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SPREAD initiative misunderstanding publication should not exceed 400 words. All let-
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Screening for cervical chlamydial infectionin  The need for anRIGP Letters may be sent either by post (please use
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SPREAD initiative improved outcomes for this group. vious year, and the presence of mucopuru-
We are novice researchers and, despitkent vaginal discharge or friable cervix.
Sir, support, have found this a challenging Since routinely asking about numbers of

The paper ‘Primary care research — theprocess. Ideas have been no problemsexual partners may not be realistic in gen-
truth’ (May Journal; Back Pagesd)struck a  being realistic, practical, and specific has.eral practice, we suggest offering screening
chord in our hearts and spurred us to shar@/e have found difficulty in formulating to women aged under 25 years, black
our own experiences from the coalface offesearch questions and have spent manyomen, and those with clinical signs on
primary care research. hours striving to be focused and clear inspeculum examination. Using these criteria
Recent emphasis on encouragingour thinking. This is not ‘blue skies in our study, 52% of women would have

research in primary cateesulted in the research’ but we hope our small contribu-been screened to detect 87% of cases.

North West Regional NHS Executive tion will influence service delivery and Stokes_et al_ also observe that GPs may
establishing a research and deve|opmerifnprove health for the population we sup-need guidelines on the management of

initiative. The initiative, Stimulating port. women with chlamydial infection, as fol-
Practice-based Research and Development lows:

(SPREAD), supports primary health care SHEILA WILLIAMSON . Aphropriate antibiotics (e.g. doxycy-
professionals in developing research and and The Research Team  (jine 100 mg bd for seven days or
development skills. As a SPREAD prac- _ . . azithromycin 1 g stat, or, if pregnant or
tice, we are currently embroiled in the Pringle Street Practice lactating, erythromycin 500 mg qds for
research process. 216-218 Pringle Street seven days).

Many of the areas highlighted as vital to Blackburn « Advise that the partner must be treated.
successful researthave been addressed Lancashire BB1 1SB - Refer to a genitourinary clinic for follow
by SPREAD; however, despite this, we -up.
still empathize with the views and chal- References. - The evidence for such recommendations
lenges described. _ L t\rlijctﬁ?[gé‘élf S?;ggéfg%fﬁg?;&hlgg? has been examinéd.Furthermore, a ran-

Our practice supports a population of 49: 414-415. domized controlled trail in 28 inner London
approximately 2000 people. Within this 2. pepartment of HealtiR&D in primary practices showed similar guidelines pro-
there is considerable ethnic diversity: 60%  care. [National Working Group report.] duced an improvement in GPs’ manage-
of the population are of South Asian origin ~ London: HMSO, 1999. ment of roughly 40% (although too few
and 40% Caucasian. women were diagnosed with chlamydial

Our research focuses on two clinicalScreening for cervical chlamydial infection to reach statistical significanée).
areas: iron deficiency and anaemia in chilinfection in general practice United Kingdom GPs have been shown
dren, and diabetes. At the outset we were to be willing and able to screen and treat
clear that our projects should be relevant tSir, women for chlamydial infection in co-
the health needs of our practice populatiorstokeset al provide an excellent discus- operation with our hospital colleagués.
and be useful in general practice. sion of the issues concerning chlamydiawhat we now need is routine access to

The iron deficiency anaemia project will screening in primary care (Judeurnal).!  sensitive non-invasive screening tests, such
determine iron levels in a group of We agree with them, and the Expertas ligase chain reaction, on first pass urines
preschool children. Lifestyle and dietary Advisory Group? that the priority cases for instead of the currently available insensi-
variables will then be examined to deter-screening are sexually active teenagers anive enzyme immunoassay on endocervical
mine if these can be used within primarywomen requesting termination of pregnan-specimens.
care as firstline indicators for children atcy. But who else should be screened in
risk of iron deficiency. general practice? PiPPA OAKESHOTT

The diabetes project reflects our concern In 1994-1995, we conducted a study of
for the ethnic minority population’s opportunistic screening for chlamydial Department of General Practice and
increased risk of developing type 2 dia-infection at the time of cervical smear test- Primary Care
betes® This risk is further increased if a ing in 30 London general practice¢This St George’s Hospital Medical School
first degree relative has diabetes. We ainis currently the only UK general practice- University of London
therefore to determine the glucose tolerbased study in which over 1000 womenHunter Wing
ance of people who have either a parent owere screened and multivariate analysis otranmer Terrace
sibling with diabetes and to intervene withrisk factors was performed.) Chlamydial |_ondon SW17 ORE
health promotion initiatives. We recognize infection was associated with an age of
that the numbers involved may not be largdess than 25 years, being of black AfricanReferences
enough to achieve ‘statistical significance’,or Afro Caribbean ethnic origin, having 1. stokes T, Santer M, Mears J. Screening for
however, we hope the study will lead tohad two or more sexual partners in the pre-  genital chlamydial infection: the agenda
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for general practiceBr J Gen Pract 1999; Primary care groups (PCG) and primaryMonty Python’s list of philosophers.

