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Inappropriate use of casualty
departments
Sir,
A survey of 100 attenders was undertaken
at a north London casualty department
which was experiencing problems owing
to increasing numbers of attenders. Nine-
teen per cent of the patients had no
knowledge of their doctor's surgery hours
and 32% had no understanding of the
emergency cover provided by the practice.
Fifty per cent of the patients had made
no prior attempt to contact their general
practitioner and 14% were not registered.
Half of the presenting complaints were
considered to be inappropriate for a
casualty department. The main reasons
given by these patients for coming first to
casualty were that it was 'easier' and
'quicker' and (sometimes) 'better' But the
results indicate that lack of knowledge
about practice arrangements or difficul-
ty in contacting the doctor may also be
a deterrent.

In order to provide attenders with more
information and improve the depart-
ment's inadequate knowledge about local
practices, a questionnaire asking about
surgery hours and emergency arrange-
ments was sent out to all the 89 practices
in the catchment area; 139 general prac-
titioners from 58 practices responded.

Surgery hours ranged from 10 to 35 per
week and most premises were closed out-
side these hours. Only a minority had
reception staff available all day for ap-
pointments and messages, and only a
minority were open on Saturday mornings
for emergencies. Most practices operated
appointment systems but said that they
would give priority to emergencies. Out-
of-hours cover was provided by a variety
of systems, ranging from personal
availability, cover by a group of doctors,
answering services and deputizing
services.
Opening hours and telephone numbers

are displayed both inside and outside
surgeries, and some practices have infor-
mation cards as well. Information about
general practitioners is also available from

the family practitioner committee lists in
post offices and public libraries. The
casualty department survey raises the
question why people are not making use
of this information. Is the information
clear enough? Is it explicit enough? Has
it been given out in a way that makes suf-
ficient impact? Has it been understood?
Is more detailed advice needed about
which types of case should go to the
emergency department and which are best
discussed with a general practitioner? Do
patients need to know more about the ser-
vices offered by the practices and their
policy about, for example, the treatment
of minor accidents and injuries, or stit-
ching and injections? Are patients entitl-
ed to know in more detail what response
they will get during the night or at
weekends, and whether they will be able
to contact the doctor they know or
whether a deputy will attend them?
Should they know whether they will have
direct contact with their first telephone
call, or whether they will be required to
ring a special emergency number? And if
so, what will happen then?
Although it may be impossible for

general practice to be as easily accessible
as a casualty department with its 24 hour
open door system, more thought could
perhaps be given to the genuine dif-
ficulties that some patients have in con-
tacting their general practitioner. These
may range from appointment delays to in-
convenient surgery hours, or when
surgeries are closed, to problems with the
telephone.
A recent survey has shown that when

surgeries are closed, accident and
emergency attendances increase.' But it
has also been said that when patients have
confidence in the ready availability of
their general practitioner, emergency calls
tend to be reduced.

It seems to be a universal complaint
that casualty departments are overload-
ed, and that many of the patients going
there would be more appropriately and
better looked after by general practi-
tioners. But this might mean more work
for general practitioners. Are they willing

to accept it? Are they willing to supply
more information about their practices to
their patients and are they willing to try
to inform their patients about the proper
use of the emergency services? Can
casualty departments play their part in
this, and can a better working relationship
between them and the surrounding prac-
tices be developed?

These are all difficult but important
questions.

ELIZABETH HORDER

98 Regents Park Road
London NW1
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A joint approach to smoking
cessation clinics
Sir,
General practice is being increasingly con-
sidered as the most appropriate and ef-
fective area in which to practise preven-
tive medicine.1 The government in its re-
cent white paper outlined incentives to
stimulate primary care teams to undertake
these new tasks.2 Various studies have
looked at the efficacy of general practi-
tioners as health educators, and more
recently attention has centred on the prac-
tice nurse.3 We decided to advance this
concept one step further by training the
practice nurse as a counsellor as well as
health educator. She was taught how to
establish and run a smoking cessation
clinic within the context of her own
general practice. There were five stages in
setting up the service.

1. Initial consultation with the local
medical committee and family practi-
tioner committee.

2. Identification of the general practi-
tioners and practice nurses interested in
such a scheme. The project was introduc-
ed to the local general practitioners at
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their weekly postgraduate meeting. A lec-
ture was presented jointly by a respiratory
physician and a community physician on
the impact of smoking on the health of
the local population, together with ways
of tackling this problem. Following this
all general practitioners were circulated
with a letter inviting their practice nurse
to participate.

