Perhaps it is wrong to generalise too much
from this observation, but it does illustrate
just how holistic we ‘general’ practitioners
have to be.
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Future proofing
primary care
In the September issue of the Journal, Tim
Ballard wrote: ‘The penny dropped with me
at the RCGP Annual Conference in Harrogate
last year, that the best way of future proofing
the healthcare system in the UK is to invest
in the education and skills of GPs and their
teams, in short, helping them to deliver
high quality generalist personalised care.
At the heart of this is the skill to deliver
bespoke patient care and manage risk
without resorting to over-medicalisation and
consequent high resource use.’ 1
In the same issue, in an article on dyspepsia
in primary care, two gastroenterologists
wrote: ‘The initial management of
uncomplicated dyspepsia in the community
should consist of either non-invasive testing
for Helicobacter pylori, so-called ‘test and
treat’, with proton pump inhibitor (PPI)-based
triple therapy for those testing positive (PPI
and two antibiotics) and 4 weeks of PPI for
those testing negative, or empirical PPI for
all patients.’ 2
The gastroenterologists seem to be
teaching us how to cope without an
endoscope. Surely, as Ballard’s editorial
indicated, our scope needs to be wider than
this: we have to learn not just about H. pylori
but also about other causes of abdominal
pain, about the low predictive values of tests,
about the way symptoms change over time,
either improving spontaneously or becoming
more clearly defined, and about the power of
serial history and examination.
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Response to ‘Repeat
prescribing = hassle’
Greenhalgh bemoans the fact that repeat
prescribing has become a chore and
generated its own bureaucracy.1 Much of
the hassle is self-inflicted.
My hypertension was diagnosed while I
was serving in the Army. Once it was brought
under control I was reviewed every 6 months
and was given a prescription for 6 months
supply of medication. On retiring and coming
under NHS care, I was still reviewed 6monthly but was only trusted with a month’s
supply of medication at a time on the basis of
PCT guidelines.
I fully understand that some patients
cannot manage 6 months’ supply of
medication and in my days as an NHS GP
I emptied older patients’ drug cupboards of
hoarded drugs.
My challenge to you is to regard guidelines
as what they really are, practice the
personalised, patient-centred care, which
you all espouse, and trust those of us who
can manage their drugs by prescribing
reasonable amounts and go back and
enjoy coffee, cake, and the conviviality of an
informal meeting with your colleagues and
make repeat prescribing less of a chore. Are
there any good reasons why you should not?
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Persistent cough in
children
Philipson et al have provided more evidence
on subclinical Bordetella pertussis infection.1
After reading the article one could think that
B. Pertussis was just another, impossible to
distinguish, cause of prolonged coughing, that
only a laboratory test will illuminate. I think it
needs to be pointed out that whooping cough
is a real syndrome, with a largely forgotten,
but unique characteristic that makes clinical
diagnosis possible, and that we now realise,
co-exists with subclinical infection.
I have studied 740 cases of clinically
diagnosed whooping cough in the Keyworth
Practice since 1977.2 The characteristic that
distinguishes clinical pertussis is not the
‘whoop’, but the very long intervals (can be
hours) without coughing, contrasting with
the severe choking paroxysms that occur
on average every 2 hours. Patients do not
volunteer this information, indeed very few
are aware of it until they have thought about it.
It is possible, but I think unlikely, that none
of the oral fluid positive patients in Philipson’s
study had clinically diagnosable pertussis.
If the right questions had been asked, the
software may have learnt something, and
very likely improved on the average clinician.
Pertussis is diagnosable if the
characteristic symptoms are known and
the right questions asked, or if the clinician
hears the sound of a real whooping cough
paroxysm and learns the tune, which few
have had the opportunity to do, since the
cough is inconveniently intermittent.
There is probably more danger from
cases missed through lack of diagnostic
skill than there is from the unknown number
of subclinical cases, which, as opposed to
missed cases, are not very important in the
transmission of this disease that is still killing
babies.
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