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Skin biopsies by GPs

Sir,
Several papers have reported that histolog-
ical examination of general practitioner-
excised tissue frequently contradicts the
general practitioner's diagnosis, and the
authors have recommended that all gener-
al practitioner-excised tissue should be
examined histologically to avoid missing
malignancies and to check adequacy of
excision.1-3 Such a policy would place
additional demands on pathologists, so
any decision about this must be based on
an understanding of the health benefits
which would result. The only current
information comes from studies of speci-
mens which general practitioners choose
to send, and the types of tissue which gen-
eral practitioners currently discard may
not be comparable. A pilot study was
undertaken to discover whether lesions
which general practitioners at present dis-
card are more likely to be trivial, on the
basis of histological examination, than
lesions which they choose to send to
pathology.

Forty two general practitioners in 11
practices agreed to. send for histological
examination a specimen of every lesion
excised during January-March 1992.
Pathology report forms relating to these
specimens, and to those sent by the same
practices during April-June 1991 when
the general practitioners had sent speci-
mens only as they saw fit, were obtained
from the five local pathology departments.
The use of histology services by these
practices increased by 56% as a result of
the intervention (Table 1). The diagnostic
mix changed significantly between the
two periods (P<0.05); most of the
increased workload was accounted for by
warts and skin tags, with a small increase
in other benign lesions. No increase in
malignant or pre-malignant lesions was
observed although the frequency of these

conditions was too low to make reliable
estimates of change.

This small study shows that lesions
which general practitioners choose to send
for histopathological examination are not
a representative sample of all general
practitioner-excised tissue. Study general
practitioners successfully distinguished
inconsequential from potentially serious
lesions and appeared to make appropriate
use of histopathology services. The num-
ber of important diagnoses which general
practitioners miss through failure to con-
firm a diagnosis histologically may there-
fore be smaller than observational studies
indicate. The benefits of obligatory histo-
logical examination of all general practi-
tioner-excised tissue may be small. A larg-
er study would provide better estimates,
both of the nature of additional diagnoses
made and the costs to pathology depart-
ments, and would allow a rational policy
decision to be made about the need for
histological examination in all cases.

ADAM LowY
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Sheffield S10 2RX

Table 1. Histological diagnoses of specimens received before and after a requirement
that all general practitioner-excised tissue be sent for histological examination.

% of specimens

Pre-intervention Intervention
period period
(n = 73) (n = 114) % change

Warts/skin tags 25 43 +172
Other benign conditions 70 54 +22
Malignant/premalignant conditions 5 3 -25

n = number of specimens.
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Oculokinetic perimetry

Sir,
Screening for glaucoma has attracted con-
siderable interest. Many patients are
unaware they have glaucoma, resulting in
late presentation to ophthalmological ser-
vices. Early intervention is necessary as
treatment can only slow down or prevent
the progression of visual field loss.

Tonometry has been used to screen for
glaucoma but over half of patients with
glaucoma have normotensive eyes when
screened.' It is therefore necessary to
screen for glaucomatous damage (cupping
of the optic disc or visual field loss). The
oculokinetic perimeter was first described
in 19852 and subsequently modified as a
quick, simple and inexpensive method of
visual field screening.3 Oculokinetic peri-
metry has been shown in the hospital set-
ting to detect 85% of glaucomatous eyes,
with a false positive rate of 10%.3 To be
useful for mass screening, the oculokinetic
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perimeter has to be accurate in the com-
munity.
The value of oculokinetic perimetry

administered by health visitors in the
patient's home was assessed. Two hun-
dred people aged 60-80 years were
screened, only excluding those unable to
read numbers on the test chart (one
patient). The test was administered in
accordance with previous studies3 but in
the patient's home under household light-
ing conditions, avoiding shadows on the
test grid. The test was considered positive
if while looking at any one (or more)
number the patient reported that the spot
disappeared and this could be repeated by
administering the test for a second time at
the same screening session. All patients
with a field defect on oculokinetic perime-
try were referred to the hospital.The false
negative rate was not assessed.

