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LETTERS

Intuition … or good
mathematics?

I remain to be convinced that ‘intuition’
exists. T Greenhalgh1 gives two exam-
ples, both of which look to me like
extreme cases of Bayes’ theorem in
which one factor (‘no previous history,
behaving strangely’) deservedly
received a weighting that over-
whelmed the other components. 

I too have the odd diagnosis I am
proud of. We all have. But I can think
of several where I ‘intuitively’ got the
odds wrong (including the one when I
roared up to a patient’s house at top
speed, to find him not just dead but
stiff).

Her article appears to rely on a spu-
rious distinction between ‘evidence’
and ‘context’, which then justifies the
contrast of experienced and ‘naïve’
practitioners. But the examples and
the definition merely describe the
rapid, accurate computation of proba-
bilities. In the same way that I would
like to know the course, distance, and
going before I bet on a horse, skilled
practitioners should include in the
computation of diagnostic probabilities
the nature of the person with the ill-
ness. This is not intuition, it is just bet-
ter mathematics.

PETER H FITTON

Lepton Surgery, Highgate Lane,
Lepton, Huddersfield, HD8 0HH.
E-mail: pfitton@doctors.org.uk
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Cervical screening

Quite properly, cervical screening
undergoes periodic debate and

change.1 Recruiting the whole popula-
tion that is deemed appropriate to
screen, and engaging the attention of
all women to the endeavour, are clear-
ly central to success. This process
ought to begin at or around puberty. 

Encouraging a woman in her early
twenties, who may have been sexually
active for a decade or more, that now
is the right time to start having tests for
something that has not previously
appeared on her self-interest radar, will
be a sterner task than continuing a
process of regular stigma-free sexual
health care activity that dates from first
intercourse — or, arguably, even
before that.

In March 1996, in the British Journal
of Obstetrics and Gynaecology, I listed
almost 40 conditions that I could readi-
ly recall diagnosing during first pelvic
examinations, the presence of which
had not been disclosed or known
about by the patient. Since then, after
discussion with bacteriology and geni-
tourinary medicine units, we have
started to screen as widely as possible
for STDs, including chlamydia, and
have found a steady stream of them. A
worrying proportion of first liquid cytol-
ogy smears at 20-plus years of age are
now reported as having high-risk type
human papilloma virus (HPV) infection
present and associated cytological
changes with colposcopy are recom-
mended. 

How sure are we about the natural
history of cervical cancer? Surely it is a
dynamic thing. In my BJOG letter I
recalled that we had had three recom-
mendations for colposcopy in girls
under the age of consent. Were these
solely maturation changes that would
spontaneously resolve — upon what
evidence? How will we ascertain the
veracity of that view in 20 years’ time
when retrospective analysis of early

smears will no longer be possible?
What of those young teenagers with
numbers of partners far into double
figures, a proportion of whom will
already have high risk HPV now, who
will not have a first smear for a decade
or more?

The message that a high profile sex-
ual health care activity — having a
smear — is only important between
25 and 50 years of age, needs to be
phrased ever so carefully. The impor-
tance and routine stigma-free nature
of other forms of screening must be
bolstered and actively promoted too.
From the gravely disadvantageous
position of my male gender, I venture
to assume that one vaginal smear or
swab is little different from another —
if all are known, from the outset of
sexual activity, to be simple, worry-
free, easy and ‘good for you’, the pub-
l ic health wil l  be so much better
served.

STEVEN FORD

Five Stones, Heugh House Lane,
Haydon Bridge NE47 6HJ.
E-mail: sford-hb@dircon.co.uk
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Tuberculosis in primary care

We are grateful to Singh et al1 for high-
lighting the growing challenge of man-
aging the UK’s part of the global tuber-
culosis epidemic. From our experience
of running a TB control programme we
are familiar with world standards of
care, and are concerned that UK poli-
cy is lagging behind the best current
evidence. In particular, there are three
emphases that deserve to be highlight-
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ed from your editorial, which are vital
to successful management in primary
care here as elsewhere.

