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This weekin

Low blood pressure, low mood?

In many European countries it is common for general
practitioners to diagnose and treat hypotension. In
Britain, however, such a diagnosis is rare, suggesting
that doctors do not consider ‘it to be clinically
important. However, recent studies have provided
some evidence for the existence of a hypotensive
syndrome. On page 75 Pilgrim et al investigating over
10 000 male and female civil servants found that two of
the components of this syndrome, dizziness and
unexplained tiredness, were indeed more prevalent in
those with lower blood pressures. They also found that
these subjects were much more likely to experience
anxiety or depression, psychological states which are
known to be linked with physical symptoms such as
those found in the hypotensive syndrome.

What happens to the homeless
mentally ill?

Increasing numbers of mentally ill people are home-
less, but little is known about the outcome in such
people. On p 79 Marshall and Gath report an 18
month follow up of 48 mentally ill residents in
hostels for the homeless in Oxford. The findings were
discouraging—at the time of follow up only a fifth
had been rehoused, most of whom were in bedsits or
family homes. A fifth had been admitted to psychiatric
hospitals and a third had a generally poor outcome as
shown by long term admission to hospital, deteriora-
tion in behaviour, sleeping rough, death, or disappear-
ance.

Alcohol and cardiovascular risk
factors in women

Data on levels of risk factors for coronary heart disease
in British women are scanty, and the nature of the links
between alcohol consumption and coronary heart
disease are controversial. On p 80 Razay et al report on
the relation between alcohol consumption and risk
factors for coronary heart disease in a stratified
random sample of British women. The data suggest
that compared with non-drinkers women who drink
moderately (1-20 g/day) have lower concentrations of
plasma insulin, total triglyceride, and total cholesterol
and lower body mass index as well as higher total high
density lipoprotein cholesterol and HDL.; cholesterol
concentrations; all these changes favour a lower inci-
dence of coronary heart disease. The study supports
and possibly explains reports that women drinking
moderate amounts of alcohol are less likely to die of
coronary heart disease.

Fast track admission for
myocardial infarction

Although clinical and experimental studies have
confirmed that prognosis after an acute myocardial
infarction is critically dependent on the duration of
myocardial ischaemia, practical systems for minimis-
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ing inhospital delays have not been evaluated or widely
implemented. Pell er al have evaluated the impact of
a “fast track” admission system for patients with
suspected acute myocardial infarction (p 83). They
report that patients fulfilling clear clinical and electro-
cardiographic criteria can be given rapid access to the
cardiac care team by bypassing the medical registrar,
resulting in a halving of inhospital delays to thrombo-
lytic treatment.

Irritable bowel syndrome in the

general population

Up to a third of the general population may have
symptom complexes compatible with the clinical
diagnosis of irritable bowel syndrome, but, as Jones
and Lydeard show (p 87), only a third of patients with
these symptoms seek medical advice. Their question-
naire survey found that a quarter of patients randomly
selected from the lists of eight general practitioners
reported six or more episodes of abdominal pain in the
preceding year; 85% of these patients had symptoms
consistent with a diagnosis of irritable bowel syndrome,
a population prevalence of 21:6%. Over a third of
patients with the syndrome and 10% of those without
reported rectal bleeding. The low consultation rate
suggests that some patients with symptoms that may
indicate serious bowel disease are not seeking medical
attention.

General practitioner skin surgery

Skin surgery by general practitioners has many advan-
tages, but changes in contractual requirements
encouraging GPs to do more skin surgery have not
been accompanied by a good educational structure.
Priorities for further training are likely to emerge
slowly, however, because individual general practi-
tioners perform few operations and may not appreciate
overall trends or problem areas. The paper by Cox et al
(p 93) examines the impact of skin surgery in general
practice on the workload of a pathology laboratory and
sets out to identify changes which have occurred since
the new contract for GPs and also areas where further
training may be helpful.

Diagnostic value of the
“microtymp”

Otitis media with effusion occurs frequently in young
children but is difficult to diagnose in primary care.
On page 96 de Melker evaluates the new hand
held “microtymp” in a primary care setting, com-
paring it with a conventional tympanometer. The
interobserver reliability of two independent measure-
ments with the microtymp is high, and results with the
microtymp are highly comparable with conventional
tympanometry. The microtymp can be used in
primary care: it is child friendly and easy to handle.
Tympanometry, especially judging tympanograms,
needs training and experience. Microtympanometry
could improve diagnosis in primary care and referrals
for otitis media with effusion.
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