5 g\%@;éﬁ%rt Advisorv Grou care trusts in Scotland (PCT) should take a Dr Heath quotes William Pickles: ‘I

: Chlamydialptrachomtis.yLondo[r){: lead here. It is in their interests to maintaincome to speak about simple things.’

Department of Health, 1998. a local pool of motivated, educated, com-Perhaps the lecture should have followed

3. Oakeshott P, Kerry S, Hay S, Hay P. petent, safe GP locums. this excellent precept. Most GPs follow
ﬁ?epcfiifgrl]n;t{icmsgfoefecné?\%glf Scr?]fgxgﬁ:n As a further development, eachthis proven maxim daily.
in general practice: prevalence stuBilJ 9 pce/PCT might C?“S'der the settlng up a
1998:316:351-352. core group of salaried part-time flexible GP KEN HARVEY

4. Stokes T, Schober P, Bakeetil. locum posts in their area. Each GP locum in

Evidence based guidelines for the manage- this core group would be responsible for dV2€SgwWyn
ment of genital chlamydial infection in gen- few practices in their area and cover theTrefeccav Brecon

eral practiceFam Pract 1999;16: 269-277. b . .
5 Dakehor Foamicd Chlamydia tra- principals in these practices for such event§oWys LD3 OPW
chomatisinfection in inner city general as practice away days, PCG/PCT meetingsR eference

practices. [MD thesis.] Cambridge: and other committee work. _ _ .
University of Cambridge, 1999. ) L Health I. ‘Uncertain clarity’: contradiction,

6. Oakeshott P. Development of clinical Everyqne would gain from such a poo! meaning, and hop&r J Gen Pract 1999;
guidelinesLancet 1999;353: 412, of salaried GPs. Patients would benefit  49:651-657.

7. Nicks NR, Dawes M, Fleminger M al. because there would be one regular locum,
Chlamydia infection in general practice.  rather than multiple locums who float in
BMJ 1999;318: 790-792. and out. The practice would benefit as thel N€ need for an 8JGP
locum would know the practice set-up, g,
Locum doctors in general practice:  where to find equipment, how to use thePrc;mpted by the letter by John Gillies call-
motivation and experiences phone system and computer, and local preg, ¢, qepate on the future of teurnal
Si scri?c;nbg/reiirraltrﬁ)atternm ghe palztnerS(AugustJournal) 11 would like to present
Ir, would benefit as they would have a known L -
The article on locum doctors (July and, hopefully, trusted locum, requiring aL%Tir:heenJSir:nb;?%/%lfécczrotrt}?;:%al ge:ar:gver-
Journal)? highlights the need for a new minimal induction. The practice managersgions _ as is the case with ?IB&E/IJ
vision for GP locums. As the article states,would benefit as they would no longer Readers who have not yet taken the obpor-
GP locums have an important role, buthave to spend hours on the phone ringin5?unity should check out the features that
they are often invisible in the sense that naround for a locum. make the BMJ the world’s most sophisti-
one knows who they are, or where they One of the positive benefits of the NeW .. ted online medical journal. These fea-
are. This is poor personnel managementHealth Act is the possibility of clearer tures could be incorporatéd into the
Many are isolated and not regularly responsibility, through PCG/PCTs and..giGP in a way that would ensure it
involved in local medical networks. This is clinical governance, for GP locums. Let's remains the most cited primary care jour-
poor team building. Being a GP locum hope improving terms and conditions fornals through this era of rapid change in
should be seen by GPs who are graduatinhis previously neglected group of GPs ispublishing technology
from vocational training (VTS) as a con- high on their agenda. The &JGP's weBsite could allow

structive career move lying between VTS ) ; :
. : access to thdournal’s archive (either
and partnership. Moreover, being a GP JOE WILTON starting from the time of going electronic

locum offers flexible working, which is ] ) . SO
what the majority of younge? GPs want. GP tutor and co-ordinator or with retrospective publication of older

We need to be aware of these issues wheScottish Borders Non-Principal Group material). Readers could then search all

: i . E-mail: joe.wilton@lineone.net articles or refer to themed collections —
?;‘éﬁl%ﬂg?r;ggif;gfg’;Ig‘iﬁm'stmem and J downloading the results of their searches

LT into reference management software for
The time is ripe to formulate new terms Reference 9

o ; future study or citation.
and conditions for GP locums. Aspects that 1 &%ﬁ?lgo%io“ﬂso{gzgm};updr:g{;c’\él:' motiva-  An advantage of electronic publishing is
should be considered are: tion and experienceBr J Gen Pract 1999;  that there is no real limitation on space. This
« In order to practice as a GP locum their ~ 49:519-521. means that theBIGP could publish aspects
name must be on a local locum data- of research papers — such as the question-
base, which includes checking of pro-‘Uncertain clarity’: Confusion, naires used in questionnaire surveys — for
fessional details. Currently it is left to nonsense, and misunderstanding which there is usually insufficient room in
practices to check these details, but in the paper versiohWe could also have links
reality is this done regularly? Sir, to MEDLINE abstracts of referenced papers