1. Early diagnosis depends on a high
index of suspicion and prompt
investigation of suspect cases.
The International Union Against
Tuberculosis and Lung Disease
and the WHO agree on this defini-
tion: ‘a person with a cough last-
ing more than three weeks without
a known other cause’. GPs may
want to add to this other criteria,
for example ‘high risk groups’,
such as the homeless or recent
immigrants, to ration investiga-
tions. The Department of Health
seems to agree with this position.2

2. The cornerstone of diagnosis is
sputum smear microscopy, a sim-
ple and cheap test that can be col-
lected in general practice without
special facilities. Results can be
telephoned back to the surgery by
the lab in 24 hours, and provides
more accurate information on
diagnosis, prognosis, and infectivi-
ty than culture or any of the DNA-
based tests currently available. It
is almost certainly underused in
current practice.3

3. The key to successful treatment
and control of TB in our communi-
ties is compliance with a drug regi-
men of up to four drugs, taken for
25 times longer than most antibiot-
ic courses that we generally pre-
scribe for acute infections.
Internationally, directly observed
treatment (DOT) is considered the
gold standard method for improv-
ing compliance. The urgent chal-
lenge is to develop assessment
tools that will predict those need-
ing full DOT and to develop
patient-friendly systems for deliv-
ering it. We also need to develop
imaginative methods for improving
and monitoring the compliance of
other patients not receiving DOT.
These might include nurse-provid-
ed health education, financial or
in-kind incentives, weekly dispens-
ing of pre-packaged medicines,
and electronic reminders.4 As long
as there is international travel, HIV,
homelessness, poverty and an
ageing population in the UK, we

can anticipate an increase in
patients with TB in our surgeries.5

RODERICK MACRORIE
General practitioner, Cape Hill Medical
Centre, Smethwick, W Midlands B66
3NR.

ANDREW CORDELL

General practitioner, Horfield Health
Centre, Lockleaze Road, Bristol, BS7
9SB. E-mail: andrew.cordell@gp-
L81022.nhs.uk 

NEIL HAMLET

Specialist Registrar in Public Health
Medicine, Lanarkshire NHS Board,
14 Beckford Street, Hamilton, ML3 0TA.
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Annual health checks for
adults with severe learning
disabilities in primary care

The National Minimum Standards Care
Homes for Younger Adults Regulations
(Standards 19.4) states ‘Service users
are offered annual health checks
(including attention to vision and hear-
ing; medication; and, illness/disability
unrelated to primary disability/condi-
tion)’.1 The regulations came into oper-
ation on 1 April 2002. They do not
specify who will do the annual health
checks. In 2000, 53 400 adults with
learning disabilities had residential
care places.2 This suggests that, in
England, most GPs will have on aver-
age two such patients requiring annual
health checks. 

In 1997, we received funding to offer
health checks to our patients identified
as having significant learning disabili-
ties on a practice-held register. Out of
a total practice population of 14 410,
57 adults and children (37 males and
20 females) with moderate, severe,

and profound learning disabilities were
initially identified. A substantial minori-
ty of adults (18/47) were in residential
care.3 During the five-year study, fur-
ther patients joined the practice so that
an average of 56 adult patients, both
those always in the community and
those in residential care, were offered
annual checks. The attendance rate
was 77.5%. A structured health review
questionnaire covering most of the 15
international consensus targets4 was
used by the learning disabilities nurse
and GP. About three-quarters of all
patients seen needed ‘in house’ (pri-
mary care) interventions, such as
lifestyle advice leading to monitoring
obesity, ear checks leading to syring-
ing, review of associated locomotor,
hormone, skin, digestive system,
epilepsy or other CNS conditions lead-
ing to treatment, medication change,
and blood tests. Other patients
required referral to the consultant in
the psychiatry of learning disabilities
(often for anticonvulsant upgrade), and
to locality community learning disabili-
ty team members (for respite care,
behavioural, speech and continence
problems), or to other specialist col-
leagues; for example, dentist, optician
and orthopaedic surgeon.5

People with learning disabilities are
thought to have two-and-a-half times
as many additional medical conditions
than their peers,6 yet are less demand-
ing. Because of difficulties in commu-
nication, advocacy and access,
patients with learning disabilities may
not be getting as good a service as
other more articulate patients. The
‘Valuing People’ strategy of facilitators
and health action plans may help to
rectify this inequality but there are
increasing training and resource impli-
cations for primary care, which still
have to be addressed.7

GRAHAM MARTIN

ROGER GADSBY

Red Roofs, 31 Coton Road, Nuneaton,
Warks. CV11 6JN. E-mail: graham-
martin@redroofs31.freeserve.co.uk
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Learning from death

Elizabeth Lee1 states that ‘a body of
research evidence shows that… care
is better in specialist palliative care set-
tings than at home or in hospital’. The
references she quotes show no such
thing, nor were the patients studied
similar.

