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families low default rate was 29.5%. Morning appoint-
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Sir, 1957 1959 afternoon (non-attendance rate 26.3%
Hepatitis B virus carriage is prevalent in versus 31.8%, P<0.01) and poor atten-
certain groups in the UK.! At our health T T ) dance was more common towards the
centre hepatitis B carriage has been op- ¢ o Q o weekend (27.4% on day one versus 34.0%
portunistically screened in Asian patients Camior  Carier Carrier Non- on day five, P<0.01). The defaulters were
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testing of 307 of the 565 Vietnamese
refugees registered with the practice. Of
those treated 49 (17%) were carriers of the
hepatitis B virus; 21 (6%) had high infec-
tivity levels. ,

Family spread of hepatitis B virus
disease has been described? but the
Department of Health guidelines for ad-
ministering hepatitis B vaccine do not
directly address this important area of
potential disease transmission. The family
tree shown in Figure 1 illustrates that in-
dividuals can be at risk despite the
hospital based perinatal intervention pro-
gramme. The mother eventually cleared
the disease but she had already infected
her first three children at their birth. Her
youngest son should be offered active im-
munization to protect against the small
risk of intrafamilial spread. The route of
family transmission is uncertain but ex-
udative skin lesions and nail biting have
been implicated in one detailed study.?

Such family tree serology testing can be
time consuming and difficult in primary
care but it can lead to the rational use of
hepatitis B vaccine for individuals at risk.
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Figure 1. Example of a hepatitis B family tree,
showing date of birth and current status.

Failure to keep primary care
appointments in Saudi Arabia

Sir,

Patients who fail to keep their appoint-
ments at clinics are a source of puzzlement
and frustration to doctors. This behaviour
may also lead to inefficient utilization of
public health facilities and unnecessary
delays ‘in assessing patients.

An audit of defaulters at primary
care clinics in Saudi Arabia was carried
out at King Khalid and King Abdulaziz
University Hospitals. These clinics work
five days each week and are open to
citizens of all nationalities. An average of
600 patients are seen daily of whom only
25-30% are seen by appointment.
All patients aged over 12 years who were
given appointments over a period of four
weeks were included in the study and
followed up for three months after the
first visit. A data form was used to col-
lect information on the characteristics of
the patient and the appointment. The
form was completed at the end of the
three month study (March—June 1990).
A random sample of defaulters were
selected and their reasons for defaulting
determined by telephone. The significance
of the various factors governing default
was determined by the Chi-squared
test.

A total of 3292 patients were included
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highly educated (31.6% versus 23.9%,
P<0.001). The main reasons for defaulting
among 150 defaulters were transport
difficulties particularly among women
who were not allowed to drive, unclear
appointment details and forgetfulness.
The patients’ sex, nationality, marital
status, the distance travelled to the
clinics, the severity of the initial diagnosis
or the time interval between follow-up
appointments had no significant effect on
whether or not patients defaulted.

The results of this audit show that
primary care clinics in Saudi Arabia are
different from British or American
primary care. Only 25-30% of the pa-
tients were seen by appointment and of
these nearly a third failed to attend. One
aspect of the service which may reinforce
this high default rate is that patients who
do not have an appointment simply turn
up and wait their turn, thereby causing
delays for those with genuine appoint-
ments who do not get preference. This
shortcoming has now been corrected. It
is of interest to note that the character-
istics of the defaulters in the present study,
such as age and ethnicity corroborated
some previous studies among Cauca-
sians,? though not all.3#

In order to reduce the default rate of
patients in Saudi Arabia, public health
awareness must be improved, with the em-
phasis on the advantages of keeping ap-
pointments with primary care doctors.
Special education is required, particular-
ly among elderly people and those who
have a hearing disability. Communication
skills, teaching and training have been
added to the continuing education pro-
gramme of the medical team but it is too
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