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that nine patients have not requested H2
antagonist therapy since their triple
therapy treatment.

These patients have been spared the
discomfort of further gastroduoden-
oscopy, and savings have been made on
further consultation time, investigations
and long-term treatment with H2 an-
tagonist therapy. The results of our ex-
perience are encouraging and we hope to
follow up these patients over a period of
time.

ADRIAN TAFFINDER
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Llay Health Centre
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Consulting habits of
temporary residents
Sir,
Little attention has been paid to the con-
sulting habits of holidaymakers in the
United Kingdom. It is a generally held
view that temporary residents seen in
general practice are not only time consum-
ing and a source of potential stress, but
are also a largely unnecessary, costly
burden to the National Health Service,
albeit representing a considerable source
of remuneration for some general
practitioners.

In August 1991 all family health services
authorities in the UK were sent a question-
naire asking for the number of high and
low rate temporary resident claims made
by general practitioners in the past year.
By December 1991 80 of the 116 family
health services authorities (69%) replied.
There were 622 576 high rate claims and
969 610 low rate claims and at current
rates (£11.45 and £7.65 respectively), this
amounts to expenditure of approximate-
ly £14.6 million per year. Total expenditure
on temporary resident claims is therefore
estimated to be approximately £21 million
per year. Family health services authorities
and regional health authorities have been
unable to audit this major source of ex-
penditure as specific records for tem-
porary residents are not kept and they
have little knowledge of factors influenc-
ing temporary resident consultation rates.
Our own recent study of temporary

resident consultations during one week in
peak holiday season (19-28 August 1991),
found that 15 of 210 consultations (7G0b)
with temporary residents were for repeat
prescriptions only. A similar study by
Perkins' found that 1817o of temporary
resident consultations were for repeat
prescriptions. These figures represent an
estimated cost nationally of between £1.5
and £3.8 million. Our study also revealed
that 13070 of temporary resident consulta-
tions were for problems associated with
pre-existing conditions.
A considerable proportion of tem-

porary resident consultations may be
avoided if prospective holidaymakers were
to be given specific and appropriate ad-
vice concerning their medical conditions,
especially in relation to medication, prior
to departure. Use of posters in the waiting
room, information leaflets, opportunistic
health advice from practice nurses and
doctors may be sufficient. Further
research into the reasons for temporary
resident consultations is necessary and,
perhaps, a national campaign is needed
addressing the issue with the aim of reduc-
ing unnecessary consultations by
holidaymakers.

KIERON D COONEY
JOHN PARTRIDGE

The Medical Centre
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GPs and optometrists
Sir,
There has been recent interest in op-
tometry and general practice (letters,
December Journal, p.518). A study con-
ducted in April and May 1991 investigated
communication between general practi-
tioners and optometrists using a question-
naire comprising closed questions. The
questions were matched, that is the same
issue was addressed in questionnaires sent
to both doctors and optometrists. All op-
tometrists and general practitioner trainers
in the Tayside region were contacted.
Questionnaires were sent to 60 general
practitioners and 36 optometrists, and
replies were received from 46 general prac-
titioners (7707o) and 29 optometrists
(81%).
A total of 45 general practitioners

'never' or 'infrequently' replied to op-
tometrists upon receiving the general
ophthalmic services (Scotland) form
noting ocular abnormality. Only one of

the 29 optometrists recorded they 'often'
received a written reply from general prac-
titioners although 24 optometrists
reported a desire for such feedback. Refer-
ral from the optometrist to the general
practitioner was usually written -39 out
of 46 general practitioners (85%) reported
that they received referrals in the form of
a typed letter, a general ophthalmic ser-
vices (Scotland) form, or a combination
of both. Among the 29 optometrists 24
(83%) reported that they sent referrals in
one or both of these forms. Referrals from
general practitioners to optometrists were
not written, a verbal message being sent
via the patient.
The content of referral letters from op-

tometrists was also examined. Forty two
general practitioners and 24 optometrists
thought that urgency of any subsequent
hospital referral should be stated. The ma-
jority (35) of general practitioners felt op-
tometrists were qualified to give a
diagnosis of ocular abnormality. Most op-
tometrists (19) wanted to refer patients
directly to hospital ophthalmology outpa-
tient clinics, and 27 general practitioners
also felt that this was appropriate.

This last finding is interesting since
Perkins' found that of 61 patients refer-
red from optometrists, 50 required onward
referral to an ophthalmologist. He con-
cluded that 'general practitioners remain
an effective filter in the referral system
between optometrists and ophthalmol-
ogists'. Communication between the
general practitioner and optometrist tends
to be one sided: from the optometrist to
the general practitioner. Space on a revis-
ed general ophthalmic services (Scotland)
form to include an assessment of urgen-
cy of referral and likely diagnosis would
be welcomed.

DAVID G BOGGON
602 Perth Road
Dundee DD2 IQA
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Management of URTIs
Sir,
We were surprised that the paper by de
Melker and Kuyvenhoven on the manage-
ment of upper respiratory tract infection
in Dutch general practice was
predominantly concerned with describing
the use of antibiotics (December Journal,
p.504). More detailed considerations could
have been given to advice on home
remedies and the prescribing of antipyretic
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medication and cough preparations. It can
also be useful to look at changes that oc-
cur over time in the management of such
common primary care conditions.

