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practitioners (with ever shortening con-
sulting times and working in practices
with pooled lists where patients are seen
on a 'first come first served' basis) are
less likely to be able to apply an 'interven-
tion' that is likely to produce the desired
change.
No training package, public campaign

or even ministerial exhortation is likely to
overcome these difficulties, unless general
practice itself is ready for the fundamental
step of re-introducing a personal service
which offers continuity of care and more
time for the individual patient. In 19794
Pereira Gray described the effects in just
one practice of changing from pooled lists
of patients to personal ones, which
demonstrated increased patient satisfac-
tion, gains in service efficiency, and
improved effectiveness. He did not com-
ment on the effect on practice costs, but it
is obvious that the effects noted were like-
ly to have brought considerable cost bene-
fits.
A further problem left unanswered by

Goldberg and Gater (and by Ustim and
Sartorius) is that general practitioners are
obliged to care for patients with mental
health problems (often associated with
physical health problems) that are seem-
ingly incurable. Unlike their psychiatric
colleagues, who sometimes discharge
patients labelled 'personality disordered'
to the care of general practice because
they have no effective treatments to offer
them, general practitioners are obliged to
continue to care for these patients.

Counsellors now working in many gen-
eral practices are beginning to support the
care of these patients and other groups of
patients who would benefit from an 'inter-
vention of proven efficacy' through their
psychotherapeutic skills. These enable
them to build up trust and to offer care and
nurture in ways likely to expedite the
interventions used.

I believe that, while the present situation
continues in general practice in the United
Kingdom, we need to concentrate on the
development of counselling services, on
better training for individual counsellors,
and on their deployment as part of an effi-
cient and acceptable service that is accessi-
ble to all patients who would benefit.

GRAHAM CURTIS JENKINS

Counselling in Primary Care Trust
Majestic House
High Street
Staines TW18 4DG
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Accessibility and availability
of GPs

Sir,
The issue of the accessibility of general
practitioners is important amidst a climate
of increasing workload and stress in prima-
ry care. In his editorial (August Journal),
Dr Davis suggest some strategies for
increasing the provision of good accessi-
bility for our patients.' Such ideas seem
useful; many have been suggested before,
but they fail to take into account the idio-
syncrasies of our patients' behaviour.

Six months ago I became a part-time
general practitioner when I took up an
academic appointment. As expected, my
surgeries are usually booked up a week in
advance. Many patients make an appoint-
ment without having any particular med-
ical problem that needs managing because
'it is so hard to get to see you these days,
doctor'. This inefficient but it is hard not
to view it as the result of creating a suc-
cessful doctor-patient relationship.

Another difficulty is the variation in the
definition of the word 'urgent'. Patients'
perceptions of the urgency of their med-
ical condition are drawn from a wide
range of sources: the media, friends, prior
experiences. Lack of education and lack of
social support make it difficult for some
families to 'wait and see' when their child
has a rash. Well-trained staff may be able
to deflect some urgent requests for
appointments, but how much information
should we expect a patient to offer a
receptionist or nurse before a same-day
slot is offered? A lengthy enquiry about
the patient's condition reduces accessibil-
ity and may be seen as reducmg confidentiality.
We all recognize the phenomenon of

patient lists expanding to fill all available
spaces. Practice nurses are also booked up
in advance. An extra partner soon ceases
to make a difference. Dropping outside
work may create new surgery time but this
would soon be engulfed at the expense of
the partner's outside interests.

Research continues on frequent atten-
ders, another source of pressure in prac-
tice,2 but there is also a need to look at
ways of helping patients distinguish

between 'urgent' meaning acute, and
'urgent' meaning it will wait another
twenty-four hours.

JILL E THISTLETHWAITE

School of Medicine
Division of General Practice and Public Health
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University of Leeds
20 Hyde Terrace
Leeds LS2 9LN
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Sir,
The pressure for same-day 'urgent'
appointments has always caused stress for
patients, receptionists and doctors. The
Royal College of General Practitioners'
information services have found only two
reported studies of this, the most recent
being 10 years ago.' This says that in four
mainly suburban practices with 37 400
patients, out of 2424 consulting in one
week in January 1986, 574 (22.7%) con-
sidered it essential to be seen on the day of
request. Comparable figures are not easily
derived from the recent West Lothian
study.2 If about 20% of daily consultations
are 'urgent', the reasons for this, their con-
text and content, and whether patients
might be helped to become more self-
reliant, merit further research.
Your editorial3 (August Journal) sug-

gests ways to meet demand, including the
provision of sufficient 'urgent' appoint-
ment time and the delegation of more
work to nurses. Since 1990 nurses have
been employed more widely in general
practice.4 Does the work they do allow
them to achieve their full potential? Many
nurses, and certainly the primary care
nurse practitioners now being trained at
the Royal College of Nursing and else-
where, would be able, if patients get the
choice, to share 'urgent' appointments.5
The Yorkshire report' comments, 'per-

haps it is an indictment of our education
of patients that the upper respiratory tract
infection, particularly, is still considered
an emergency.' Nurses are good at listen-
ing, explaining and understanding.6
Perhaps they would also be more able to
help patients find their own solution to
'urgent' problems, now marked 'medical',
by consultation with a doctor. Many
nurse-doctor pairs do this in Ontario.7
This may happen in Britain too. Where are
the reports?

686 British Journal of General Practice, November 1996



Letters

JOHN J MCMULLAN

43 Whielden Street
Amersham
Buckinghamshire HP7 OHU

References
1. RCGP Yorkshire Faculty. Urgent

consultations. White Rose Review 1986;
December.