I am concerned that patients, fami-
lies and primary care teams may be
persuaded that palliative care must be
better in hospices. Hospices, hospitals
and general practice offer different but
complementary services. Rather than a
fruitless search for which is better, we
should be working together to ensure
that the best possible care is given
wherever the patient dies, which for a
majority of patients ought to be their
own home.2

This is helped by a systematic
review of deaths in general practices
since ‘a retrospective search for avoid-
able factors in individual deaths is per-
haps the most stringent form of self
crit icism available to any clinical
team’.3

JOHN HOLDEN
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Diabetic control and
retinopathy 

The article by Saum and colleagues1

on the association between retinopa-
thy and glycaemic control in patients
with type 2 diabetes mellitus deserves
further comments. First, the authors
reported a low prevalence of diabetic
retinopathy in their population. The
authors indicate reasons for their
under-ascertainment. This may also be
owing to the low sensitivity of the tech-
nique used for the eye examination.
There is a lack of studies on the sensi-
tivity of slit lamp biomicroscopy to
detect diabetic retinopathy by
optometrists in a primary care setting.2

Secondly, the authors conclude that
they had demonstrated a strong rela-
tionship between the presence of
retinopathy and poor diabetes control,
as assessed by glycaemia using
HbA1c. Although the odds ratio report-
ed for HbA1c may indeed be high at
2.73, the wide 95% confidence interval
of 0.9 to 2.7, crossing 1.0, suggests
that this result is not statistically signifi-
cant. Only diabetes duration remaining
statistically significant (OR = 2.88; 95%
CI = 1.1 to 7.7). Thus it appears that
patients had a significantly long dura-
tion of disease, a known risk factor for
development of retinopathy,3 rather
than poor glycaemic control to account
for the presence of retinopathy. 

Perhaps the small number of
patients (n = 23) may have been a fac-
tor to explain the failure in finding a
significance with glycaemic control
and retinopathy used in the multivari-
ate analysis. The United Kingdom
Prospective Diabetic Study,4 a large
prospective study of patients with
newly diagnosed type 2 diabetes melli-
tus, clearly demonstrated that poor
glycaemic control and high blood
pressure were associated with a high-
er incidence of retinopathy and other
microvascular complications.

NAVEED YOUNIS

Specialist registrar, Diabetes/
endocrine unit, University Hospital
Aintree, Walton Hospital, Rice lane,
Walton, Liverpool L9 1AE. E-mail:
naveedy@tinyonline.co.uk
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Telephone consultations 

Telephone consultations continued to
be viewed with circumspection,1,2 yet
for some the reality is of its completed
integration into our working life. In my
own practice, computer records from
1991 show that my daytime pattern of
consulting has settled at approximate-
ly 52% as office visits, 43% as phone
consultations, and 5% as home visits
(approximate list size = 2000, annual
daytime consulting rate = 9000) and
my two partners show similar percent-
ages. My own experience has also
supported my research,3 with the
phone consultation being used as an
alternative, and not as an additional
access, to the doctor.

For the practice, the problems of
phone consultations are now more
prosaic. We have to routinely ask for
patients’ mobile phone numbers and
also reflect on the added cost of this
type of call for our phone bill (patients
book appointment times for the doctor
to phone them back).

ANDREW BROWN

The Surgery, Burford OX18 4LS.
E-mail: andrewjbrown@doctors.org.uk
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Pilot study of patients’
perception of an appointment
system 

This survey was designed to gain an
understanding of the patient’s concept
of our appointment system. It also
questioned our practice’s adherence
to an individual list system, in a politi-
cal climate where ease and speed of
access, rather than continuity of care,
seems to take precedence. Patients’
views on the appointment system at a
specific practice were assessed and
the questionnaire ascertained whether
they valued continuity of care or imme-
diate access.