In the mid-1970s Stott carried out a
study of the management of childhood
upper respiratory tract infection, under
which label he included coryza, cough,
tonsillitis, pharyngitis and non-specific
upper respiratory tract infection.' At the
same practice, the notes were studied of
children aged nine years or less presenting
with the same diagnoses just over a decade
later (1986-88) and the management of
upper respiratory tract infection compared
(Table 1).

Table 1. Comparison of the management of
upper respiratory tract infections in children
in one practice in mid-1970 and mid-1980.

% of children

Mid- Mid-
1970 1980

Treatment and study study
outcome (n=471) (n = 277)

Advice only 30.4 44.4
Antipyretics:

Paracetamol 26.1 24.2
Aspirin 5.7 0

Cough preparation 30.6a 8.Ob
Antibiotics 38.6 31.8
Bronchodilators 0.8 2.5
Complications 5.9 8.3
Repeat consultation

for same episode 24.2 26.7
n = number of children. 8 20 different prepara-
tions. b Three different preparations.

While there have been several major
changes over a decade in how one prac-
tice manages upper respiratory tract in-
fections in children, there has been little
change in the outcome measures - com-
plications and return rates. Of particular
note is the rise from 30%o to 44l7/ of pa-
tients leaving the consultation without a
prescription. The dramatic decline in both
the percentage of patients receiving a
cough preparation and in the number of
different cough preparations used by the
practice can be attributed to the introduc-
tion of the limited list in the mid-1980s.
There has been only a slight decline in the
proportion of patients receiving antibiotic
medication. With the recent higher pro-
file given to asthnma, together with con-
tinuing uncertainty over establishing the
diagnosis, particularly in young children,
it will be interesting to see if the use of
bronchodilators in the management of
upper respiratory tract infections con-
tinues to rise. The complete cessation of
the prescribing of aspirin to children with
upper respiratory tract infections is a
result of the warnings of the association
between Reye's syndrome and the use of
aspirin in childhood infectious episodes.

Such comparisons over time provide
important insights into how and why
changes occur in the management of com-
mon primary care conditions.

ROGER MORRIS
PENNY OWEN

Lianedeyrn Health Centre
Cardiff CF3 7PN

BERNADETTE O'SHEA
1 Middleton Street
Cobh, County Cork
Republic of Ireland
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Clinic for prevention of
osteoporosis
Sir,
A clinic for the prevention of osteoporosis
was established in a group practice in
January 1988 and an assessment was
made of its first year.' During the year,
582 women, approximately half of the
practice cohort of women patients aged
40-60 years, had been invited and 252
(43.3%) attended the clinic.

Since then, the remainder of the cohort
(682 women) plus 112 new women patients
were contacted by post and invited to
attend the clinic; 429 women attended.
The total acceptance rate for the 1322
women was 51.5%o (681 women).
A questionnaire was sent to the first

group of 582 women one year after the
first invitation and a similar questionnaire
was sent to the remaining group of 628
women and the 112 new patients 18
months after their initial invitation.
Responses were received from 1014 women
(76.70/o). Characteristics of attenders and
non-attenders are shown in Table 1.

Table 1. Characteristics of attenders and
non-attenders of the osteoporosis clinic.

Non-
Attenders attenders

Characteristic (n = 564) (n = 450)

Mean age (yrs) 54.9 55.0
(range) (41-64) (41-64)
% smokers 13.7 21.6
% of HRT users 26.6 10.9
% in social class

1 33.7 22.4
2 36.5 31.8
3 21.4 30.2
4 4.8 8.9
5 2.3 4.9
Unclassified 1.2 1.8

n = number of women in group. HRT = hormone
replacement therapy.

Clinic attenders tended to be in higher
social classes and to be non-smokers.
Women of lower social class and women
who smoke are therefore less likely to
attend a preventive clinic for osteoporosis.

This clinic represents one model of the
available strategies for the prevention of
osteoporosis which have been discussed
recently.2 The practice also holds a
hormone replacement therapy screening
and supervision clinic where those
patients who are considering hormone
replacement therapy can see the doctor
and nurse and obtain screening and
information. Both the osteoporosis clinic
and the hormone replacement therapy
clinic have been approved by the family
health services authority for funding as
preventive clinics. They offer
comprehensive advice, screening and
supervision to women in an attempt to
prevent both osteoporosis and
cardiovascular disease.

JEAN COOPE
JOYCE MARSH

Bollington Medical Centre
Bollington
Macclesfield
Cheshire SK1O 5JL
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GPs' diagnosis and
management of the discharging
ear
Sir,
In order to assess general practitioners'
diagnosis and management of the
discharging ear we sent a postal question-
naire to 150 local general practitioners.
The survey listed a number of features of
history and examination which might oc-
cur in otitis media or otitis externa.
General practitioners were asked to list
those points they thought were important
for making the diagnosis for otitis media
or externa.
A total of 114 doctors (76%o) respond-

ed. Appropriate treatment was described
for otitis media (antibiotics and aural
toilet) by all 114 respondents (1000/.) and
for otitis externa (aural toilet, antibiotics
and steroid ear drops) by ;104 (910/.). Nine-
ty two per cent of responding general
practitioners selected the same five factors
as important in making the diagnosis of
otitis media and yet there was no such
consistency or certainty for diagnosing
otitis externa. Only 32%o of respondents
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