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LETTERS TO
THE EDITOR

Hospital outpatient clinics: an efficient
specialist service? A neurology audit

In the United Kingdom, in 1985, 23 million
new patients attended hospital outpatient
clinics.' These routinely collected health
statistics, however, do not provide detailed
information about how long newly referred
patients wait for an outpatient appointment,
the outcome of such consultations, or
whether the allocation of priority to new
referrals is satisfactory. The recent White
Paper, "Working for Patients", recognises
the need for better information.
The objectives of this neurology audit of

new outpatient referrals were to ascertain: 1)
the proportion ofpatients who were identified
as "urgent" from the information given in
referral letters, and how long they waited for
an appointment; 2) the reason why people
were attending; 3) the proportion of patients
referred with serious disease; 4) the outcome
of the consultation.
The results are based on 234 new out-

patient referrals to two consultant neuro-

logists in Frenchay hospital, a 538-bed dis-
trict general hospital on the outskirts of
Bristol, between 1 June and 30 November
1986. The Department of Neurology,
provides a local service for Frenchay Health
District and functions as a Neurosciences
Centre for six District Health Authorities
comprising the northern part of the South
Western Health Region territory: Frenchay,
Bristol and Weston, Southmead, Chelten-
ham, Gloucester and Somerset.

Eighty four per cent of attenders were
referred by general practitioners. Fifty two
per cent of total referrals were categorised
"urgent" by the consultant neurologists from
the information given in referral letters.
Ninety two per cent of new outpatients were

attending for a diagnosis, 5% for drug/
medication treatment, 6% for physical
therapy/management and 1% for general
non-specific support. Few (4%) patients
attended for more than one of these reasons.
The mean (SD) waiting time for the

"urgent" group was 27-1 days, median 19 5,
(26 33), range 0-89; mean (SD) waiting time
for the "routine" group was 129-1 days,
median 1235, (54 14), range 18-222. People
classified "urgent" waited less time: nonethe-
less, 20% ofurgent cases waited over 56 days,
while 14% of non-urgent cases were seen in
56 days or less.
Table 1 indicates the main (if more than

one) preliminary diagnosis ofnew outpatients
in both the "urgent" (n= 114) and
"routine" (n = 108) groups. The most com-
mon diagnoses seen included migraine or
headache (21% of total seen), vague symp-
toms (10%), stroke (9%), epilepsy (7%),
syncope (7%), multiple sclerosis (5%), and
Parkinson's disease (4%).
A statistically significant relationship was

found between priority category (urgent or

routine) and the presence (n = 112) or
absence (n = 110) of a definite disease or
disorder at consultation (Chi-square 23 3,
p < 0 001). However, 33% of people on the

Table Priority category and main preliminary diagnosis

Diagnosis Urgent Routine
(categories based on the ICD) (n= 114) (n= 108)

Mental disorders 1 2
Neoplasms 5 2
Hereditary and degenerative diseases of central nervous system

Cervical spondylosis (with myelopathy) 2 2
Parkinson's disease 4 4
Huntington's chorea 1 0
Cerebellar ataxia 1 0
Motor neuron disease 1 0
Degenerative disease of basal ganglia 0 1

Other disorders of central nervous system
Epilepsy 11 5
Multiple sclerosis 7 4

Disorders of peripheral nervous system
Bell's palsy 1 0
Cervical root lesion 3 0
Carpal tunnel syndrome 0 1
Ulnar nerve lesion 2 0
Neuropathy 3 2
Myasthenia gravis 1 0
Others 2 3

Disorders of eye and adnexa 1 3
Disorders of ear and mastoid 0 1
Diseases of circulatory system

Stroke 18 2
Transient ischaemic attack 3 2
Ill-defined cerebrovascular disease 2 0

Diseases of musculoskeletal system 7 2
Sub total 76 (67%) 36 (33%)
Symptoms, signs and ill-defined conditions (including all forms of
headache)
Headache (including migraine) 17 29
Syncope 4 11
Odd turns 2 4
Vague symptoms 12 11
Others 2 7

No disorder or symptom at consultation 1 10
Sub-total: 38 (33%) 72 (67%)
(Data were missing on either priority category or main preliminary diagnosis for 12 patients)

routine waiting list had a definite disease or
disorder when seen, while 33% on the urgent
list had minor problems.
One hundred and twenty one attenders

(52%) were discharged back to their referral
source (101 to their general practitioner).
Twenty nine (12%) were admitted to hospital
following their outpatient consultation. Sixty
nine (29%) received outpatient specialised
investigation, for example, 22 had a CT brain
scan, 23 an electroencephalogram, and seven
electromyography.

