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PRACTICE OBSERVED

Contributions to this series are welcome for consideration

Primary prevention of coronary heart disease

CHANDRA PATEL

Continuing_education is an integral part of the practice of
medicine. Thus the way we practise continuously changes.
Usually these changes are so subte that it is often difficult to
remember what was responsible for the changes and at which
point a particular change occurred. Some readings, however,
make such an impact that they may be easily recalled. For.
example, I seriously started thinking that the rolc of the general
practitioner was to prevent coronary heart discase when 1 read
about some community studies'* showing that about two
thirds of coronary deaths occur outside hospital, often without
the presence of a medical peactitioner, and in about half of these
patients there is no previous history of angina or myocardial
infarction. Even when the patient survives the first attack
the subsequent mortality remains high.” It has also been shown
that crisis oricntated interventions such as coronary care
units,** coronary ambulance,"* and aortocoronary bypass
surgery” * are unlikely to save more than a few lives. It has been
projected that if nothing is done to prevent coronary heart
disease one man in six can-be expected to have an infarction
before retirement age, and half of these will be fatal."” It is quite
apparent that prevention alone can reduce the great burden of
mortality from heart disease in our communities and the general
practitioner is uniquely placed to carry out that task.

though the cauge of coronary heart disease is not known,
several risk factors have been identified and are widely known.
While research continues so that we may understand why some
people with risk factors do not get the discase and why some
people without factors are struck down, it is reasonable that we
should try and control risk factors. In our suburban group
practice appropriate notices were put up in the hope of detecting
high risk patients
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“Is your blood pressure normal > You can only be sure by
having it checked about every two years.

“Smoking can cause lung cancer, chronic bronchitis, and
heart disease. Our advice is to stop smoking. Ask your doctor or
receptionist about help available.”

“How often have you said: ‘I will go on a dict tomorrow™
Don't say it again; join your local slimming club.”

Posters were displayed illustrating unhealthy diets containing
excessive animal fats and healthy diets containing more fruits,
vegetables, and bran.

1 became more and more aware of patients with hidden hyper-
tension and took every opportunity to measure blood pressure
and control hypertension. I advised smokers to stop, the obese
to lose weight, and encouraged the physically inactive to take
encrcise, Befoce starting trestment or hypertension patients were
fully though routine
stopped after the publuauun of the paper showing that it did not
change the management in most patients.’ Those with hyper-
cholesterolaemia were given dietary advice, and those whose
cholesterol remained high despite dietary advice were prescribed
clofibrate, Diabetic patients were actively sought out and their
hyperglycacmia energetically controlled. Over the years the need
for prevention remains strong, but the means to do it have not
become clearer, despite many publications. Even when the
indications for certain treatment are clear, very lttle research has
been done to overcome the practical difficulties in implementing
such treatments.

Mild hypertension

The results of several therapeutic trials of mild hypertension
have been published without producing irrefutable evidence of
benefit. The earlier studies from Norway'* and the United
States™ did not show appreciable benefit. The Australian
trial of mild hypertension'* showed appreciable reduction in
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High cholesterol

The problem of identifying patients with a raised cholesterol
level and treating those who are already known is perplexing, as
the evidence has remained conflicting throughout."” ** I have
not actively screened for hypercholesterolaemia, but hyper-
tensive patients still have their blood tested for cholesterol as part
of the basic investigations and those whose concentrations are
raised are given dietary advice.

The publication of the World Health Organisation’s co-
ordinated study of clofibrate® not only stopped me prescribing
clofibrate before the Department of Health and Social Security
directed this, but also helped me to decide not to practise
large scale drug interventions in apparently healthy people
unless there is irrefutable evidence of benefit. 1 was helped in
this decision by Rose’s paper “Strategy for prevention,”s:
which showed the hazards of mass medication of people with
mild to moderate levels of risk factors. Although most deaths
from coronary heart disease occur from this population, he
pointed out, citing the clofibrate study, that small harm from
drugs could easily outweigh the small benefit and in view of
the numbers treated it could be of major importance. We would
never have found this out but for this large scale study which is
not possible for cvery single drug. This was probably the best
paper I have read in the past 10 years. So far as preventing heart
disease is concerned, looking at the advances made* ' I am less
optimistic, though not less enthusiastic, than I was 10 years ago.
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strokes and sudden death, but no reduction in non-fatal
myocardial m(.a.uxon The Hypencn\nm Dctecuon and Follow
up Program'* of “stepped care™ versus “regular care” did show
benefit, but the study has been mlerpreled in various ways. In
the “stepped care” group the patients were intensively treated
and carefully followed up in specially set up clinics, while the
“‘regular care” group patients were treated by their own general
practitioners. Since this was not a placebo controlled trial and
mortality from all causes was reduced in the “stepped care”
group the trial was criticised as not being a comparison of drug
treatment with placebo but of a “good care” versus “ordinary
care.”* While awaiting the results of the Medical Research
Council’s current trial of mild hypertension 1 treat when
blood pressure is consistently above 105 mm Hg diastolic or
180 mm Hg diastolic.

