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Post-tubal-sterilization
syndrome
Sir,
In our practice it has become apparent
that many patients who have had a tubal
ligation subsequently require hysterectomy
some years later. Computer analysis shows
that 131 (5.9%) of our 2210 female pa-
tients have had tubal ligation, 24 of whom
(18.30/.) later required hysterectomy and
a further 11 of whom (8.4%) developed
menorrhagia requiring dilatation and
curettage.
Muldoon' showed similar findings in

Dundee; of 410 patients who had a tubal
ligation, 90 (22.0%) later developed
menorrhagia, 49 of these (12.00/0) required
hysterectomy, while a further 21 (5.1%o) re-
quired hysterectomy for other causes.
Destefano's2 findings suggested that the
outcome depends on whether the woman
had normal or abnormal cycles prior to
sterilization, but confirmed an increased
prevalence of menstrual irregularity
among the post-tubal-sterilization groups
some years later. Interestingly, Neil and
colleagues3 also found that both
menstrual blood loss and menstrual pain
were higher in women who underwent
laparoscopic sterilization (coagulation)
than in women who had tubal ligation
performed by the modified Pomeroy (par-
tial salpingectomy) technique.

Contrary to the suggestion of Rubin
and colleagues4 that the post-tubal-
sterilization syndrome is a misnomer, I
feel that our findings suggest that it is im-
portant to advise the patient that menor-
rhagia may result from tubal ligation,
especially in those women with a previous
history of menstrual problems.

E.M.A. BOYD
Whiteabbey Health Centre
95 Doagh Road
Newtonabbey, Ireland
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Employing a medical
student to audit the
practice
Sir,
Performance review, or the auditing of
practice activities, should lead to higher
quality care for patients by provoking
behaviour change in the practice. Self-
audit within a practice shows how dif-
ferent doctors are performing, while the
practice results can be used to compare
performance between practices. Auditis
thus an educational experience for those
partaking, but it is not yet an activity that
receives payment and the collection and
analysis of data is time consuming. It can
be delegated to ancillary staff but their
lack of basic medical understanding
means training and close supervision are
necessary for many of the most basic
auditing tasks.
We decided to look at various aspects

of our practice and a medical student was
employed for six weeks in the summer of
1986 under the family practitioner com-
mittee ancillary staff reimbursement
scheme. We thus had an intelligent mind
working full time on the audit of our prac-
tice and as she was from outside the prac-
tice and had no preconceived ideas or
standpoint her view of our work was
unbiased.
The medical student gained experience

in data collection analysis, learned about
the concepts involved in performance
review, and obtained insight into the
nature and working of general practice.
After her day's work she sat in on the
surgeries, gaining clinical experience. She
also earned money.
Employed for six weeks she was able to

look at various aspects of our repeat
prescribing, the process and outcome of
our maternity patients, our diuretic and
anticonvulsant prescribing, and our
hypertension screening programme.

There was a direct clinical and finan-
cial benefit to the practice, in that her
work identifled incomplete immunization

courses and patients requiring coil checks.
This led to the introduction of a coil check
recall system. Over a year, with the in-
creased item of service payments, she will
more than pay for herself.
As a result of her work we made

changes in our repeat prescribing system
and decided to review all our epileptic pa-
tients. Many of our practice policies have
been reinforced. We feel there was mutual
benefit for student and practice in her
employment and she has also been invited
back next summer to assess whether we
have improved.

JO OSBORNE
St Mary's Medical School

MYRTLE PARKER
MARTIN RHODES
LEONARD PETER
BEVERLEY PETER
CHRIS ROBINSON

The Medical Centre
45 Enderley Road
Harrow Weald, Middlesex HA3 5EF

Continuing audit of
preventive care using a
computer
Sir,
The use of conventional methods to per-
form audit exercises is tedious and slow.
Data collection - even with the help of
an age-sex register - is an onerous and
repetitive task. With the help of a prac-
tice computer electronic data may be
recovered rapidly, manipulated and
displayed or printed elegantly.

In this practice every patient has a con-
cise computer record which contains,
among other details, data on the preven-
tive care appropriate to the age and sex
of that patient. Each month a program is
run which compares each record with pro-
grammed screening criteria. With some
3000 patients this takes about half an
hour. The results are filed on disk and
these can then be accessed, displayed or
printed in seconds.
Apart from the doctor, several members

of the practice team are involved in
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preventive care; the health visitor with im-
munizations, the health-care nurse with
well-person clinics and the practice nurse
with routine visits to the elderly. Each ac-
cepts responsibility for maintaining the
relevant computer data.
The regular appearance of the month's

audit figures is a source of interest and
comment. Although the results seldom
approach 1000!o we are each made aware
of areas needing attention and this is the
purpose and stimulus of audit.