3. Development ofa coursefor the train-
ing of nurses in the theory and practical
aspects ofsmoking cessation clinics. The
district health education unit developed
the course. This lasted for three days and
involved teaching group work skills and
techniques suitable for helping people
stop smoking. One occupational nurse
and 11 practice nurses were recruited for
the course.

4. Establishment ofthe clinics. In January
1987 three clinics were established, one
run by the district occupational nurse and
two by practice nurses.

5. Evaluation of the clinics. Each patient
completes an Addiction Research Unit
smoking questionnaire at the start of his
or her course of counselling and the
follow-up questionnaire 12 months after
completing their treatment programme.
Thirty patients have now been referred to
the clinic by their doctor: 10 men (33%)
and 20 (67%) women. The mean age was
45 years (standard deviation 12) and the
mean duration of smoking was 27 years
(SD 12). Mean daily cigarette consump-
tion was 23 (SD 12). TWenty-seven clients
(9001) had attempted at least once to give
up smoking in the preceding year; 21
(7001) considered that their health had
been affected by smoking and 24 (8001)
thought that their health would improve
if they stopped smoking. One year after
their smoking course three had changed
address and could not be traced. Of the
remaining 27 clients, three who refused
follow up were assumed to be still smok-
ing and a further 14 reported smoking the
same as before (total 630o); seven (2601)
reported that they had reduced their daily
consumption of cigarettes (mean decrease
in number of cigarettes smoked 75%o, SD
1501); and three (1101) had given up.
These initial results are similar to other
general practice based studies.4

Lack of facilities, time or expertise is
often considered a reason for delaying the
introduction of a new preventive serviCe.5
This paper describes the establishment of
a health promotion initiative using local
departments of respiratory medicine,
community medicine and health educa-
tion. It represents a model of collabora-
tion that can be repeated in any district
and will be necessary if the potential of

general practice as a health promotion set-
ting is to be realized.

P. LITTLEJOHNS
Department of Clinical Epidemiology and

Social Medicine
St Georges Hospital Medical School
Cranmer lbrrace
London SW17 ORE

N. COOKE
St Helier Hospital
Wrythe Lane
Carshalton
Surrey SM5 IAA
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Hypertension guidelines
Sir,
The Lothian hypertension group's guide-
lines for the management of hypertension
in general practice were published in
1984.1,2 The group has now produced a
second edition which takes account of the
findings of the Medical Research Coun-
cil trial on the treatment of mild
hypertension3 and the European working
party's study on hypertension in the elder-
ly.4 The majority of the original recom-
mendations remain unchanged, but the
group now recommends that treatment
should be considered when diastolic
pressure is greater than 100 mmHg,
especially in men aged over 45 years (the
previous recommended level for treatment
was 105 mmHg), and that there is a case
for extending case finding beyond the age
of 65 years to 70 years. With regard to
drug treatment the original recommenda-
tions about first and second line drugs re-
main unchanged, but it is now considered
that nifedipine or one of the angiotensin-
converting enzyme inhibitors should be
the first choice of third line drugs.

Copies of the second edition of the
guidelines have been made available to all
general practftioners in Lothian; further
copies are available on application to
myself, or Dr Doig at the Royal Infirmary,
Edinburgh.

J.J.C. CORMACK
Ladywell Medical Centre
Corstorphine
Edinburgh EH12 7TB
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Rubella prevention
Sir,
In his editorial (May Journal p.193) Dr
Hutchinson is right to identify it as the
general practitioner's task to ensure that
all young women reaching child-bearing
age are protected against rubella infection.
As providers of contraception and
preconception care, general practitioners
are in the best position to be responsible
for identifying women who have slipped
through the immunization net. Most
young women are aware that they were
'probably' immunized at school but
medical records are often inadequate to
clarify the situation. With the new
measles, mumps and rubella vaccine, we
will face the problem of needing to know
for sure that a woman was vaccinated 20
years before and I believe that most of our
record keeping at present is inadequate for
this. Patient held records, Smart cards or
RCGP prevention cards might provide the
answer, but unless we meet this challenge
with certainty the benefits offered by the
new vaccine will be lost.

PAUL KINNERSLEY
Department of General Practice
Rusholme Health Centre
Walmer Street
Manchester M14 5NP

Precautions after missed
contraceptive pills
Sir,
Dr Metson (Letters, May Journal, p.226)
draws attention to the varying out-of-date
information in current data sheets for
both combined and progestogen-only oral
contraceptive pills with regard to missed
pills. Family planning doctors have been
trying to persuade manufacturers to up-
date their data sheets in a uniform man-
ner for some years. Earlier this year a
meeting was attended by every phar-
maceutical company manufacturing the
pill and a consensus was reached about
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