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Clinical Effectiveness and Primary Care
ByM Baker,N Maskrey, S Kirk. (k 18.50; Pp
136) 1997. Oxford: Radcliffe Medical Press.
ISBN 1 85775 129 9.

Purchasing good quality eye care: the
provider's view

Vafidis rightly points out that a multidiscipli-
nary team approach to eye care for diabetic
patients is necessary.' Care for people with
diabetes takes place across the primary-
secondary interface and we agree that the
integrated clinics and outreach provision dis-
cussed can be effective.
We must take issue however with Vafidis'

confident assertion that "most districts have
established a scheme locally which aims to
screen all diabetic patients within the area."
Would this were the case. We undertook a

survey of provision for diabetic retinopathy
screening in England and Wales during 1996
as part of an audit sponsored by the Royal
Colleges of Ophthalmologists, General Prac-
titioners, and Physicians. We received replies
from all 105 health districts, of which 44
(42%) had established screening schemes
and a further seven (8%) schemes that had
been running for a year or less.

In the 44 districts with established
schemes, a total of 54 schemes existed; many
of these did not cover the whole population of
the district. Of the 54 schemes we identified,
39% were optometrist based, and 32% used
retinal photography, underlining Vafidis'
point about the importance of multidiscipli-
nary teamwork. Our findings show that fewer
than half the health districts in England and
Wales were providing population based
screening in 1996.
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Effective Procedures in Maternity Care
Suitable for Audit. By Angie Benbow,
David Semple, Michael Maresh. (Pp 56; , 8)
1997. London: Royal College of Obstetri-
cians and Gynaecologists Clinical Audit
Unit. ISBN 0902331 80 9.

The work involved in reviewing the literature
to set standards of maternity care on which to
audit is time consuming and may be confus-
ing. So-let the Royal College of Obstetri-
cians and Gynaecologists (RCOG) Clinical
Audit's prestigous committee do it for you

and read their document.
The committee has produced a succinct,

clearly laid out 55 page booklet, predomi-
nantly referenced through the pregnancy and
childbirth module of the Cochrane Database
of Systematic Reviews, which recommends
standards for different aspects of maternity
care. Each topic has suggested auditable
standards, more than 100 ideas to keep your
audit meetings busy and interesting. To
decide which topics to audit, the authors
encourage participation of consumer

representation-such as the local Maternity
Services Liaison Committee. This will be
new territory for many units.

However, although some of the standards
would be straightforward to audit, many are

vague and would be difficult audits to try and
set up-for example, all women should have
free access to literature regarding alcohol
consumption, or all women should be aware

of the results (of their rhesus antibody status)
and their importance. Perhaps a subsequent
document is required which sets out formats
of how to measure such data so that these
audits have a greater chance of being
performed and could be compared between
units (not league tables).

It is likely that purchasers will take on

many of these advised standards as they
include unit based practice standards-for
example, all units offering continuous
intrapartum cardiotocography should be able
to offer facilities for fetal blood sampling, or a

service for external cephalic version should
be available. I did not find any of the
standards particularly controversial and think
that most units will already be working within
them.
The number of patient information leaflets

which are suggested, although laudable, is
daunting and again a central source of
leaflets, which can be adapted to local needs,
would be useful. The RCOG and Midwives'
Information and Resource Service
(MIDIRS) have patient information leaflets
but at a cost.
There is a section of procedures not

included because the medical evidence is not
yet very strong. Within this section is that of
measuring nuchal translucency as a screening
for fetal abnormality-a test often being
requested by patients and paid for privately.

I welcome this booklet and it will prove
very useful for the obstetric audit coordina-
tor.

FELICITY ASHWORTH
Consultant Gynaecologist and Obstetrician,

Stoke Mandeville Hospital NHS Trust

Many National Health Service (NHS)
strategies have struggled to move from slogan
to reality. Clinical Effectiveness and Primary
Care is about the challenge of not just recog-
nising its value and learning for the task, but
doing it in practice the move from compe-
tence to performance.

Maslow's hierarchy of human needs de-
scribes how we all try and meet our lower
order physiological needs such as food and
shelter-before we move up to giving energy
to love and belonging, and then on to curios-
ity and the search for knowledge. The authors
use this as a model to look at the blocks of
evidence based practice. From this poten-
tially pessimistic analysis, the book hints at
some solutions. Consultants in the past may
have won resources for unproved treatments
by position and forceful personality. Some
general practitioner fundholders have used
the same conflict based approach. The
authors describe the potential value of
evidence based commissioning, as a coopera-
tive activity, meeting not only the higher ech-
elons of Maslow's pyramid, but also the lower
processes of belonging and self esteem.
One of the strengths of the book is the

background of its authors, from general prac-
tice, public health, and NHS management,
and recognition of the tensions between these
disciplines. The missing author is perhaps the
patient. We are told that "As the day of the
patient expert beckons, there will be no
hiding place for substandard clinical prac-
tice." What a wonderful opportunity to use
the traditional general practice skills of work-
ing with the patient to enhance their
understanding and decision making. I have
already partnered a patient with a rare condi-
tion who wished to be the expert, with the
doctor taking the supporting role of mentor,
friend, and tutor in critical appraisal!

