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ment would have been classified as an emergency.
It would be interesting to use the west Lambeth
method in Sheffield to compare the casemix and
scope for increasing efficiency in so called under-
funded and overfunded districts.

Finally, Dr S L George and colleagues suggest
that the onus is on overfunded districts to intro-
duce the management and clinical reforms alluded
to in our paper. We agree but think that all districts
should be striving to increase efficiency, regardless
of their RAWP position.

ROGER BEECH
SABRI CHALLAH

United Medical and Dental Schools of
Guy's and St Thomas's Hospitals,

London SE1 7EH

Are isolated maternity units run by general
practitioners dangerous?

SIR-I agree with Dr Gavin Young (21 March,
p 744) that there is a distinct lack of clear cut
evidence on the safety of isolated maternity units
run by general practitioners. Dr Young does not,
however, give us clear cut evidence as he did not
consider further the 300 women who had their
bookings changed to Carlisle, the 18 who went
into labour before 36 weeks' gestation, or those
from his district who were booked for Carlisle.
Though the satisfactory transfer of a woman
during pregnancy because of a newly found risk
factor is one of the successful features of antenatal
care, the safety of his unit should not be based
solely on the perinatal mortality rate for women
admitted in labour there. He should include in his
statistics any woman under his or his colleagues'
care whose child was stillborn before she went into
labour; the consultant unit could not be responsible
for such a death, and neither should Dr Young
disclaim responsibility, although it would have
been missed in his audit. We should also know the
perinatal mortality rate for those women booked in
Carlisle and those transferred antenatally; these
would be high risk pregnancies, but is their
mortality rate higher?

I hope to publish shortly a prospective survey of
the perinatal mortality rate in the Bath district, in
which nearly a third ofall deliveries are undertaken
in the seven general practitioner maternity units.
This will show that the above points are vital in
understanding the safety of such units, and'our
conclusions will not support those of Dr Young.

JOHN P OSBORNE
Royal United Hospital,
Bath BA1 3NG

AUTHOR'S REPLY-I agree with Dr Osborne that I
should have included any intrauterine death that
occurred in a woman booked for Penrith who was
sent direct to Carlisle after the death without
entering the Penrith unit. There were two such
deaths during the five years. One baby had an
encephalocele (not detected by ultrasonography at
16 weeks), and the other died without any warning
at 39 weeks. The baby was of normal weight, and
necropsy showed no cause. I cannot see, however,
that the outcome in the 300 women who had their
bookings changed antenatally or in the 18 who
went into labour before 36 weeks is relevant. The
antenatal care for Penrith and Carlisle bookings is,
after booking, alm}ost entirely done by general
practitioners in this area and would therefore have
been much the same. The outcome mn the 300
women could be relevant only if the antenatal care
provided by the general practitioner had in some
way been detrimental. Even then the relevance for

the unit would be slight. My paper was concerned
with whether isolated units run by general practi-
tioners are safe places to have babies. I was not
attempting to show that such units are safer than
consultant units.
There seems to be an unseemly competition in

obstetric care. Collaboration would be more in
the patients' interests. Even with the correction
suggested by Dr Osborne, I have shown that one
general practitioner unit is acceptably safe. Such
units are still, however, being closed under the
spurious excuse of lack of safety.

GAVIN YOUNG
Penrith,
CumbriaCAIO IRZ

Drums begin to beat in the waiting list
jungle

SIR,-We were interested to read the leading
article by Dr Maureen Dalziel and Mr R Kerr on
waiting lists (21 March, p 722). We agree that
it is time for consultants and managers to test
alternative ways of providing information for
general practitioners so that they may obtain
earlier treatment for their patients.

In Brighton we have had a system for notifying
general practitioners of the waiting list numbers
and average waiting times since 1983. It consists of
a leaflet produced quarterly by the information
department and mailed to all general practitioners
in the district by the local family practitioner
courier system. The leaflet lists the main inpatient
and outpatient services in the district by individual
consultant, specialty, and hospital. The waiting
time in weeks for outpatient clinics and the number
on the list for inpatients is shown.
The medical clinics specified are general

medicine; cardiology; chest; family consultation;
dermatology; diabetes; gastrointestinal; endo-
crine; geriatrics; mental illness; psychogeriatric;
hypertension; rheumatology and haematology;
renal medicine; pain; and radiology. The waiting
time for outpatients is shown in weeks. The
surgical specialties listed are general surgery;
varicose veins; paediatric surgery; ophthalmology;
ear, nose, and throat; gynaecology; neurosurgery;
oral surgery; orthopaedics; plastic surgery;
thoracic surgery; and urology. For surgical
specialties the inpatient waiting list numbers are
also noted (as priority 1, 2, or 3, including day
cases and diary bookings until December 1986).
The new format will show how many months
people have waited for inpatient treatment in
the categories 0-2 months, 3-11 months, and 12
months and over.