» They receive all relevant mailings, After reading Dr lona Heath's 1999 and allow readers to make rapid electronic
such as clinical updates (including Williams Pickles Lecture (August responses to articles rather than wait several
BNF), and information about medical Journal),! | believe Dr Heath is trying to months for formal publication.
meetings, as currently sent to all GPtell us ‘not to miss the wood for the trees; | am sure that the editorial board has
principals. and not to miss the trees for the wood’, buthought about much of this and pondered

e There is a mechanism for sorting | am not certain. over how to finance what would be an
things out when serious problems | was lost among quotations from poetsexpensive venture. Can | make a final plea
emerge with locums. Currently, if a and playwrights like Zbigniew Herbert, — that the full-text version be available
practice has grave doubts about theBerger, Chekhov, and Michael Frayn; andfree of charge to anyone who wants to con-
competence of a locum, the locum issages such as Kant, Isaiah Berlin,sult it? Charging for theBIGP may bring
simply not offered further work, but Pellegrino, Rudebeck, Bakhtin, and, thein little extra revenue — not charging will
they are still free to find work else- never to be forgotten, Giambastista Vico.cause few to stop paying their RCGP dues.
where. Sadly, only Kant merited an inclusion in Low-key advertising would be an accept-
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able compromise. That the full-texB®J the period 1995 to 1998, as seen with th +— Practice
remains free to the world sends a positivenational trend. £000 —=— HA equivalent
message about the profession in Britain. With the increasing availability of this 40-
Having the full-text freely available online type of information at a primary care group 39
creates the potential to have more readerigvel, it is indeed important that use of any 28] °
making more citations and more contribu-data happens in a rational and sensitiv 37_/\
tions and generally enhancing the vitalityway to maximize the potential gains and 36. T
of theJournal. reduce the associated risks. 35

With a bit of imagination the RIGP
could be an important resource for primary MICHAEL WiLCOCK 34
care, not merely an electronic version of . 331 _
the papedournal, but a rich new medium Cornwall Health Authority 2
for interprofessional communication. John Kerry House 29 2 2 9 2 2 2
There is a sense in which moves in thisSt Austell g 8 23 3 8 2 3
direction are inevitablé;the important Cornwall PL25 4NQ Quarters
thing is not to get left behind.
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Sir, What | did not know was that these graphs

Majeed and Moser (Septembaournal)®  were ‘political’ rather than true graphs asauthority average, with a slight overspend

report on antibiotic prescribing patterns intaught by my statistics teacher at schoolover the past year that appears to be cor-

general practice in 1996. They discuss théAlways plot the vertical axis starting from recting itself; the regression suggests were

use of quinolones and the fact that prezero’ was the order of the day, unless yoware back on target. As a practice we are

scription for quinolones accounted for lesswished to lie with statistics. satisfied with our prescribing and conclude

than 3% of all antibiotic prescriptions. This  Political parties frequently resort to a that measures we have taken are beginning

figure is similar to the value of 2.56% non-zero axis and squashing or stretching & take effect and we just need to monitor

reported by Averyet al> who examined graph to emphasize a point that may bluthe situation. There is no need to ask

Prescribing Analysis and Cost (PACT)the underlying truth. To make mattersadvice from the prescribing adviser in this

data for 809 general practices for 1995/96worse, each of the six graphs presentethstance.

One would perhaps expect the use ohave different scales, and trends cannot be | would recommend that practices who

quinolones to have grown over the inter-compared across therapeutic groups. are interested in understanding their pre-

vening years. Figure 1 shows our one therapeuticscribing should re-plot the more extreme
In connection with HSC 199/1G7we  group as illustrated in our latest PACT graphs starting from zero. The interpreta-

identified that, from PACT data for our 76 return. The conclusion from this graph istion may be quite different from what the

practices for the quarter from January tothat we are prescribing more than theNHS Prescribing Information Centre

March 1999, prescriptions for quinoloneshealth authority equivalent by a significantwould like you to believe.

represented, on average, less than 4% of almount; the divergence is becoming alarm-

antibiotic prescriptions. As observed bying, and the regression suggests we are get- MARTIN WILKINSON

Majeed and Moser, there was a large interting worse with time. As a practice we are )

practice variation around this averagealarmed and conclude that we need to serP€Partment of Primary Care and General

(ranging from less than 0.5% to greaterously address our prescribing, and expectPractice

than 10% of all antibiotic prescriptions). our PCG prescribing adviser to be breathMedical School

This slight increase in the use ofing down our necks fairly soon. University of Birmingham

quinolones has to be viewed in the context By comparison, the graph as shown inEdgbaston

of a decline in the total number of antibiot- Figure 2, with a vertical axis starting at Birmingham B15 2TT

ic prescriptions written by GPs in Cornwall zero, conveys a different message. We

and Isles of Scilly Health Authority over appear to be slightly above the health
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