Overall, patients subsequently admitted to
hospital tended to be seen sooner than those
discharged back to source. However, seven
(25%) patients admitted to hospital following
consultation had been categorised "routine".
The preliminary diagnoses of these seven
patients were: one patient each with epilepsy,
abnormal involuntary movements, neuro-
fibromatosis, cervical spondylosis with
myelopathy, glomus jugulare tumour, and
two with multiple sclerosis. The time they
waited for an outpatient consultation ranged
from 18 to 222 days.
The first point of note is the predominance

of the diagnostic role of the neurological
consultation. In our study, 92% of newly
referred patients were attending for diagnos-
tic reasons. Many patients (52%) were seen
and discharged back to the referring source.
Such a sequence requires the availability of
experienced medical staff and it is necessary
for the consultant either to undertake the
consultation himself or to see the patient once
the initial history and examination has been
carried out by the registrar or senior house
officer. Unnecessary follow up appointments
could result if the patient, who has been seen
by the junior staff, is asked to return another
day simply to see the consultant. Shortage of
consultant time is probably a major factor in
the genesis of outpatient bottlenecks.

A further important finding of the study
was the small number of people with serious
disease. Only 29 (12%) patients were admit-
ted to hospital following consultation, and a
further 69 (29%) had outpatient specialised
investigations-mainly CT brain scanning
and/or EEG. These findings indicate that the
vast majority of outpatient neurology can be
dealt with within the local health district.
The commonest diagnosis was that of

migraine/headache (21%). A previous study
of the "Pattern of Neurological Outpatient
Practice"2 also suggested high referral rates in
Hillingdon Hospital, Middlesex, of migraine
and headache. Other common diagnostic
groups included syncope and odd turns of
various sorts. It seems clear that neurological
clinics are regarded as a suitable place in
which such problems can be sorted out.
Whether this is an appropriate use of scarce
resources is a matter for debate.

In this study, waiting time for a clinic
appointment was clearly unacceptably long,
for both urgent and non-urgent cases. Ninety
two per cent of patients in the "routine"
group (n = 110), and 31% of patients in the
"urgent"group (n = 118), waited more than
six weeks to be seen. The maximum waiting
time recorded was 32 weeks. The situation is
probably no better in other parts of the
country and has probably not improved over
the last decade. In 1974, Fraser's study of
"Referrals to hospitals in an East Midlands
city",3 indicated a mean waiting time for
priority appointments of 39 5 days for
neurology departments. This included both
private and NHS referrals. A more recent
study4 indicated that the maximum waiting
time for a neurology appointment at the
Gloucestershire Royal Hospital, during the
twelve months before July 1985, was stable at
approximately 22 weeks. If the findings from
these studies are typical, this does suggest
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that there is a considerable shortfall in
specialist neurological services in the United
Kingdom.5
The question arises as to whether or not the

urgent/routine classification system is satis-
factory. It is surprising that over 50% ofnew
referrals were given a priority classification.
This high figure may reflect the known long
waiting time for "routine" patients, rather
than a truly perceived seriousness of the
medical condition. It is worth noting that
some patients with serious disease were put
on the non-urgent list, thus indicating that in
some cases at least the initial priority category
was inappropriate. More informative referral
letters might assist consultants to classify
patients appropriately.

In conclusion, this study highlights
particularly: 1) the predominance of the
diagnostic role of the neurology outpatient
consultation; 2) the small proportion of
patients referred with serious disease; 3) the
unacceptably long waiting time, and 4) the
inappropriate priority classification of some
patients.
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We would be pleased to consider for publica-
tion short letters describing similar audit of
outpatient practice in other countries.
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HTLV-1 infection: the clinical spectrum
widens

A neurological condition causing spastic
paraparesis has long been recognised in the
West Indies but it is only in recent years that
the association between tropical spastic
paraparesis (TSP) and human T-cell lym-
photropic virus type 1 (HTLV-1) has been

confirmed.'' Serological tests for HTLV-1
can now support a diagnosis of TSP in
patients with atypical clinical features.

Patient 1 was born in Jamaica and came to
the United Kingdom at the age of38 years. At
the age of 61 years she presented with pain in
her left shoulder, a three year history of
difficulty raising her arms above her head,
fatigue and inability to walk long distances.
On examination there was winging of both

scapulae with weakness in the deltoids,
triceps and biceps, without fasciculations.
Distal upper limb musculature was normal.
The biceps and supinator jerks were absent
and the triceps jerks diminished. There was a
mild spastic paraparesis with increased knee
jerks, diminshed ankle jerks and extensor
plantar responses. Sensory testing was nor-
mal. The creatine kinase was mildly elevated
and muscle histology revealed neurogenic
changes. Myelography and CSF examination
were normal. There was a polyclonal increase
in the serum immunoglobulins.