Oculokinetic perimetry was quickly
explained (20-155 seconds) and per-
formed (20-167 seconds). Forty three
patients (22%) were found to have a visu-
al field defect following the test and were
referred for hospital assessment. At the
hospital a 250 central visual field was
plotted using the Dicon 3000® auto-
perimeter (this test is 94% sensitive with
9% false positives for glaucoma4). After
visual field testing a standardized ocular
history and examination was performed.
Eleven patients had glaucoma (Table 2).
Of the patients with glaucoma six had had
a normal intraocular pressure at initial
intraocular pressure assessment at the first
hospital outpatient visit.

Oculokinetic perimetry administered by
non-ophthalmic personnel in the patient's
own home recorded a much higher per-
centage of false positives (74%) than in
previous studies on patients familiar with
field tests.3 Its use as a single screen for
glaucoma would result in a high referral
rate. In the United Kingdom, glaucoma
screening has traditionally been per-
formed by opticians. One limitation is that
only those patients attending an optician
can be screened. In our sample more than

Table 2. Final diagnosis of patients screen-
ed positive with oculokinetic perimetry.

No. of patients
with diagnosis

(n= 43)

Normal 21
Glaucoma 1 1
Congenital optic
disc anomalies 2

Retinal vascular occlusion 2
Senile macular degeneration 2
Cataract 1
Hysterical 1
Retinopathy of prematurity 1
Non-attenders 2

n = number of patients.

half of the population had not been to an
optician within the last two years.
Oculokinetic perimetry may be of use in
screening these individuals who might not
otherwise be examined. If general practi-
tioners reviewed patients screened posi-
tive by oculokinetic perimetry, a higher
sensitivity in hospital referral might be
expected.
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GP trainees

Sir,
Since 1950 the term trainee has described
those doctors undertaking post-registra-
tion training for general practice.' These
are qualified doctors who may sometimes
be highly experienced. However, in com-
mon speech, a trainee is usually an
unqualified person; Roget's thesaurus
includes trainee with novice, debutant,
greenhorn and probationer.2 More than 10
years ago a general practitioner suggested
that the term trainee should be
abandoned.3 However, it is still widely
used.
A questionnaire survey was undertaken

in order to examine patients' perceptions
of the general practitioner trainee in a
practice which had been training general
practitioners for six years. Patients ticked
boxes to answer yes, no or do not know.
One hundred consecutive patients attend-
ing the surgery were given a quest-
ionnaire, and 84 questionnaires were
returned. Table 3 shows the percentages
of patients answering yes to each ques-
tion.

Patients who expressed satisfaction
with advice from the trainee and satisfac-
tion with seeing the trainee in the absence
of their usual general practitioner were
significantly more likely to say that the

Table 3. Patients' perceptions of the gen-
eral practitioner trainee and other practice
staff.

% of patients
answering yes

(n= 84)

Who is a qualified doctor?
GP 98
GP locum 85
GP trainee 45
Medical student 1

Are you satisfied with
advice from:
GP 94
Practice nurse 93
GP locum 64
GP trainee 35
Medical student 18

If unable to see own GP,
are you satisfied seeing:
Different GP 96
GP locum 76
Practice nurse 60
GP trainee 48
Medical student 20

n = number of respondents.

trainee was a qualified doctor (59% of 29
versus 38% of 55, X2 = 5.44, P<0.05 and
65% of 40 versus 27% of 44, x2 = 12.03,
P<0.001, respectively).

Fewer than half the patients thought the
general practitioner trainee was qualified;
only one third of patients were satisfied
with the trainee's advice compared with
over 90% satisfaction with advice from
the general practitioner.
Knowledge of the doctor's status was

important. Those who thought the trainee
was not qualified may have been less sat-
isfied because of this perception. A gener-
al practitioner locum could be less experi-
enced or less well qualified than a trainee
but more patients were satisfied with the
locum's advice than with advice from
trainee.
More patients indicated they would be

satisfied seeing the practice nurse than the
trainee in the absence of their usual gener-
al practitioner. This could reflect the gen-
eral high level of satisfaction with the
nurse who is likely to have a longstanding
relationship with patients. However, more
patients preferred to see a general practi-
tioner locum than either the nurse or the
trainee. Locums are usually least well
known to patients. The reason for these
preferences may be that patients believe
the general practitioner trainee is not qual-
ified.
The term trainee is misleading to

patients. Abandoning the term could
increase patient satisfaction with these
doctors. It is time for general practitioners
as a whole to consider why they describe
themselves by a low status term while
training. Other branches of medicine have
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