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attendance, and also agree substantially
on our morbidity findings.
The two studies were conducted in

dissimilar practices and Westhead's atten-
dance rate is lower, even at current (1984)
levels than my own. This provides an op-
portunity to assess the validity of the con-
clusion that a high 'N' score indicates the
presence of a factor associated with a high
attendance rate. Although *no formal
statistical comparison between the two
practices is possible here, it is clear from
the difference between the high scoring
groups in Westhead's practice and the low
scoring groups in my practice - 9.00 and
9.78 in the former and 23.6 and 24.7 in
the latter - that it would be consistent
with the observations to argue that my
practice has higher work rates because of
a larger proportion of people with a high
'N' score. In this respect the two practices
have different proportions of people who
have this type of vulnerable personality.

Westhead defined his frequent attenders
as the top 10% of his practice and found
that they were responsible for 30% of the
total practice work. I calculated the
equivalent figures from my sample and
concluded that 15.7% of the practice
population was responsible for 40%7o of
the practice work. These proportions are
similar.
The two studies provide a logical ex-

planation for the anomalous finding that
the number of consultations made by a
practitioner is not related in a linear way
to list size'0 and that reducing list sizes
would not necessarily result in a reduction
in workload which was directly propor-
tional to the change in list size." The
minimum requirement would be that all
practices should have equal proportions
of frequent attenders.
The phrase, 'frequent attender', is

simply a convenient label to categorize
people according to the demands they
make on their practitioners. The 'N'
dimension of personality is only one fac-
tor which can put an individual into this
group. Westhead's and my studies together
confirm that there is no reason to assume
that the proportion of vulnerable per-
sonalities is the same in every practice.
This conclusion is supported by
Shepherd's earlier finding'2 that minor
mental illness was distributed unevenly
among the London practices in his survey,
and that this inequality was not an
artefact produced by the different
diagnostic habits of his contributing
doctors.

These variables in patient characteris-
tics may not be easily quantifiable but this
is no reason to ignore them. Further work
on this subject is required as a matter of
urgency because a thorough understand-

ing of the factors involved in producing
demand/need for medical attention is an
essential prerequisite to a successful search
for high quality general practice.

ALBERT JACOB
10 William Street
Dundee DDI 2NL

References
1. Westhead JN. Frequent attenders in

general practice: medical, psychological
and social characteristics. J R Coll Gen
Pract 1985; 35: 337-340.

2. Jacob A. An 'artificial practice' as a
tool for research into general practice.
J Coll Gen Pract 1966; 11: 41-48.

3. Jacob A, Pearson J. Morbidity in an
'artificial practice'. J Coll Gen Pract
1967; 13: 303-312.

4. Jacob A. Quantitative diagnosis in an
'artificial practice'. J R Coll Gen Pract
1968; 15: 40-47.

5. Jacob A. Age, sex, and patient
category in an 'artificial practice'. J R
Coll Gen Pract 1968; 15: 203-207.

6. Jacob A. 'Behaviour determined'
demand in an 'artificial practice'. J R
Coll Gen Pract 1968; 15: 363-370.

7. Jacob A. Intelligence of the population
of the 'artificial practice'. J R Coll
Gen Pract 1968; 16: 462-468.

8. Jacob A. The social background of the
'artificial practice'. J R Coll Gen Pract
1969; 17: 12-16.

9. Jacob A. The personality of the
patients in the 'artificial practice'. J R
Coll Gen Pract 1969; 17: 299-303.

10. Butler JR. How many patients?
London: Bedford Square Press, 1980.

11. Knight R. Can optimum list size be
estimated? J R Coll Gen Pract 1985;
35: 396.

12. Shepherd M, et al. Minor mental
illness in London: some aspects of a
general practice survey. Br Med J
1964; 2: 1359-1363.