In some patients, however, hypertension is difficult to control
despite many changes in medication. The objective of treating
hypertension is to reduce it to near normal level, but to in-
capacitate symptomless patients with the side effects of treatment
is not good medicine. Neither is ignoring the psychological and
social well being of the patient. 1 remember a patient whose
blood pressure would not go down below 120 mm Hg diastolic.
1 felt challenged and continuously increased the dose of
neuronal blockers. Her attendance was regular, so the question of
non-compliance never entered my mind. She became severely
depressed and had to be admitted to a psychiatric ward for long
term care. She sent a message: “Tell doctor that I did not always
take my medication.” Maybe she was trying to get rid of her
guilt, but T could not stop thinking that my treatment might
have been responsible for her condition. In other cases of
impotence, muscle cramps, nightmares, fatigue, and other
symptoms I was in no doubt. If we are to treat more and more
paticnts with mild hvpcr(cnuon it wuuld entail putting a sub-
stantial drugs,
which is also an cxpensne business. Thls led me to think: “Are
there no other effective, safer, and cheaper ways to control blood
pressure

Over several years 1 have developed a programme of health
education, relaxation helped by biofeedback, and stress manage-
ment as been effective in reducing high blood pressure in
several studies, either on its own or in conjunction with smaller
and more tolerable doses of dm\hyp(nensn't drugs. ese
studics have been published elsewhere.'” ** Antihypertensive
drugs are still the mainstay of treatment, although the type of
drugs used has changed over the years. Beta-blockers are more
often used as a first line drug rather than diuretics in the hope
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Smoking

1 also found that telling patients to stop smoking is casy, but
really to help them to stop smoking and remain stopped is more
difficult. Helping people to change their life style or behaviour
s also too time consuming for busy general practitioners. I,
therefore, approached a local health education department for
help. T was pleasantly surprised to find that the department was
only too keen to give such a service if we could help them set up
a programme. 1 and Miss Patricia Botley (health educator)
jointly ran two five week courses, in 1975, during which we gave
various talks often illustrated by personal experience, x ra
films, and specimens of lungs of people who werce unfortunate
enough to get cancer, chronic bronchitis, or coronary heart
disease. We also showed them various health education films
aimed at persuading smokers to stop. We gave them emotional
supportand taught them breathing exercises to replace inhalation
of smoke and relaxation and behaviour modification to help them
10 cope with the stress of withdrawal symptoms. Miss Botley,
along with other health educators, has continued this service
since, and about 500 smokers have gone through the pro-
gramme. Smokers can cither approach the department directly
or be referred by their own general practitioners. A two year
follow up showed that 48", had stopped and a substantial
mumber of other smokers had reduced smoking, which is not
altogether unsatisfactory.

Obesity, physical inactivity, and diabetes

Helping the obese to lose weight has been most disappointing.
My partner, Dr Craddock, has helped a number of obese
patients, and all of us in the group spend a lot of tite encouraging
obese people to change their cating habits, but in the long term
most seem to regain the weight. My feeling is that until there is
more direct evidence of its benefit in reducing coronary heart
disease it is better to use the time and energy elsewhere. This
also applies to any exercise programme. It has been shown that
people who follow leisure tme vigorous exercise seem to get less
heart discase than those who are inactive, but it has not been
shown in a controlled trial that advising people to take up cxer-
cise reduces heart disease. It may be that those who follow
vigorous exercise in their leisure time are generally more health
conscious, smoke less, have an appropriate diet, have fulfilling
iobs, and belong 10 the correct social class.” On the whole, my

that they are more = Potassium
is not routinely given with diuretics** unless the patient has
hypokalaemia or is on digoxin treatment.:* Patients who are
hypertensive are not prescribed oral contraceptives and those
who develop hypertension while taking the pill have it im-
mediately withdrawn.”” " Women over 35 who smoke arc
advised to stop smoking and if they fail to do 5o other methods
of contraception are advised.” Low oestrogen contraceptives
are preferred, and the patients arc advised to interrupt pill use
every three to four years.™

