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Improving
consultations in
general practice for
non English-
speaking patients
Research1,2 has shown that people forget a
considerable amount of the information
they are given in medical consultations, and
that a significant amount of the information
that is remembered will be incorrect.3 This
can have consequences in terms of
compliance with treatment regimes,
frequent attendance, DNA rates and staff
time in providing reminders and
rescheduling appointments.

We piloted the use of digital recording
devices (DRDs) in a general practice in
Sheffield with a large percentage of Somali
patients. All Somali patients needing an
interpreter were invited to take part in the
study and receive a personalised digital
recording of information about their health
to take home with them at the end of their
consultation with a health professional.
Participants were contacted 1 week later by
trained interpreters who carried out a
telephone questionnaire on acceptability
and usage. In total 68 recording devices
were given out and 58 people were
interviewed.

Of the patients who took part, 81% were
women, mainly aged >55 years. Older
people and those with memory problems
felt that the DRD was useful as they were
aware that they forgot many things. The
DRDs in this study were used mainly to
record information about appointments and
medication. People who were interviewed
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Under pressure
Manning et al highlight an important point,
well described but less well recognised in
clinical practice.1 Their study demonstrates
the practical implications of acting upon
blood pressure (BP) values and the
variations obtained at different times
through various methods adopted to
measure BP, especially in this era of the
phasing out of mercury
sphygmomanometers.2 However, we take
lament over their comments of identifying
the white-coat effect group (~30%) to avoid
costs of additional treatment. There is an
increasing body of evidence to suggest that
white-coat hypertension (WCH) is not so
benign after all.3 Indeed, many studies have
suggested that WCH was associated with
significant end-organ damage.3

As an illustrative example; Strandberg et
al,4 evaluated prospective data over
21 years of 536 businessmen with
cardiovascular risk factors at baseline and
found that men with white coat effect of
>30 mmHg had significantly higher mortality
than the normotensive men. Gustavsen et
al,5 contributed further to the debate and
suggested that WCH should be regarded as
a cardiovascular risk factor. Their study was
a follow-up study on 420 patients with
hypertension newly diagnosed by their GP
and 146 normal controls; where 18.1% of
the 420 hypertensives had WCH. With a
mean duration of follow-up of 10.2 years,
first events were recorded in 18.4% of the
WCH group compared with 16.3% in the
established hypertension group. The other
main finding of this study was an increased
cardiovascular risk in WCH compared to
normotensive controls.

This has particular inference, given the
recent study by Mant et al demonstrating
that for 80% of the patients in UK primary
care, systolic BP was above the targets set
by the British Hypertension Society, despite
the fact that the practices selected were
active in research and the BP control may
have been better than in the UK as a whole
with notable paucities in aggressive

combination therapy.6 One recent report,7 on
primary care physicians’ choices of
antihypertensive therapy for subjects with
type 2 diabetes diagnosed with hypertension
found considerable variation between
practices that were not explained by
adjusting for age, sex, prevalent coronary
heart disease or study year; while trends in
drug utilisation were consistent with the
evolving evidence base but there were still
wide variations in between practices. Indeed,
the burden of hypertension on stroke and
cardiovascular disease is enormous —
21 400 stroke deaths and 41 400 ischemic
heart disease deaths (approximately 42 800
strokes and 82 800 ischaemic heart diseases
saved, making a total of 125 600 events
saved) each year in the UK.8

Thus, the emphasis by most BP
management guidelines calling attention to
the need for more aggressive treatment
targets cannot be stressed any further, given
the vast amount of disability-adjusted life-
years and mortality associated with the
global burden of hypertension, which is
indeed a major public health challenge.9

George I Varughese
Specialist registrar in diabetes and
endocrinology. Email: georgeiv@doctors.org.uk

Abd A Tahrani
Specialist registrar in diabetes and
endocrinology, University Hospital of North
Staffordshire

REFERENCES
1. Manning G, Brooks A, Slinn B, et al. Assessing blood

pressure control in patients treated for hypertension:
comparing different measurements and targets. Br J Gen
Pract 2006; 56(526): 375–377.

2. Varughese GI, Lip GY. Goodbye mercury? Blood
pressure measurement and its future. J R Soc Med 2005;
98(3): 89–90.

3. Chung I, Lip GY.White coat hypertension: not so benign
after all? J Hum Hypertens 2003; 17(12): 807–809.

4. Stranderg TE, Salomaa V.White coat effect, blood
pressure and mortality in men: prospective cohort
study. Eur Heart J 2000; 21: 1714–1718.

5. Gustavsen PH, Hoegholm A, Bang LE, Kristensen KS.
White coat hypertension is a cardiovascular risk factor: a
10-year follow-up study. J Hum Hypertens 2003; 17(12):
811–817.

6. Mant J, McManus RJ, Hare R. Applicability to primary
care of national clinical guidelines on blood pressure
lowering for people with stroke: cross sectional study.
BMJ 2006; 332(7542): 635–637.

Letters
The BJGP welcomes letters of no more than 400 words,
particularly when responding to material we have published.
Send them via email to jhowlett@rcgp.org.uk, and include
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