The questionnaire was distributed to
urgent and non-urgent patients, who
made the first 140 appointments in the
month of October at one practice. The
practice is situated in Livingston, which
is suburban and has a varied mix of
patients from different socioeconomic
classes. It has a higher proportion of
younger patients (average age 37.5
years). The practice has a patient pop-
ulation of 13 000, with three full-time
GPs, five part-time GPs, a retainer and
a registrar.

All seven questions were answered
anonymously by 140 patients (Table
1). This represents 1% of our patient
population. Results indicated that 26%
of patients didn’t understand the sys-
tem. Most patients (91%) were pre-
pared to wait to see their own doctor
for a routine problem. The opposite
was true for urgent problems, where
only 14% were prepared to wait. Many
patients (12%) didn’t know what sort of
appointment they had made.

Under the section on comments,
patients were generally positive about
the service they received, some made
useful suggestions and seemed to be
aware of the pressures that their GPs
were under. This survey indicated that
the patients valued continuity of care
and seeing their own GP for ongoing
issues. For urgent problems, they pre-
ferred seeing any doctor and were not
prepared to wait. There was an oppor-
tunity here to educate patients about
the appointment system, and to
ensure that the reception staff were
clear about what they said to patients. 

Our health centre has decided to
defend its stance on maintaining conti-
nuity of care, in spite of the political cli-
mate. We feel, having listened to the
opinion of our patients, that we can
justify our position. 

S SANDERS

General practitioner, Dedridge Medical
Group, Nigel Rise, Livingstone EH54
6QQ.

GP involvement in child
protection 

Dr Carter and Dr Bannon draw atten-
tion to the serious consequences of
missing child abuse, and the impor-
tance of GP involvement.1 The sub-
stantial adverse publicity in fatal cases
detracts attention from damage
caused by unnecessary or excessive
intervention. As a consumer group we
would like GPs to consider another
aspect: the need to protect children
from unnecessary and damaging sep-
aration from their parents and their sib-

lings when they are receiving reason-
able or even excellent care. If social
work intervention were a drug, suppli-
ers would have to prove that benefits
outweighed adverse effects in order to
obtain a licence. At present no such
evidence exists.2

For the past 40 years our work has
been supporting mothers and improv-
ing maternity care. However, during
the past three to four years, we have
seen an escalation of social service
investigations of childcare affecting
pregnant women and young children.
Even when the intervention has been
brief and has not been followed by
allegations of parental failings, the
severity of damage done to the whole
family, parents’ confidence and judge-
ment, and their trust in the health care
system has astonished us. Two moth-
ers developed post-traumatic stress
disorder. Another with a long-term
condition requiring hospital monitoring
has dropped out of care.

Even in families needing some assis-
tance, social work emphasis seems to
be on obtaining care orders (creating
great stress) at substantial legal cost
rather than providing support. In some
cases, we suspect that enthusiasm to
improve adoption statistics is affecting
attitudes towards mothers of young
children. We were mystified by social
workers’ opposition to a woman with
severe postnatal depression entering a
mother and baby unit where we had
found a place for her. Adoptive parents
were already chosen, despite the fact
that the mother was the successful
parent of two healthy, happy, well-
behaved schoolchildren. Fortunately,
voluntary workers enabled her to

Table 1. Results of appointment questionnaires.

Questions Answers

Yes No

Do you know that this surgery runs an individual list system (i.e. you can only see the doctor that you are 
registered with, for routine problems)? 103 36
For a routine problem, would you be willing to wait a few days extra, to see your own doctor? 1281 12
For an urgent problem, would you be willing to wait longer to see your own doctor? 20 119
Do you generally prefer to see your own doctor, when possible? 116 24
Would you be happy to see any doctor for a routine appointment? 75 75
Would you prefer a no-appointment system? This may mean having to wait longer on the day. 27 111

<1 day <3 days <1 week <2 weeks
What do you think is a reasonable waiting time for a routine appointment? 9 71 48 11

Same day Next day Three days One week 
What do you think is a reasonable waiting time for an urgent appointment? 68 41 31 0

My appointment today is: Urgent Not urgent Don’t know
40 83 17   
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recover and successfully manage her
family, who are all doing well, though
with some residual damage from
avoidable separations.