So far as salt and hypertension are concerned, for many years
I followed the advice of Sir George Pickering. Why create a
nuisance to the patient, his relatives, and friends by an un-
palatable salt frec or very low salt diet?" Further publica-
tions™ ™ on the subject changed my mind and [ started advising
" ypertensive patients o avoid salt laden foods like bacon, ham,
other processed meats, smoked fish, pickles, and sauces and then
gradually cut down on the salt added to food, both on the table
and in cooking. Experience suggested that gradual cutting down
on the consumption of salt was more tolerable and, like sugar,
once people got used to cating low salt food they found food
laden with salt highly aversive. At least two studics, however,
have failed to show benefit of reducing sodium in mild hyper-
tension."” ** What should the general practitioner do ? Possible
benefit of high potassium content in the diet was also considered
when giving dietary advice’” to appropriate paticnts.

H
2

is to advise treatment, provided it does not cost t0o
much in terms of both money and side effects and is likely to do
some good. But the obesrvations that fail to convince me of the
unequivocal benehits of excrcise are: North Karelia County in
East Finland has the highest incidence of coronary heart disease
in the world, yet most men arc lumberjacks performing the most
strenuous exercise and, despite cating some 4000 calorics
(1672 MJ) a day, are lean and tall. American Automohile
Association statistics reported by Burch show that 8300 joggers
were killed and over 100 000 injured by automebile accidents in
1977, Reports of sudden death in sportsmen, marathon
runners. ' and others after moderate to severe physical activity*
appear often. The state of afairs is similarly disappointing so far
as energetic control of hyperglycacmia in diabetic patients is
concerned. At least one large scale trial has shown that strict
control with phenformin and tolbutamide may actually increase
the number schaemic cardiac events," not to speak of
incremscd ncidence of retinopathy patients treated with
continuous infusion of insulin for better control.'” Despite such
evidence, it is amazing that onc constantly reads about the need
for stricter control of to reduce

My advice is to reduce calories, animal fats, and refined sugar,
increase fibre, and include a good measure of complex carbo-
hydrates. Only if the dietary measures fail to control hyper-
glycaemia to a reasonable level would 1 prescribe hypoglycaemic
agents.
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Practice Research

Can the clinical course of acute otitis media be modified by
systemic decongestant or antihistamine treatment?

D ] G BAIN

There is a high incidence of acute otitis media in childhood,
and treatment presents problems for the general practitioner.
The attack rate has been estimated at between 10", and 15",
in children under age 10, and the condition is most prevalent
in the preschool and early school years.' * There is a strong
tendency for otitis media to recur and for presumed middle car
effusion to develop during the two months after an acute
episode.” *

“The treatment of acute otitis media is directed mainly to
eradicating bacterial infection, which probably occurs secondarily
to viral infection of the nasal passages, but it is generally agreed
that measures that promote patency of the eustachian tube are
a valuable of management.

Oral decongestants and antihistamines, alone or in combina-
tion, are second only to antibiotics in the drug treatments most

of 25 general practitioners showed that of 274 children with
acute otitis media 49, had been prescribed decongestant-
antihistamine mixtures.” No group of drugs has enjoyed such
widespread use without demonstration of efficacy in the treat-
ment of the various stages of otitis media and upper respiratory
tract infection in children

The aims of this study were principally to evaluate decon-
gestant and antihistamine drugs used separately in the treatment
of acute otitis media and the effect of these drugs on the clinical
course of otitis media. The study was designed to determine
whether decongestants and antihistamines (a) mitigate the
severity of associated symptoms of acute otitis media and upper
respiratory tract infection, (b) reduce the duration of symptoms,
and (c) prevent the recurrence of acute episodes during a two
month follow up period.

Methods

The study was conducted during the winter months of 1980-1 and
1981-2 in seven practices in the ity of Aberdeen with 22 participating
general practitioners. On entry 1o the study doctors completed a medi-
cal social history card. and a symptom drary was issued to patiénts 1o
complete during the two month follow up. In general practice doctors
are presented with the early signs of illness and discase and in physical
terms diagnostic accuracy lacks precision. General practitioners were
theretore asked 1o include children with “presumed acute otitis
media where symptoms and signs warrant (in your judgment) the
use of an antibiotic.” General practitioners were free o prescribe the
antibiotic of their choice but were asked ROt to prescribe any addi-
tional medication

The study was restricted to children aged from 3 to 10 vears because
younger children present special difficulties in communication and
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assessment and require different doses of trial drugs and children
over 10 present less often with acute car infections. Children were
excluded who had had an episode of presumed otitis media treated
in the previous month, had taken decongestants or antihistamines
the previous month, had received antibiotics tor other reasons during

other conditions such 35 cpilepsy and diabetes, In view of the un-
predictable workload in general practice doctors were asked to include
Eomsccutive cases when possible, and there was 3 target of 10 cases
per doctor. Children were entered to the trial on one occasion only.