D.J. HENRY
The Surgery
15 Perry Road, Sherwood,
Nottingham NG5 3AD

Screening for tuberculosis
a possible transmission route
of HIV
Sir,
In a previous letter' I pointed out that
government policy should call for a ban
on multi-use needles in medical and alter-
native practices as this was a possible
source of transmission of the AIDS virus.
It would appear that locally and probably
nationally the screening for tuberculosis
among our school populations is carried
out using the standard Heaf test. The gun
used for delivering the tuberculin antigen
into the skin is sterilized between each ad-
ministration by dipping the head in
methylated spirits and then passing it
through a flame. Clearly the quality con-
trol of this form of sterilization is ques-
tionable and any unkilled organisms, be
they bacterial or viral, such as hepatitis
B or human immunodeficiency virus
(HIV), could be transmitted from one per-
son to another. This practice should be
abolished and all future screening for
tuberculosis should either be done via
Mantoux testing with disposable needles
or using disposable heads on the Heaf
testing equipment. Only in this way can
we eliminate the possibility of this mode
of transmission.

JOHN WATKINS
GP Unit, Health Centre,
Rogerstone, Gwent NP1 9DU
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Caring for AIDS - GPs
must act now
Sir,
I was a delegate at the recent conference
'Caring for AIDS - a multidisciplinary
approach' Over three days I heard 44
papers and attended one workshop.
Though a few general practitioners spoke
from the floor, and our President spoke
from the chair, general practice was, by

and large, ignored at this important con-
ference. Indeed, it was hard to believe at
times that the AIDS sufferers, intravenous
drug abusrs, haemophiliacs, their sexual
partners and families and so on have,
or at least ought to have, a general
practitioner.

There were six simultaneous work-
shops, and as none was explicitly for
general practitioners I had a choice of
three, believing myself to be a mixture
of medical staff, community worker
and counsellor. I opted to attend the work-
shop for counsellors where I heard
psychiatrists, psychologists and health
visitors complain bitterly of the dif-
ficulties of coping with all the uncertainty
surrounding AIDS and human im-
munodeficiency virus (HIV) infection and
of the tremendous burden imposed by the
so-called 'worried well' There were also
a few snipes at the despicable behaviour
of some general practitioners. Yet we in
general practice surely have more ex-
perience of uncertainty and the 'worried
well' than anyone. We have not yet been
asked, nor have we yet volunteered, to help
these relative novices in these fields.
Throughout the conference it was

stressed how the appearance of AIDS was
lifting the lid off many issues in our socie-
ty. That such a conference can virtually
ignore general practice has, for me, lifted
the lid off many issues relating to the place
of our discipline in society. Jenner, Levi
and Houghton in a recently published
book on AIDS' state that '... patients
often do not wish the hospital consultant
to refer them to their GP (sic), and there
is some general acceptance of this state of
affairs by GPs. This is a very sad indict-
ment of British general practice.

Professor Drury, in a remark from the
chair, did say our College was about to
do something in relation to this issue. I
respectfully suggest that we get a move on.

COLIN P. BRADLEY
Department of General Practice
University of Manchester
Rusholme Health Centre
Walmer Street
Manchester M14 5NP
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Diagnosing urinary tract
infection
Sir,
After reading the article by Dobbs and
Fleming on scoring urinary symptoms
(March Journal, p.100) I had to check that
I was not reading a journal for computer
programmers.
The article, written by general practi-

tioners in a journal for general practi-

tioners, suggested a new diagnostic system
which predicts the probability of a positive
result to a laboratory test, a test which the
authors themselves admit is of only
limited use in the management of urinary
tract infection type illness in general
practice.
The system involves a complicated scor-

ing system using a table of 78 different
values for 13 symptoms and dipstick
results in three separate age groups, and
that is just for female patients. The
authors then go on to suggest the
widespread use of the system for a variety
of other illnesses.

If this is where general practice is
heading we are going to need a con-
siderable increase in the number of general
practitioners to use this time-consuming
system, presumably aided by desk-top
computers. But at least they could be
trained more quickly as diagnostic skills
would no longer be needed.

I believe that this sort of narrow ap-
proach is incompatible with good general
practice: I certainly hope so as this is one
of the reasons I moved away from hospital
medicine.

A.S. THORNTON
1 The Green
Calne, Wiltshire SNIl 8DG

Sir,
In reply to Dr Thornton I would like to
make a general point that the whole of
medicine is about interpreting probability
and when this can be done numerically
and objectively, we tend to find advances
are made. The article concerns a scoring
system for interpreting probability and ex-
amines it in relation to 13 variables known
to be significantly different in patients
with infected urines as compared to those
with no infection. Most certainly we ac-
cept that such a system has to be tested
in everyday practice and that is in hand.
Only then can we say whether it is
workable. What is certainly true, however,
is that doctors who escape from hospital
should not think that general practice is
an escape from objectivity.

D.M. FLEMING
Birmingham Research Unit of the

Royal College of General Practitioners
54 Lordswood Road
Harborne, Birmingham B17 9DB

Serum theophylline
concentration in general
practice patients
Sir,
I read Dr Howard's paper on serum
theophylline concentration in general
practice patients (March Journal, p.105)
with great interest.
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