Family planning: general
practice and clinic services
Sir,
I would like to reply to the three points
made by Dr Watson (August Journal,
p.396) about my article on family
planning services (April Journal, pp.
199-200).
She is indeed fortunate to work in the

Lothian area of Scotland which is well-
known for its high standard of family
planning service provision and excellent
coordination of the hospital, clinic and
general practitioner services. South of the
border, only one-fifth of district health
authorities had proposals to coordinate
clinic and general practitioner services
after the 1982 NHS reorganization.'
While Dr Watson is correct in thinking

that the concept of the specialty of
medical gynaecology has not so far been
accepted by the Royal College of
Obstetricians and Gynaecologists, the
final word has not yet been said on this
subiect. I believe that an RCOG Working

Party on Women in Gynaecology is
shortly to present a report to the RCOG
Council. Also a 1982 RCOG Working
Party report on Further Specialization
within Obstetrics and Gynaecology
recommended specialized training and
consultancies in the field of fertility and
infertility. I understand that a new book
specifically on medical gynaecology is
shortly to be published.

I stated quite clearly that it is not
necessary for all clinic doctors to work full
time. The very part-time doctors I referred
to comprise about one-half of the 3500
or so post-holders in the United Kingdom,
who work for four family planning
sessions or less a month.2 Approximately
207 of all clinic doctors hold no
recognized family planning qualifica-
tion.2 Such doctors in my view are
unlikely either to attain or maintain the
knowledge and skills commensurate with
staffing a secondary centre to which
difficult problems can be referred by
general practitioners who hold the Joint
Committee on Contraception certificate.
Dr Watson implies that female doctors

are more likely to be able to empathize
with patients than male doctors. This is
surely a highly subjective judgement.
While as many as half of clinic attenders
express a preference for a woman doctor,
there are other qualities of a clinic which
rank higher in the eyes of the
consumers.3,4 Isobel Allen has shown
that the friendliness of the staff and the
expertise offered in the choice of methods
and treatment are the main reasons for
satisfaction with clinic services.5

SAM ROWLANDS
35-37 The Baulk
Biggleswade
Bedfordshire SG18 OPX
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Prevalence of disability in
an Oxfordshire practice
Sir,
I read Dr Tulloch's paper on the
prevalence of disability observed in a prac-
tice (August Journal, pp. 368-370) with in-
terest, yet I was disappointed by his failure
to fulfil his stated study objectives. This
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was due to the study design which was
hampered by the lack of 'general agree-
ment on the definition of disability' . The
definition of disability then given (restric-
tion of activity) is reasonable, but, as the
distinction between 'appreciable' and
'significant' was not clearly stated, several
important aspects of the study were
obscured. For example, was inability to
dress oneself considered less of a disability
than inability to feed oneself? Without
such information, adequate interpretation
of the study is difficult.

F.M. SULLIVAN
T.S. MURRAY

Woodside Health Centre
Barr Street
Glasgow G20 7LR

Sir,
The letter from Drs Sullivan and Murray
commenting on my paper on disability
(August Journal, pp. 368-370) claims that
the distinction between 'appreciable' and
'significant' was not clearly stated, thus
obscuring several important aspects of the
study. This is simply not the case,
although it could be claimed that I did not
make a clear distinction between trivial
and appreciable disabilities.

I chose to assess the severity of disabil-
ity by estimating its social consequences,
that is, its handicapping effects and tak-
ing into account my knowledge of the pa-
tients and their aspirations. Thus patients
with minor impairments such as loss of
the terminal digit of the fifth finger were
not even entered in the register (although
a professional pianist for example might
have been) because of the trivial effect on
their day-to-day activities; patients were
only registered when the effect was held
to be 'appreciable' . Those who were held
to be 'significantly' disabled had, as the
article states, almost all lost their in-
dependence. There were, in fact, two ex-
ceptions to this, both severely crippled ar-
thritics living alone who were on the verge
of giving up their autonomy.
The question was also raised whether

inability to dress oneself was considered
less of a disability than inability to feed
oneself. There is, of course, no general
reply to this question - the answer
depends on the special circumstances of
each patient. A different example will
make this clear - an elderly widow liv-
ing alone with grossly impaired mobility
is much more disabled than a woman of
the same age with the identical impair-
ment but whose husband is fit, active and
able to do the shopping.