The outcome of treatment was measured by two methods: (a)
symptom diaries completed by parents for two months, and (b)
extraction of information about subsequent attendance to the general
practitioner during this follow up period. Other techniques such as
myringotomy. pneumatic otoscopy, audiometry, and impedance test-
ing are used by few general practitioners in the United Kingdom and
it was thought inappropri ntroduce these tests o the study.

Within 24 hours of entry to the trial a research assistant visited the
homes of children to confirm that the parents understood the nature
of the trial and to give further explanation about the methods of
completing s mptom diarics. She then issued every child and parent
with 200 ml of one of the three trial drugs, using a randomised
schedule that had been prepared by a computer program. The
children were allocated to receive pseudoephedrine 30 mg per 5 ml,
5 ml to be taken morning and evening (group 1; triprolidine 2'5 mg
per 5 ml, 5 ml to be taken morning and evening (group 2); placebo,
5 ml to be taken morning and evening (group 3).

The rescarch assistant revisited the parents at regular intervals
during the next two months when queries were answered, problems
noted, reasons for drop out assessed, symptom diaries collected at
two week intervals, and further supplies of appropriate drug ticatment
issued. 1f the parcnts thought that their child’s progress was un-
satisfactory they were advised to consult their general practit oner in
the normal manner. If the treatment code had to be broken the research
assistant was informed immediately. Data were analysed using stan-
dard /* staustical tests

Results

Two hundred and cighteen children were admitted to the trial
with 74 children allocated to receive pseudoephedrine (group 1), 72
to reccive triprolidine ‘group 2), and 72 to receive placebo (group 3).
Twenty nine children (13 from group 1, nine from group 2, and
n from group 3) did not complete the trial (table 1). Of the 189
children who completed follow up, there were 61 in group 1 (pseudo-
hedrine), 63 in group 2 (triprolidine), and 65 in group 3 (placebo).
he mean ages of the children in the three treatment groups were
5.0 years in group 1,48 in group 2. and 48 in group 3. There were no
appreciable differences between the three treatment groups in family
history o medical history, including history of ear, nose, and throat
disorders.

A total of 956 symptoms was recorded—a mean of 4-8 symptoms
per child, and a median of six. Table 11 shows the associated symp-
toms in addition to earache; there were no notable differences among
the three drug groups: 147 children had unilateral cardrum signs and
42 bilateral signs; 378 eardrums were examined and 16 of these could
not be vist . Of the 362 eardrums secn, 412 abnormal signs were
observed, with 213 in the right cardrum and 199 in the left eardrum;
259 of the abnormal signs (65 ) related to variations in redness of
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the drum and the remaining 153 signs were concerned with cha
in appearance—such as bulging of the drum and loss of light reflex—
accounting for most of these changes. Discharge was noted infre-
quently, and only four perforated cardrums were described. Eardrum
signs were distributed equally among the three treatment groups.
red and forty two (75".) of the children received cither

amoxycilin or ampicillin 26 received phenoxymethyl penicilin, and
21 other antibiotics. There were no major differences among the
three treatment groups in terms of antibiotic prescribing.

Table 111 shows the resolution at one week of the five main symp-
toms that mothers were asked to record, and no notable differences

TABLE 1—Children entered in the trial and reasons for withdrawal

Drug group

655

TABLE 1v—Tto month follow: up of symptoms: mean mumber of occasions :hen
symptoms were noted and mumber of days until diaries had no record of symptom.)

Drug grovp

! 2 3
Preudoephedrine Triprolidine  Placebo Total
v n-72) n-72) (n - 218)
opped reatmen because
ide cflects 9 3 o0 2
uuann by general
prac 2 ' 3 0
Witha
uneeliable recording 2 5 4 n
Noof children remaining
in trial 1 o ] 189
TABLE 11— Symptoms associated with acute otitis media

recorded by general practitioners at entry to the trial
(n 189 children)

Symptom No of symproms
Earache 182 1869
Earache at night 123 129
Crying 133 139
Runny nose 130 116
ough 122 128
oo cough % 100
Low Vflrwme w2 8o
ore theost b 39
irointestinal upset

Others 19 20
Total 956 1000°

were shown among the three drug groups in terms of the time it took
for symptoms to resolve Similar results were found or the remaining
symptoms—"fecling unwell," “loss of appetite,” “fever,” and “‘gastro-
intosinal upsets.” Teble 1V gives the numbes of occasions on which
given symptoms were recorded and the duration of symptoms during
the iwo month follow up. Occasions were the number of times
parents had recorded a symptom being present, and duration was
the period of time that clapsed until no further recording of these
symptoms occurred. Thm were no important differences among the
three treatment

142 (22 of the chilldren 3ymptoms had been previously recosded
that suggested a possible allergic ba as asthma, hay fever,
allergic chinitis, o a combination of hes, Neber ora pseudo-
ephedrine nor oral triprolidine brought about a more rapid resolution
of symptoms compared with placebo in children with these histories.