At first a diagnosis ofmotor neuron disease
was considered but there was no change in her
condition during the following four years and
reinvestigation revealed serum antibodies
against HTLV-1 in a titre of 1 in 6400. In
TSP, pain often accompanies or precedes
weakness but is characteristically confined to
the lower limbs and lumbar spine. This
patient is also unusual in the severity of the
muscle wasting which in TSP is seldom
prominent and usually confined to the intrin-
sic hand muscles.4

Patient 2 was born in Jamaica and came to
the United Kingdom aged 42 years. He was
first seen aged 63 years following a single
generalised convulsion; his right plantar res-
ponse was extensor but there were no other
neurological signs. CT brain scan and EEG
were normal. Treponemal serology was
positive (VDRL positive 1 in 4; TPHA
positive; FTA IgG positive, IgM negative)
without a history of previous venereal disease
or yaws. Lumbar CSF was acellular with
normal protein concentration and the tests for
syphilis were all negative; Link's IgG index
was 0 78 (upper limit ofnormal 0 58) suggest-
ing intrathecal immunoglobulin synthesis.
He was treated with a course ofintramuscular
procaine penicillin and regular oral pheny-
toin.

At the age of 70 years he was seen again for
reassessment of his epilepsy. Only on direct
questioning did he admit that his legs had
become weak. He had difficulty rising from a
low chair but otherwise his gait was normal.
There was a mild spastic paraparesis with
brisk lower limb reflexes and the right plantar
response was extensor as before. A CT brain
scan was again normal. MRI scan showed
several small punctate white matter lesions in
both cerebral hemispheres but no abnor-
mality of the spinal cord. Antibodies to
HTLV-1 were detected in the serum in a titre
of 1 in 8000.

Patient 3 was born in British Guyana and
came to the United Kingdom at the age of 34
years. At the age of 59 years she developed
bilateral uveitis and was found to have
positive treponemal serology (VDRL
negative; TPHA positive; FTA IgG positive,
IgM negative) without a past history of
venereal infection or yaws. CSF contained 32
lymphocytes/mm' and the protein concentra-
tion was raised (0 85 g/l); CSF tests for
VDRL, TPHA and FTA were negative. Her
vision responded to topical steroids and she
took a one month course of oral doxycycline.
Six months later she developed weakness and
sensory loss in the legs which progressed over

a year. At that time she had a spastic
paraparesis with a sensory level at TlO and
normal position sense. The upper limbs and
cranial nerves were normal. Myelography
was normal but was followed by urinary
retention requiring catheterisation. The CSF
on this occasion contained no cells but the
protein concentration remained raised (1 0 g/
1). A diagnosis of neurosarcoidosis was con-
sidered but the patient showed no response to
oral corticosteroid therapy; subsequent bron-
choscopy, bronchial biopsy and Kveim test
were found to be normal.
At follow up two years later her gait had

deteriorated, she had developed mild bilateral
nerve deafness and there was muscle wasting
in both hands. Antibodies against HTLV-1
were detected in the serum in a titre of 1 in
64000. The blood film was normal but there
was a polyclonal increase in the serum
immunoglobulins.
The initial detection of HTLV-1

antibodies was by gel particle agglutination
assay and confirmed by more specific methods
(ELISA, indirect immunoelectrophoresis,
IgG antibody capture radio-immunoassay
and Western blot techniques).'
These patients illustrate many ofthe recog-

nised features of TSP but despite this, the
illness in each of them had been tentatively
attributed to another cause: motor neuron
disease (patient 1), parasagittal tumour or
neurosyphilis (patient 2), neurosarcoidosis or
neurosyphilis (patient 3). The initial
neurological presentations were pectoral pain
and amyotrophy (patient 1), late-onset
epilepsy (patient 2) and uveitis (patient 3).
Tests for HTLV-1 antibodies clarified the
diagnosis on these patients and should be
performed in all West Indian patients with
spastic paraparesis and with other unex-
plained neurological syndromes. If effective
treatments for HTLV- 1 infection become
available, early diagnosis will be necessary to
identify patients before severe, irreversible
neurological damage has occurred. This will
require greater awareness of the diverse ways
in which TSP may present. The full spec-
trum of HTLV- 1 infection remains to be
defined.
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Temporal lobe phenomena during the
aura phase of migraine attacks

I report a patient who often experienced
temporal lobe phenomena during the aura
phase of his migraine attacks.
A 27 year old right handed computer
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