I greatly enjoyed the book, and found that
it stimulated reflection on how to move
evidence based practice from a slogan to a
reality. I would have liked a little more on the
role of qualitative evidence.

I was interested towards the end of the
book to read that "In the longer term,
General Practice will provide the majority of
care which is now delivered in hospitals." Pri-
mary care might well achieve this, and it is all
the more important that general practice
maintains and develops the specialist skills of
the consultation and understanding the
patient's ideas and beliefs that can allow the
patient with their folder of internet printouts
to share the role of expert.

ANDREW WILSON
General Practitioner, Hertfordshire

Measuring Quality in General Practice.
Edited by: JGR Howie, DJ Heaney, M Max-
well. (,J13.50; Pp 32) 1997. London: Royal
College of General Practitioners. (Occasional
Paper 75.) ISBN 0 85084 232 8.

What is quality and does it make it a
difference? These questions are answered
only partially in this fascinating account of a
major research project. The authors were
commissioned by the Scottish Office to carry
out an independent evaluation of the Scottish
Shadow Fundholding Project for some
marker conditions. Secondary analysis of the
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data enabled generalisation of the methods to
other consultations. Chapter two describes
the development of measures for needs,
process, and outcome. Needs were measured
by a preconsultation questionnaire compris-
ing items on physical and social problems as
well as the general health questionnaire
(GHQ12). Measures of consultation length,
particularly mean duration, were used for
process. Outcome was measured by a post-
consultation questionnaire, part ofwhich was
used to produce a mean "enablement" score.
The relevant six questions were designed to
elicit patients' perceived ability to cope with
life and their illness, to understand the illness,
to keep themselves healthy and help them-
selves, and their confidence about their
health. An increased enablement score was
found to be strongly correlated with in-
creased consultation time at population,
practice, and individual doctor level. More
complex problems needed proportionately
more time for equal enablement.

This seems to be a powerful argument for
more time to be allocated to the consultation.
Unfortunately, my experience since the 1990
contract suggests that 10 minute appoint-
ments are, in effect, reduced to eight minutes
by the demands of computer operating and
data collection. It also seems as though the
patients charter has tended to increase the
demand for appointments, such that there is a
pressure to revert to seven minutes. I am
presently involved in research which suggests
that spending more time is beneficial for
patients, but do doctors really want to know
this?

Is enablement quality and does it make a
difference? If the Department of Health can
be convinced that it is and it does, perhaps
they will provide the resources for general
practitioners to do a proper job. It is not yet
clear whether enablement is a distinct entity
in relation to patient satisfaction. Although
the literature will support an argument to
regard satisfaction and consultation length as
legitimate outcome measures in themselves, a
counter argument might be that extra atten-
tion and the resulting "feel good factor" are
consumer products which do not relate to
health outcomes. Professor Howie and his
colleagues have recently embarked on a mul-
ticentre study which will attempt to consider
these issues. For example, enablement will be
investigated in relation to the scores on
standard patient satisfaction questionnaires,
and also health authority performance fig-
ures. Enough of this report was stimulating
for me to want to persevere with the difficult
parts.

JOHN MIDDLETON
Associate advisor in general practice,

University of Leicester

Making Sense of Audit: Second Edition.
Edited by Donald and Sally Irvine. (Pp174;
£16.50) 1997. Oxford: Radcliffe Medical
Press. ISBN 185775 1191.

A main strength of audit in general practice
has been to help practice teams manage their
work effectively. In these circumstances audit
is not regarded as an additional activity to be
promoted by enthusiasts or health service
structures, but as a part of daily practice
essential to the provision of care. Case study
seven ofthe second edition ofMaking Sense of
Audit is a clear illustration of this point. The
practice realised that it could improve its
management of hypertensive patients when a

patient who had dropped out offollow up had
a stroke. Over a period of years, involving
several audits and reference to new guidelines
as they were published, the practice was able
to manage improvements in care. Eventually,
they had installed state of the art computer
records giving them instant access to infor-
mation about their performance.
The role of audit is not confined to the

management of chronic disease. In another
case study a practice team critically evaluates
its approach to making decisions, and over
several years reforms itself to ensure efficient
planning to meet the challenges of a develop-
ing health service. In another, a practice
undertook a detailed confidential enquiry
after a complaint. This led to review of the
practice policy on continuity of care.
When it was published six years ago, the