Information about consultations during the two month follow up
was obtained by examination of the general practitioners’ records.
Tluny nine (21°,) of the children had a new episode of acute otitis

for which an antibiotic was prescribed during follow up.

nm«n of these were in group | (pscudoephedrine), 11 in group 2
(teiprolidine), and 15 in group 3 (placebo), sgain demonstrating no
appreciable differences among the three drug groups for recurrence
of acute otitis media.

TABLE 11— Symptom diary follow up: resolution of acute symptoms seven days
after entry. Figures are miamber resolved

Drug gioup

[} 2 3

Pscudocphedrine  Triprolidine Placebo

Symptom (n= 61 n-63 (n-65)
Earache o m %
Hakened by carache 50 51 51
17 16 19
St¥hed by cough 4 4 i
Runny nose 12 13 b

Symptom ' B v
Prcudocphedrine  Tripralidine Placebo
I 40 30
e Y i8]
07 1 19
75 22 52
e u7 122
36 365 "1
Waken
25 19 32
N Duvuum daye) 125 162 17
unny n
‘Secamions 178 179 105
a7 a2 22
Trial medict
Buration (days) 663 603 o5
Discussion

The findings for presenting symptoms confirmed the results
of a previous study in general practice and highlighted the
existence of a wide range of respiratory symptoms (in addition
to earache) in children with presumed middle ear infection.®
The signs reported by the general practitioners confirmed the
view that redness of the drum was the main indication for the
use of antibiotics, but it was not the purpose of this study to
ascertain whether antibiotic treatment was justified or not.

An important finding was that nine of the 12 children who
withdrew from the study because of side effects were taking
pseudoephedrine. The side effects included bad temper, irrit-
ability, poor slecping, dizziness, and general malaise. Overall,
29 children (13", of the sample) did not complete the trial,
but it was gratifying to find the extent to which parents com-
pleted the follow up records for the remaining 189 children.
Only 11 children were withdrawn from the study because of
unreliable recording.

Outcome had to be assessed from recorded symptoms and
further at the general wi
of respiratory and middle ear symptoms. Although this measure-
ment might be criticised because of the absence of more objective
tests, the trial described may be defended on the grounds that
it was using follow up assessments that related directly to
parents’ observations and to the clinical presentations and
examinations used by general practitioners in their day to day

With regard to symptom relief the results are consistent
with those of Rubenstein e al,* who found that the addition of
pseudoephedrine to antibiotic treatment did not seem to improve
resolution of acute otitis media in children. Stickler er al,'* in
a follow up study of Rubenstein's work, found evidence of
benefit from the use of antihistamine in the treatment of otitis
media but this result has not been confirmed by others. Olsen
et al," in a study of 96 children who had acute otitis media taat
had not responded to treatment for two weeks, assessed the
response to treatmient with pscudoephedrine and placebo for
up to four weeks, and by using pneumatic otoscopy and tym-
panometry found that the development of middle ear effusion
did not differ appreciably between the treatment groups.
Randall and Hendley'* have shown that an oral decongestant-
antihistamine mixture was of no value in the prevention of
otitis media in children with colds. Cantekin er al'* showed
that although an oral decongestant improves eustachian tube
funclmn in children with upper respiratory tract infections and

and

Simitar effcct on tubal function in ehildien without respiratory
infection, this improvement was short lived. More recently,
Cantekin et al' showed that decongestant-antihistamine com-
binations offer no benefit compared with placebo in children
with otitis media with cflusion.

BRITISH MEDICAL JOURNAL VOLUME 287 3 SEPTEMBER 1983

657

Have bus, won’t travel!
BRIAN R McAVOY

“New bus service to Byfield Medical Centre"—thus read the
colourful leafict produced by Northamptonshire County Council
for the launch of what was arguably the most innovative trans-
port scheme in the arca in the past 20 years. The service began
amid a blaze of local publicity in November 1981; it was with-
drawn six months later owing to lack of support from the local
community.

