
Letters

leaving one or more problems to another
occasion if necessary.

Only when doctors have a better under-
standing of what they are trying to achieve
at the beginning of every consultation will
they more readily embrace those patients
who bring written lists which actually
facilitate agenda setting for the doctor. It
is the teaching of appropriate research-
based communication skills rather than
the extension of the use of written lists
that is the crucial message here.
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Quality of minor surgery in
general practice

Sir,
The paper by Lowy and colleagues con-
cerning minor surgery in general practice
(August Journal, p.364) was an interest-
ing examination of some of the issues

concerning this subject. The emphasis of
the study was the examination of quality
before and after the expansion in surgery
in general practice following the 1990
contract for general practitioners.
However, the basis of quality was not
effectively established and the results of
the study illustrate one of the most worry-
ing aspects of common practice.

Including only the clinical categories of
warts, naevi, cysts, skin tags, benign
tumours and basal cell carcinomas, the
study yielded 720 specimens. From the
results presented it is possible to calculate
that 222 of these were sent for histological
analysis (30.8% of specimens). In those
specimens that were sent, comparison of
the clinical and histological diagnoses
revealed that an incorrect clinical dia-
gnosis had been made by the general prac-
titioner in 58.8% of cases in 1990 and
50.0% in 1991. What was the diagnosis in
the 69.2% of specimens that were not sent
for histology? In the case of benign
tumours 72.4% were not sent for histology
to confirm their benign identity; with a
misdiagnosis rate of 50-59% this would
appear to be foolhardy.

All dermatologists have experience of
malignant tumours which have been
frozen, cauterized or disposed of in gen-
eral practice, so delaying their definitive
treatment, sometimes to the point when
none is available. The quality of a poten-
tially excellent and immediate service is
completely undermined when patients run
the gauntlet of such clinical inaccuracies.
Any paper discussing the quality of
surgery in general practice should high-
light this fundamental weakness, rather
than try to obscure it. The universal
request of a second opinion from the
pathologist enhances teaching and quality,
and should be viewed as a mandatory
component of minor surgery in general
practice.
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Sir,
One of the criteria used for assessing the
quality of minor surgery in the study by
Lowy and colleagues (August Journal,
p.364) is that of inadequate removal as
assessed by a pathologist, which implies
that the initial intention was to remove all
lesions by excision biopsy. This is not
always the most appropriate method of
removing lesions. For example, sebor-
rhoeic warts can be easily treated by

curettage and diathermy to the base.
Benign naevi, particularly on the face, can
be treated with shave biopsy with cautery
(thus avoiding the scarring that occurs
with an excision biopsy). For other lesions
a biopsy may simply have been carried
out to obtain a diagnosis. These would all
be reported by the pathology services as
an 'incomplete removal', but nevertheless
these procedures may have been more
appropriate than formal excision biopsy.
Of the 1447 minor surgical problems

treated, 362 were musculoskeletal prob-
lems treated by injection. However no
attempt seems to have been made to ascer-
tain whether these injections were effect-
ive or not. The short waiting time for pro-
cedures was noteworthy (about 54% of
patients being treated on the day of pre-
sentation). This may be because the injec-
tions for musculoskeletal problems were
all done on presentation, or may imply
that full use is not being made or minor
surgery lists with nurse support.
The study found that the volume of

minor surgery had increased between 1990
and 1991 by 41%. This could, at least
in part, be due to the public's increased
concern about pigmented lesions
rather than the 1990 contract for general
practitioners.
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Rural general practice

Sir,
Jim Cox's excellent editorial on rural gen-
eral practice (September Journal, p.388)
unfortunately perpetuates the view that
suicide rates are higher among men in the
rural Scottish highlands than in urban
centres. This erroneous assumption is
based on a paper by Crombie. '
Unfortunately, the methodology of this
paper and therefore the conclusions are
seriously flawed, as detailed in subsequent
correspondence.2'3

In essence, Crombie's paper took no
account of where the suicide victims came
from. As a police surgeon working in
Inverness-shire I have often been called to
remote forest tracks to certify death in
people who have driven up from England
in order to commit suicide using a hose
pipe from the car exhaust. Thus, all these
suicides are falsely attributed to the high-
land population. Later in his paper,
Crombie goes on to comment that the
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