2. Campbell JL. The reported availability of
general practitioners and the influence of list
size. Br J Gen Pract 1996; 46: 465-468.

3. Davis PJM. Accessibility and availability:
how can we cope? Br J Gen Pract 1996; 46:
449.

4. Jewell D, Turton P. What's happening to
practice nursing? BMJ 1994; 308: 735-736.

5. Marsh GN, Dawes MI. Establishing a minor
illness nurse in a busy general practice. BMJ
1995; 310: 778-780.

6. Salisbury CJ, Tettersell MJ. Comparison of
the work of a nurse practitioner with that of
a general practitioner. J R Coll Gen Pract
1988; 38: 314-316.

7. McMullan JJ. Working and learning
together. Report of RCGP intemational
travel scholarship 1995; unpublished.

Sir,
In the August Journal, GPs are once again
talking about urgent and emergency
appointments or attendance at the surgery.
These are emotive and value-ridden words,
and I found, when I was a GP, that if I
changed the question that the receptionist
asked the patient to 'will it wait until the
next surgery?', this removed pressure from
the patient, from the receptionist, and pos-
sibly from the GP.
From the patient's point of view I found

there was always a valid reason for the
individual deciding the consultation would
not wait until the next surgery. Often, it
was not a truly medical reason, but at least
the doctor's value system was not being
imposed on the patient.

GORDON BARCLAY

Barking and Havering Health Authority
The Clock House
East Street
Barking IG 11 8EY

Computerized appointment
system in general practice

Sir,
We share the enthusiasm of the Rusholme
Health Centre (August Journal, p 477) for
the Informatica Front Desk clinical
appointment system. However, there are
many other benefits of this computer pro-
gram that are not covered in the article,

particularly its value in audit. Auditing
DNA appointments in total, and individu-
ally for a patient, allows us to develop a
strategy for addressing this problem.
Similarly, a list of the most frequent
surgery attendees (yes, they are seared into
our subconscious as well) is illuminating.
The audit of clinical user time is now

'classified information' in our practice -
the doctor who never starts on time, and
the doctor who never finishes on time (not
the same one), and whose patients waited
longest to be seen. Waiting time after
arrival is optional on-screen in the con-
sulting room, but we find that commiserat-
ing with and apologising to patients can
generally defuse their complaints. A quick
glance on a Monday morning at the num-
ber of 'free appointments' in the week
may make the heart sink, but the computer
program produces a control and flexibility
to add extra appointments at the most use-
ful times, which was not easy to achieve
with the manual system.

There were teething problems, perhaps
because our staff received less than a third
of the training time allowed by the
Rusholme Health Centre. Initially, we
were not sure that we needed a computer-
ized appointment system; a year on and
we would not be without it.

HILARY J HARRIS
HILARY F THOMPSON

Brooklands Medical Practice
594 Altrincham Road
Brooklands
Manchester M23 9JH

Investigation and treatment of
Chlamydia

Sir,
Penny Owen discussed the dilemmas in
managing gynaecological infections in her
editorial in the July Journal.'

It is helpful to identify that a small num-
ber of women will present to their general
practitioner every year with potentially
serious infection such as Chlamydia tra-
chomatis. This clearly requires investiga-
tion and treatment. Chlamydial infection
also demands investigation and manage-
ment of the sexual partner to ensure that re-
infection is avoided and permanent tissue
damage prevented. There is indeed a dilem-
ma in categorization for the general practi-
tioner, and the experience of this depart-
ment is that the history of risk of exposure
in young adults (via a recent change of sex-

ual partner) is a more reliable clinical
marker of chlamydial genital infection than
symptoms, in both men and women.
The author correctly goes on to identify

issues of communication between primary
care and genitourinary medicine. Perhaps
some thoughts of one of the small number
of vocational trainees who work in genito-
urinary medicine full-time during their
hospital training rotation may be of rele-
vance. There are dilemmas here for both
specialties. For example, should vaginal
examination be an appropriate clinical
standard? It is clearly an ideal.

In reality there are constraints of time,
and the possibility exists that important
infections may still be missed. In genito-
urinary medicine all new patients at risk of
sexually transmitted disease, or with symp-
toms suggesting such conditions, will be
examined and offered detailed microbio-
logy screening. The six months training
experience in a busy genitourinary medi-
cine clinic identifies just how misleading
asymptomatic or low-grade chlamydial
infections may be in the primary care setting.

Gynaecological infections do indeed
cause additional management difficulty
when they are recurrent, and genitourinary
medicine has established systems for deal-
ing with recurrent symptom complexes.
Many but not all of these are due to rein-
fection by an untreated male partner.
The attendance of male and female

patients together in this clinic is designed
to reinforce the acceptance and under-
standing that many of these symptoms pre-
sented by women are in fact problems of
couples. This approach is thought helpful
in terms of young people's understanding
of sexually transmitted disease (STD), and
is appreciated by the patients attending.
The issue of communication between

primary care and genitourinary medicine is
fundamental and is rightly raised by Dr
Owen. The ability to monitor and control
epidemics of sexually transmitted diseases
is dependent on individual patients reveal-
ing the most intimate and detailed aspects
of their sexual history. The privacy and
confidentiality afforded by genitourinary
medicine facilitates this, but it is a long-
held belief of this teaching department that
the transfer of effective, prompt, diagnostic
information to the general practitioner not
only helps in primary care management,
but increases the awareness and under-
standing of local epidemiological concerns
in STD.

Ifwe are to ask for increased use of genito-
urinary medicine clinics by primary care,
then we in return have to increase commu-
nications with general practitioners. This
interplay between the two specialties
appears to be greatly facilitated by this
senior house officer (SHO) training oppor-
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