This is an account of how and why that bus service came into
being, and what happened when it was introduced and subse-
quently withdrawn. It raises several questions, and challenges
established views on transport in rural areas. Why did the service
fail > Who should be responsible for organising transport to
doctors’ surgeries ? How necessary is public transport in rural
arcas? 1 will try to answer these questions in the light of our
expericnces in the rural Midlands.

Our three man practice covers 160 square miles in three
counties ( o and
23 parishes, and 31 villages, with populations ranging from
20 to just under 2000. We dispense for two thirds of our 5600
patients and provide our own out of hours cover.

Until 1980 we practised from an i

central surgery; these figures were based on surveys carried out
in the three largest outlying villages.

An encouraging response from the county council led to a
series of meetings between myself, officials of the highways and
transportation department, and a local private bus operator. An
application was madc to the county transport comminee to
provide a grant subsidising the running costs of a 56 seat coach
for a trial period of six months. Before the transport committee
meeting [ wrote to all the parish councils and local clergy keeping
them up to date with the developments and asking them to
inform the county council of their support for the proposed
transport scheme. The application was approved in May 1981.

Further meetings were held to work out the details of routes,
timetables, fares, and plans for publicity. As the practice area
is circular with Byfield at its centre, it divides readily into
distinct halvc: We decided to run the bus on two days a week,
serving the villages to the north and east one day, those to the
south lnd west the other. The routes covered not only all the
villages formerly served by branch surgeries but also several
others.

main surgery in Byficld—the centre of our seven mile radius
practice area. We also operated seven branch surgeries, six of
which were held for half to one hour a week and one for one
hour a weekday; most of these were only two or three miles
from Byfield.

Since the branch surgeries provided inadequate facilities and
were more *'ports of call” we resolved to close them and cen-
tralise our service in a new medical centre that we decided to
build in Byfield. Despite considerable local opposition, the

to close

We so that a special
one and a qunner houe bus surgery” was provided on the
appropriate days. Patients were asked to book appointments in
advance but provision was made to see anyone who arrived on
he bus. Our treatment room nurse reserved time to attend to
‘bus patients.” We also made special arrangements so that all
new and repeat prescriptions for “bus patients” would be
dispensed in time to be taken away that morning. The bus
would wait until the last patient had been attended to before
leaving.

family approved our
five of the six branch surgerics.'

Transport scheme

Our practice area is poorly served by public transport, and
we realised that one concern about centralising our facilities
would be the difficultics (real or perceived) of travelling from
outlying villages to Byficld. Various patient transport schemes
have been described,’ * some using privately owned cars or
minibuses, others school buses and ambulances. We studied
these schemes in detail and decided that the most appropriate
system for our local circumstances would be a coach operating
a round trip from the cutlying villages to the central surgery.

We contacted the Northamptonshire County Council High-
ways and Transportation Department asking if they could help
in setting up such a scheme. We provided details of the practice
geography and population and an estimate of the number of
people from cach village who might require transport to our

The Medical Centre, Byfield, Daventry, Northamptonshire
BRIAN R McAVOY, Macr, Macar, general practiioner

features of this service were, firstly, Lhn it linked
previously unconnected villages, and, secondly, that it enabled
the inhabitants of these villages to catch a connenmg bus in
Byfield and travel on to Banbury, a large market town.
positive step had been taken to reverse the steady decline in
rural transport facilities in this part of the country.

From the preliminary planning stages we emphasised that
this was not just a surgery bus but a service that could be used
by all members of the local community who lacked transport,
irrespective of medical need. We hoped that individuals would
use the bus to visit their friends and relatives, to go shopping
in the larger villages, and to take advantage of the connection to
Banbury. Non-surgery use of the bus was critically important
since the county council’s backing wmlld continue only if the
service was supported.

If the fares collected did not cover at least one third of the
running costs the subsidy would be withdrawn. Fares were
fixed at a flat rate of 27p single for adults and 18p single for
children to and from any place on the route; old age pensioners
would be able to use bus tokens.

The launch

‘The date for the launch of the new service was to be 17 Novem-
ber 1981—over 18 months since the first meeting between us

In this study consultations with general pracunoners during
the two month follow up showed that 39 cl n had a recorded
recurrence of presumed otitis media, but lhe children were
equally divided among the three trcatment groups, indicating
that neither decongestant nor antihistamine treatment prevented
recurrence.