first edition of this book was the best
introduction to clinical audit for primary
healthcare teams. It has guided many prac-
tices to take their first steps in audit and pre-
sented the argument that the provision of
high quality care required explicit objectives,
objective measures of current performance,
and systematic management of change to
ensure that the objectives are met. Much has
changed in the past six years, including the
emergence of primary care audit groups, the
arrival of evidence-based medicine and the
growth of fundholding. The second edition
takes these changes in its stride, and even
anticipates future developments. As Donald
and Sally Irvine point out, change is inevita-
ble and planning is required to ensure that
practices can respond and continue to move
towards their goals. The first half of the book
provides an introduction to audit methods for
primary healthcare teams, including the
development of criteria and standards, meth-
ods of collecting, analysing, and feeding back
information, and the management of change.
It is written for team members themselves,
has a practical style, and avoids excessive
detail.
The introduction to audit is helpful, but as

with the first edition, the most useful section
is that containing 15 case studies of audits
from individual primary care teams. The sto-
ries convey the truth behind the organisation
of audit, show what can be achieved, and
highlight the role of audit in practice. Many of
the case studies have been updated since the
last edition-the practices that undertook
them have not stood still. As a result, general
practitioners, registrars, and primary care
team members will find Making Sense ofAudit
relevant and rewarding. Now we need a
version for clinicians in hospital practice.

RICHARD BAKER

Making Sense of the NHS Complaints
and Disciplinary Procedures. By D PICK-
ERSGILL, T STANTON. (PP 196; £16:50) 1997.
OXFORD: RADCLIFFE MEDICAL PRESS. ISBN
1-85775-163-9.

The increasing numbers of complaints and
lawsuits practitioners face has brought the
need for effective management of complaints
firmly on the agenda. Some significant
changes to complaints procedures in the past
three years has provided new responsibilities
for staff to deal with the initial stages of com-
plaints and an overview of these structures is
welcomed.

In Making Sense of the NHS Complaints and
Disciplinary Procedures six authors cover 14
topics they have identified as being relevant to

understanding the processes set up to handle
complaints within general practice. The
reader is given a brief overview of the dissat-
isfaction with the previous complaints proce-
dure and the development of the Wilson
Committee's recommendations with particu-
lar focus on input from the British Medical
Association. The authors then run through
the different branches of complaints bodies
and processes including local resolution,
conciliation, independent review, the role of
the ombudsman, disciplinary procedures, the
General Medical Council, and others. The
areas covered are highly relevant, however, by
limiting the brief very tightly to the organisa-
tions that react to complaints, the proactive
structures that could be used to minimise
complaints and litigation and to improve
supporting data for effective defense of prac-
tice where appropriate are missed. Thus
adverse incident reporting is only briefly
mentioned and the benefits of integrating
complaints with risk management, quality,
and audit programmes are excluded.

Potential readers need to bear in mind that
the function of the book is to clarify the
structures of handling complaints and does
not therefore deal in depth with the content
of complaints. A reader looking for personal
insight into minimising the difficulties of
going through any aspect of the procedure or
improving on the way they handle the content
of a complaint will gain little beyond common
sense suggestions such as listen to patients,
keep effective records. There is a surprising
dearth of references to published literature
and the research that is quoted is not always
referenced. Thus a helpful example of a
structure that staff might find supportive
such as Pietroni and Uray-Ura's patient par-
ticipation group and some interesting quotes
such as "three-quarters of GPs considered
complaints to be not at all justified", are tan-
talisingly unavailable.
Although there are areas of repetition, the

book serves as a helpful overview to the func-
tion of the different bodies. The text is
concise with clearly defined topic areas, and
although there is no overall summary or chart
about the relation of the various stages and
organisations, the brevity of the book makes it
possible to quickly get a feel for how they slot
together. It offers a useful starting point in
getting to grips with the new procedures.

PIPPA BARK
Senior Research Fellow,

Clinical Risk Unit,
University College London Medical School

How to read a paper: the basics of
evidence based medicine. By Trisha
Greenhalgh. (£ 14:95; Pp 196) 1997. Lon-
don: BMJ Publishing Group. ISBN 0 7279
1139 2.

When asked to review the book How to read a
paper I have to admit I was filled with
anything but boundless enthusiasm. Then I
noted the author and a glimmer of hope
appeared. I was not disappointed. Not only
does the author's inimitable style shine
through her writing, her creative and prag-
matic approach to critical appraisal turns a
potentially heavy text into a light entertaining
and very informative read. This book would,
if anything could, inspire the sceptical
practitioner to begin to see the importance of
evidence based practice and its realistic con-
tribution to making patient care more objec-
tive, logical, and cost effective; or facilitate the
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