The quality of evidence on which
action is taken is sometimes highly
questionable. When our clients have
accessed their social service records
under the Data Protection Act, the dis-
crepancy between the notes and what
we ourselves saw and heard at the
same meetings has been surprising. In
some cases it seemed to us that social
workers made up their minds at an
early stage, and thereafter, only gath-
ered supporting evidence. Action may
be taken on the basis of Chinese whis-
pers, repeated in so many files that
their accuracy is taken for granted.
The breaches of confidentiality we
have observed of sensitive medical
and social data has been deeply wor-
rying and could have adverse effects
far into the future of the children con-
cerned. We have seen examples of
selectivity, bias, inaccuracy, and misin-
terpretation in social work presenta-
tions, and these are too seldom chal-
lenged in family courts

Case conferences are often held at
times when it is impossible for busy
GPs to attend. However, since they are
the ones who may have to help pick
up the pieces and cope with families
after the social workers have gone, we
hope they will remember that ‘child
protection’ also involves protecting
children from unnecessary and avoid-
able separation from the birth family,
or having their parents demoralised.

BEVERLEY A LAWRENCE BEECH

Honorary Chair, Association for
Improvements in the Maternity
Services, 5 Ann’s Court, Grove Road,
Surbiton KT6 4BE. E-mail:
Beverley.Beech@ic24.net
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Carter and Bannon1 have done a good
turn to vulnerable or mistreated chil-
dren by highlighting the dual needs for

better training in child protection within
general practice and for better organi-
sational planning across the various
professions working with the same
population, in every Primary Care
Trust. Where frontline parenting and
family interventions have failed to
remove the danger to these children,
the survivors may be taken into Local
Authority care (becoming the ‘looked-
after children’). Roughly a third will
reside in a care home and two-thirds
live with a foster family, but individual
children frequently move back and
forth between these two settings and
periodically run away from both. They
may not only change address but
experience placements many miles
from their birthplace and from any
familiar adults, like teachers or school
nurses. Those from impoverished
neighbourhoods, with poor health or
with disabilities are the least likely to
find adoptive parents, especially as
they make difficult life transitions such
as puberty.  

The national initiative Quality Protects
has raised awareness that, for many of
these mentally and physically hurt
young people, their health deteriorates
further during care. Compared with
their contemporaries in more stable
families, these children2 are more likely
to leave care in adolescence: regularly
using illicit drugs, regularly harming
themselves, often pregnant and alone,
or exploited by extremely hazardous
child prostitution. Their lifetime attain-
ments in education and employment
are generally dismal, although meeting
a few skilled, trustworthy adults can
make a big difference in their life story.
Adults in their twenties with a history
combining severe child abuse and
inadequate/chaotic care make up a dis-
proportionate number of psychiatric
inpatients, prison inmates and the
‘young homeless’. Bad experiences of
parenting can also make them damag-
ing parents themselves, without the sort
of social capital (wise grandmothers,
good neighbours and networks of
friends) that most of us take for granted.  

The new PCTs bring together GPs
and practice nurses with their commu-
nity colleagues in School Health and
Social Services. Thanks to the open-
ness of NHS participants (such as Dr
David Colin-Thome, the primary care
‘czar’) at meetings like the recent

Community Care Live (London, 22
May 2002) one can finally see social
workers working imaginatively along-
side GPs to make PCTs viable and
vibrant. Since 1989, Working for
Patients and The Children’s Act, this is
the first year that the systems will actu-
ally be in place for a genuine health
service/local government partnership
to promote children’s wellbeing.
Furthermore, PCTs and their partners
are exhorted to be ‘learning organisa-
tions’. Even with the most difficult
groups (the clientele of Youth
Offending Teams) it has proved possi-
ble to include adolescents themselves
in planning their local health system3.
GPs could truly ‘fulfill their role’1 in pro-
tecting the health of the most margin-
alised young people if they influence
colleagues across their PCT to grow
acceptable and multi-talented services
for looked-after children.

WOODY CAAN

Chair, The School Health Research
Group, Department of Public and
Family Health, APU, 41 Park Road,
Chelmsford CM1 1LL.
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