A.J. TULLOCH
The Health Centre
Coker Close
Biscester
Oxon 0X6 7AT

Accessing remote data
bases using
microcomputers
Sir,
Dr Saul's article (August Journal, pp.
384-386) provides a useful factual review
of the use of viewdata systems in the
medical context. It should perhaps be
pointed out, however, that a microcom-
puter is not an essential tool in the access-
ing of remote data bases; a viewdata ter-
minal, consisting of a modem to connect
to the telephone line, a keypad and a
television screen will access many of the
data bases described and may be a more
economical proposition unless a suitable
microcomputer is already available and
not required for an alternative task.
Where the microcomputer comes into

its own in the accessing of remote data
bases is when the data acquired can be
subsequently manipulated by the com-
puter with minimal operator intervention.
This may include the downloading of ac-
tual computer programmes for running
on the receiving microcomputer: for the
manipulation of statistics, creation of
teaching material or administrative tasks.
In general practice one of the most prac-
tical useful features may be the acquisi-
tion of data regarding patients (laboratory
reports, hospital discharge information
and so on) for incorporation directly in-
to a computer-held patient record. In the
future the general practice microcomputer
may be used to transmit data already held
within the practice computer data base to
a remote computer, for example, the
notification of changes of patient registra-
tion data to family practitioner commit-
tees and health boards and the submission
of items of service claims.
At the present time the mere fact that

it is possible to obtain certain information
from a remote data base via a microcom-
puter should not be taken as an implica-
tion that this is the most appropriate
source to consult. Having used several of
the remote data bases described in Dr
Saul's article over some months I have
reached the conclusion that the ap-
propriateness of this medium for the ac-
quisition of information depends mainly
on two factors: the frequency with which
information on a particular specific sub-
ject is sought and the volatility of the in-
formation itself. Thus, slowly changing
information which is often required, such
as general data on drugs and therapeutics,
is more appropriately gleaned from a
handy printed source such as the British
national formulary, while information
which is less frequently required (for
example, the date of the next MRCGP
examination) or more rapidly changing,
(for example, the state of the practice bank
account) may be more appropriately
obta,ined via viewdata.

No article on the use of new technology
should be complete without a reference to
the security and confidentiality of the in-
formation handled by the system and this
is particularly important in a medical con-
text. Revelations about the exploits of
electronic burglars, 'hackers' who attempt
to access remote data bases to prove that
security codes can be breached should
concern all actual or potential medical
users, especially where patient related data
may be transmitted over the public
telephone network. It is important that
systems are developed for medical use
which can be shown to be at least as secure
as manual methods.
The development of the electronic in-

terchange of information between com-
puters situated many miles apart opens up
exciting new prospects for the use of new
technology in general practice. However,
users and potential users should be aware
of the limitations, disadvantages and risks
associated with the use of such systems
which should be compared realistically
with alternative conventional methods of
information exchange.

P.W. THORNTON
59 Linefield Road
Carnoustie
Dundee DD7 6DT

Place of birth and
perinatal mortality
Sir,
Marjorie Tew (August Journal,
pp.390-394) has claimed that perinatal
mortality is significantly higher in hospital
than in general practitioner units or at
home. Madeley and Symonds have replied
that it is impossible to compare these
alternative methods merely by stan-
dardization, as Tew has attempted to do.
However, if the intended place of delivery,
rather than the actual place of delivery,
is taken as the basis for comparison, stan-
dardization is much more likely to pro-
duce a valid comparison. Given that ran-
domized trials are, as Tew rightly points
out, not feasible, 'analysis by intention to
treat' represents the only remaining
chance of coping with the inevitable bias
caused by the transfer of selected high-risk
pregnancies from general practitioner unit
or home to hospital. It also removes the
need to use the dubious 'labour prediction
score'. However, it is still necessary to
standardize, preferably simultaneously, for
risk factors known at booking, since
patients booked for hospital are typically
at higher risk than those booked
elsewhere.
Tew correctly states that the objective

of 'analysis by intention to treat' is to
compare the total risk of booking for
hospital with the total risk of booking for
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