
logical screening. The same may not be true in parts of
the world with high rates of latent sexually transmitted
infection or where many of those who present with
incomplete miscarriage have attempted illegal abor-
tion. In these settings many practitioners will continue
to avoid expectant management and use prophylactic
antibiotics for both surgical and medical evacuation in
order to keep infection rates low.13

In areas without these problems a woman with
spontaneous miscarriage in the first trimester should
be offered a choice of management. Does she wish to
have surgical evacuation that will provide a rapid reso-
lution to the problem but has a 1:50 complication
rate, or expectant management which—although
unpredictable—will probably allow her to avoid admis-
sion to hospital? Medical management should speed
up her miscarriage and reduce the likelihood of her
having surgical intervention to around 5-15% depend-
ing on the type of miscarriage. In choosing, she can be
reassured that the risks of infection and bleeding are
low, whatever her decision.
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How much and how often should we drink?
Interpret with caution new evidence on frequency and amount of men’s drinking

People choose to drink alcohol for all sorts of rea-
sons, from toasting the happy couple to drowning
sorrows and numbing pain. Few people choose to

drink primarily to reduce their risk of coronary heart
disease. However, the paper by Tolstrop and colleagues
on p 1244 will be welcomed by many.1 The authors stud-
ied more than 50 000 Danish men and women and
report that to gain maximum cardioprotective benefit
from alcohol, it doesn’t matter how much men drink as
long as they drink every day. I can hear the corks
popping already, but before pouring the next glass and
at the risk of being a wet—or should that be dry—blanket,
it is worth bearing several caveats in mind.

Firstly, this finding applied only to men. For women
it was the amount of alcohol consumed, regardless of
frequency, that was the primary determinant in the
relation between alcohol and heart disease. This raises
interesting possibilities about gender specific alcohol
metabolism. The Danish participants were middle
aged and therefore presumably at increased risk of
heart disease. The epidemiological evidence on how
drinking is related to the risk of heart disease over the
life course is scarce and we do not yet know whether
cardioprotective benefits accrue over a lifetime or
whether, purely from a health perspective, we should
defer drinking alcohol until older age, when heart dis-
ease is manifest.

The low response rate of 35% (160 725 Danish men
and women were invited to participate in the study, and
27 178 men and 29 875 women did participate) means
that there may be extremes of drinking which were
not captured and that there is a limit to the amount
that can be consumed daily. And, as the authors note,
residual confounding—the bane of observational
epidemiology—may partly explain the findings.

Before advising patients about their frequency of
drinking, of course, we must consider the bigger
picture in terms of health and social consequences of
alcohol consumption. For some alcohol related condi-
tions, it is clear that the pattern of consumption will be
of paramount importance. Alcohol related injuries or
ethanol toxicity, for example, suggest a degree of
inebriation. It is not so clear that chronic diseases such
as alcohol related cancers or cirrhosis will be affected
by frequency of consumption, as opposed to volume.
The limited earlier epidemiological evidence on drink-
ing pattern and cardiovascular disease suggested that
pattern of consumption is crucial to whether alcohol
confers a positive or negative effect. This hypothesis is
supported by the evidence that the physiological
effects of regular moderate drinking and binge
drinking are markedly different.2

Ideally practitioners should find out not only how
much patients consume, but in what context and why.
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A recent report by the UK Mental Health Foundation
suggests that among daily drinkers (estimated to be
nearly 1 in 10 people in the United Kingdom—about 5
million people) alleviation of anxiety and depression is
cited as a common reason for drinking.3 Advising
patients on volume and frequency of alcohol would
depend on their age and susceptibility to heart disease
and, in light of Tolstrup and colleagues’ research,
perhaps on their sex.

Alcohol is here to stay in our lives. It is not like ciga-
rette smoking, which is being increasingly outlawed.
Unlike tobacco, the healthiest amount of alcohol for
some people may not be zero. So people need advice
and legislation on keeping consumption safe. In the
UK, levels of consumption have risen by more than
50% in the past 30 years, accompanied by a rise in
alcohol related deaths, particularly from liver cirrhosis.4

As a population we are drinking well above the
optimum level for health. The evidence suggests that
raising the price and limiting availability of alcohol will
reduce the average consumption and the prevalence of
harmful consumption.4 It will be interesting to see the
consequences of the recent relaxation of licensing
hours and increased availability of alcohol in England.5

Clearly, it would be unwise for doctors to advise
non-drinkers to start drinking in an attempt to prevent

cardiac disease when there are other strategies,
supported by data from clinical trials, that have fewer
harmful side effects. However, the general population
makes lifestyle decisions on the basis of many factors,
not least views expressed in the popular press.
Research such as that conducted by Tolstrop and
colleagues is widely disseminated in the media and
may be used by some people as a justification for their
potentially harmful drinking behaviour. Sadly, it is dif-
ficult to control the media’s sensationalist interpreta-
tions of epidemiological findings.
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Patient agendas in primary care
Perhaps the main benefit is to encourage patients to voice embarrassing problems

People often have difficulty in fully expressing
their concerns in consultations with doctors1

and this may adversely affect outcomes. Some
issues go unvoiced or are introduced in a “by the way”
presentation at the end of the consultation. The
temporal order by which patients present their
agendas may not reflect their perceived importance or
match the doctor’s prioritisation. The first item raised
may be the most socially acceptable, and the last (or
unvoiced) item—such as breast lumps or rectal
bleeding—may be the vaguest or most embarrassing.

If they have time doctors may try to counter this by
an open question, asking if there are any other
problems.2 But doctors have to work within time
constraints, and a few actively discourage the presenta-
tion of more than one problem per consultation.
Examining the issue of patients’ agendas—their ideas,
concerns and expectations—brings out the tension
between a patient-centred model of the consultation
and the structural constraints of medicine. Against this
background, Middleton and colleagues report in this
week’s BMJ (p 1238) a trial of a self completed agenda
form in primary care, embedded in a trial of general
practitioner education.3

General practitioners were randomised either to
attend an educational workshop and learn how to use
the patient agenda form or to a control group invited
to attend the workshop after the trial. In both arms of
the trial, patients who were about to see their general
practitioners were randomised to use the agenda form
during their consultation or not. Both interventions

had a similar aim—to improve gathering of the
patient’s agenda by the doctors. The agenda form was
a single sheet inviting patients to list their points,
related thoughts and questions, and asking whether
they wanted a prescription, explanation, investigation,
or certificate.

There have now been three large randomised con-
trolled trials of agenda gathering in primary care,
although the third—ours—has not yet reported. The
other published study was of a leaflet encouraging
patients in the waiting room to list issues they wished to
discuss (though without writing them down).4 Such
interventions can serve two broad functions. Patients
may use the form to expand on the main problem by
outlining their concerns and expectations, or they may
list additional problems. If an agenda form allows the
patient to elaborate on the problem, doctor and patient
may be more likely to reach a common view about
what the outcome of the consultation should be.5 Such
concordant consultations may alter prescribing, inves-
tigation, or referral decisions, in either direction.

Some patients may use an agenda form to express
their wish for a prescription, which the doctor may not
have considered. Conversely, some patients may regard
their problem as not warranting a prescription that
might otherwise have been issued. Middleton and
colleagues’ study did not report such outcomes,
although Little and colleagues found an increase in
investigation and prescribing, but not referral, when
such items were specifically requested on the pre-
consultation questionnaire.6 Middleton and
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