The continuing use of these preparations by general practi-
tioners is probably an attempt to play for time in the absence of
other approaches to treatment, but the results of this study
suggest that the extent of the use of decongestants and anti-
histamines in treating symptoms of middle ear infection and
effusion and associated respiratory symptoms must be seriously
questioned. Although the numbers in this study were small, the
finding that all children withdrawn from the trial because of
side effects were receiving pseudoephedrine or triprolidine must
cast further doubis on the use of these preparations. Although
the size of the study does not completely exclude the possibility
that decongestants or antihistamines may confer marginal bene-
fits, the findings do hot justify prescribing cither of these agents,
or a combination, on a wide scale.

Conclusions

A double hlmd randnrmsed conirol ral of reatment with 2
encral
practce in 189 .mmm. with acute otitis media to determine
whether such drugs reduced the duration and severity of asso-
ciated symptoms und prevented the recurrence of acute episodes.
After an acute attack in addition to antibiotic treatment children
received an cight week course of pseudoephedrine, triprolidine,
or placebo. There was no appreciable improvement among the
three treatment groups in terms of symptom relief or time
taken for symptoms to resolve nor was there any difference in
the recurrence rate of acute otitis media. Side effects were found
more often in those who received pseudoephedrine or triproli-
dine than in those who recen'ed placebo. The findings do not
justify or

in the management of children e acute otitis media.
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1 thank the Medical Division of the Wellcome Foundation for
providing pseudocphedrine, triprolidine, and placebo used i
trial; Dr J Cooper of licome
helpful advice in the planning of the study; all the general practitioners
who cooperated in the many stages of the trial; and Miss lanthe
Dingwall-Fordyce for statistical advice. The study was supportcd by
a grant from the Scottish Hospitals Endowment Research Trust.
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McGregor for following up the children in the study.
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Medical Service:

Rural Areas

There can be few places in the world outside Britain where so few
complaints about the local provision of health services would be
revealed in a survey of rural communities. This study, done by the
Exeter and District Community Health Council,' attempts to identify
the main areas of difficulty in obtaining access (o health services in
rural Devon. In so doing it provides evidence of the continuing vitality
of the humanicasian ideals underlying our National Health Service

In 1981 planning procedure: ter Health Authority underwent
4 revolution. The authority abandoned the Scatitical norms a5 &
measure of the standard of health care and set up instead a locality
planning system. The people who provide health care are consulted
about what they se as the needs, problems, and priorities in their
urea. Exeter and District Community Health Council, applauding
the initiative but believing that the patient, too, should be asked, set
out to do just that. Since their resources would not permit direct
contact with the quarter of a million people for whom they act as
‘watchdog” of the Health Service they contacted cach of the 168
parish councils in the district during the annual parish meetings,
asking about access to health services and about local initiatives (o
overcome problems. The council received 110 replies and members
attended 46 mectings to hear local views.

In general the results indicate a broad level of xatisfaction with
health services and no serious <riticisms were made of antenatal care,
dental services, the ambulance and hospital car service, and opticians,
The most widely nerceived problem was poor public transport to
hospital, followed by difficulties of access to general practitioner's
surgeries, lack of chiropody, and difficulties in getting prescriptions
dispensed in the absence of a local pharmacy

“The report includes a detailed discussion of the merits and demerits
of branch surgeries «nd of the cconomic factors influencing the
distribution of pharmacies. 1t strongly recommends improving
chiropody services, including introducing mobile clinics, and it
publicises the littie known fact that assistance with fares to hospital is.
available to war pensioners and to those dependent on supplementary
benefit (now numbring some seven million people) both for hospital
attendance and for visiting close relatives who are in hospital. Some
practical advice on how (o set up a collection and delivery service tor
prescribed medicines is lost in the middle of a long chapter. This
scction would be useful to parishes, Women's Institutes, and other
organisations keen to tackle the problem and might usefully be
extracted and duplicated to ensure wider distribution.

“The major part of the report and its recommendations apply 1o
rural areas Britain and it deserves to be read widely.

The survey may be criticised for its lack of its
heavy dependence on the paish clek torespond to i quetionnaire,
and its bias in specifying the areas where problems were expec

(an open ended question about non-specific problems evoked Title
respoase). But Exeter community health council is to be congratulated
for taking, the ‘initiative and approaching the users of the health
services directly, and it intends to become more concerned in rural
health matters, perhaps by setting up mini community health
councils in specific localities.

