support, encouragement and
particularly his tuition. Recently, a
national programme of asthma study days
for practice nurses has been initiated -
the concept is exciting. However, its
success will ultimately depend on doctors
giving 'continuing' support and en-
couragement to their nurses after the
course.

In the future 'specialist clinic nurses'
could be employed by general practi-
tioners. These nurses would need to be
academically inclined and interested in in-
tegrating preventive care with therapeutic
care, as well as being capable ad-
ministrators and organizers. They would
fulfil, in my opinion, a very real need in
general practice for the care of not only
the diabetic and hypertensive patient but
also the asthmatic.

GRETA BARNES
Bridge House Medical Centre
Scholars Lane
Stratford-on-Avon
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Examples of special record cards,
diagnosis and management flow charts
and patients' treatment cards can be
obtair,ed from Mrs G.R. Barnes at the
above address. Please enclose a stamped
addressed envelope 10" x 7'.

Advice on applying for a
trainee post'
Sir,
I advertis.ed recently for a general practi-
tioner tfainee and the replies came roll-
ing in. I was disappointed to find that the
general standard of replies was so poor.
Over 80o of the applications were so
badly presented that I was tempted to
discard them without a second look.
Every year there are articles in the medical
press stating the basic guidelines for job
applicants in preparing their application
so that they maximize their chance of
overcoming the first hurdle and earning
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