General practitioners are reminded that these
lists apply only to non-urgent referrals, that
patients with urgent conditions will continue to be
given appointments on a priority basis, and that
the consultants are always ready to discuss a
particular patient's requirements.

Another initiative to provide opportunities for
general practitioners to discuss referral practices
and waiting list dilemmas was carried out in
October 1985. Four evening meetings were held
in different surgeries in the district, and all the
orthopaedic consultants attended each meeting
and were able to meet local general practitioners
on their home ground. A total of 47 general
practitioners attended, representing 29% of all
those in the district. Though this was rather a
disappointing response, considering that 83% of
general practitioners had responded to a question-
naire on local orthopaedic services and 90% of
these had stated that they wished to meet the
orthopaedic surgeons, at least 65% of the practices
in the district were represented. This initiative

is being continued by consultants from other
specialties visiting local group practices and
in some cases doing joint clinics with general
practitioners on their premises.
More detailed information is being developed

for the general practitioners-for example, in
relation to individual general surgeons' patterns of
outpatient activity, the specific hospital address
for individual surgeons, telephone numbers,
extensions in the clinics, and exact clinic times.

This district has tried other methods of reducing
waiting lists mentioned by Dr Dalziel and Mr
Kerr, such as contractual arrangements with the
private sector for hip replacements, reviewing
all waiting lists yearly, and employing surgical
and orthopaedic managers who coordinate depart-
mental activity. The district is also concerned
to minimise cross boundary flows in order to
maximise treatment for our own residents. Our
local experience is that inpatient flows cost more
per case than the national average cost and there-
fore are of no financial benefit to the district.
We believe that until general practitioners find

out exactly what individual consultants do with
their referral letters, how much notice they take of
the word "urgent," and whether they should
address referral letters "Dear Doctor" rather than
a named consultant they will not be wiser about
where and which consultant can see their patients
more quickly. Anecdotal evidence in this district
also suggests that when patients are consulted
about which doctor they wish to see and informed
about different waiting times they often do not
choose the consultant with the shortest waiting list.

J BENNETT
G WILLIAMS

Department of Community Medicine,
Brighton General Hospital,
Brighton BN2 3EW

Misquoted references

SIR,-Any important statement in a scientific
paper must have strong backing, which this is
provided by a quote from a reputable journal. We
are concerned at the frequent misuse of references
by authors who wish to justify their notions. Such
practice may lead to new and misleading dogma.
Dr Rajan Madhok and colleagues (21 February,

p 483) stated that "Penicillamine and captopril are
also effective disease modifying drugs and share a
similar toxicity profile to sodium aurothiomalate."
This statement was referenced.t The new and
interesting dogma that arises here is that captopril
is now accepted as a drug that modifies the disease
process of rheumatoid arthritis. Does the original
reference support this? The question mark in the
title "Captopril-a new treatment for rheumatoid
arthritis?" immediately arouses suspicion. (Inci-
dentally, the title ofthe paper was also misquoted.)
The original study was an open, uncontrolled trial
of 15 patients with rheumatoid arthritis. Benefit
in various indices was observed in 10 subjects,
three did not benefit at all, and -there were two
dropouts.
Can an open, uncontrolled study of 15 patients

allow other than the formulation of a hypothesis?
The original authors implied no more, but those
who quoted them did. We therefore make a plea
for accuracy in the use of references.

EVAN BEGG
PETER MOLLER

Christchurch Clinical School of
Medicine,

New Zealand

1 Martin MFR, McKenna F, Bird HA, et al. Captopril: a new
treatment for rheumatoid arthritis? Laneet 1984;i: 1325-8.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.294.6582.1291-b on 16 M

ay 1987. D
ow

nloaded from
 

http://www.bmj.com/