The report represents only a first step for the community health
council in trying to improve rural health services in the Exeter district.
But it should also be a reminder that rural areas have particular
problems to be overcome in cnsuring that the National Health
Service lives up to its ideal of general availability—NEIL STEVENSON,
general practitioner, Diss, Norfolk.
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and the county council. Publicity was all important. We were
fortunate in having the scrvices of the Northamptonshire
Rural Community Council, whose chairman designed an eye
catching leaflet-timetable that was kindly printed by the county
council. The rural community council also organised a com-
petition in the local primary schools with a prize for the best
poster advertising the new bus service. The local newspapers
and television were kept informed by the county council and
provided publicity before the launch. We sent a letter explaining
the new service and its need for support to the local parish and
district. councils, community health councils, family prac-
titioner committees, and clergy. In all these forms of pub-
licity we scrupulously avoided being mentioned by name or
“advertising” the services we offered. Finally, copies of the
timetable were distributed to the parish councils and all the
village shops and post offices at the beginning of November.

Despite all the publicity only five passengers travelled on the
first two journeys of the coach. The largest number of pas-
sengers—17—came the following week but during the whole of
December only seven people used the bus during its 10 journeys.
Further appeals for support were made in the local press coupled
with pessimistic statements from county council spokesmen
regarding the future of the subsidy. Despite this, the numbers
using the bus service each week remained in single figures. On
several journcys the bus travelled the whole route and back
cmpty. As the months went by the number of people using the
bus service averaged out at four a week or two a journey. To
meet the county council criterion for subsidising rural bus
services a_minimum of 15 passengers was required for each
journey. Clearly, the experiment had not worked. In May 1982
the county council transport committee announced that it was
withdrawing the subsidy for the bus service, which duly stopped.
Symbolically, on its final journey, the Byfield Medical Centre
bus was empty.

1t had been an expensive experiment. The total subsidy over
the six months amounted to nearly £1250. On many journeys
the sole passenger was being transported at a cost to the local
ratepayers of nearly £24.
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Department of Health and Social Security withdrew its support.
Moreover, Dr Peter Kay and his colleagues in Witacy, Oxford-
shire, decided not to introduce a transport service zfter smdym'
the need for it and the characteristics of expected u

Why did our service fail? The obvious reason was lack of
support from the local community, but why was this ? Publicity
both before and after launching was extensive; in fact almost
one year after its withdrawal we still receive occasional inquiries
at the medical centre about the timing of thé bus service. The
fares were not out of line with those charged on other local
buses, and old age pensipners, who we expected to be among
the main users of the service, were able to use bus tokens.
Perhaps the basic assumption that closing branch surgeries
would create a need for a transport service from outlying
villages to the new central premises was fallacious.

Who should be responsible for organising transport to doctors”
surgeries? Certainly not doctors. The responsibility rests
squarely with the patients or ‘nominated individuals in the
community. The success both formal and informal of social
car schemes supports this view.

How necessary is public transport in rural areas? Our ex-
perience suggests that it 4s not as necessary as is assumed. The
conventional view is that public transport in rural areas is
inadequate and has been declining for many years. Over the
same time, however, more people have acquired cars to trans-
port their families, neighbours, and friends. Car sharing is not
uncommon and has been made easier by the 1978 Transport
Act. Improved liaison between local authorities, rural com-
munity councils, parish councils, voluntary organisations, and
private individuals has produced imaginative and fexible
alternatives to public transport, such as community buses and
social car schemes.

What lessons have we learnt? Firstly, 1t takes an immense
amount of time, ffort, and perscverance to set up a patient
transport system. Secondly, real needs and perceived needs for
transport to a central surgery may be very different. Thirdly,
contrary to their popular image as “faceless burcaucrats,” the
county council elhcuk with whom we dealt were extremely

Itis now almost one year siace the bus service was
When the county council officially informed the parish councils
that the bus service was being stopped it suggested that they
might iike to consider setting up social car schemes, and
offcred help with advice and administrative costs. Several
parish councils have taken up this lead and now successfully
operate such schemes. We continue to see our patients who live
in_the outlying villages at our central surgery. There Js no
idence that patients have difficulty travelling to the surgery,
and there has been no increase in the number of home visits
we make to these villages.

Issues it raises

Though it would be wrong to extrapolate our experience to
all rural practices in Britain, I nevertheless think that it raises
issues that are of more than local interest. The assumptions that
any reduction in rural services including branch surgeries and
public transport is “bad,” and that providing a bus for patients
in a country practice is “good,” need re-examining. Most
accounts of transport schemes have been enthusiastic, but it is
noteworthy that four of the five practices described in Lance’s

per discontinued their transport services shortly after the

helpful, to our local needs. Finally,
in the words of my hational bard:

“The best laid schemes o’ mice an’ men
Gang aft agley.”

I thank Dr l’ H Middicton, Dr D F Burton, and Dr R C Fraser for
advice and supy
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