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LETTERS

Cost effective strategy for a safe
diagnosis of deep vein
thrombosis at a district general
hospital
We agree with the view of Walsh et al that it is
not acceptable to miss a deep vein thrombosis
(DVT) in any patient,1 and the negative
predictive value of any test (or combination of
tests) must approach 100%. The authors men-
tioned impedance plethysmography, but did
not elaborate the utility of such an investiga-
tion, yet importantly they discussed the cost
issues at the end of their discussion section for
a planned management of DVT at a district
general hospital.

We propose that the impedance plethys-
mography together with pre-test probability
scoring and a modern D-dimer test would be
an ideal choice for a district general hospital,
in order to reduce the cost of investigations for
DVT, without jeopardising the safety of the
patients.

Flanagan et al recently reported that com-
puted strain gauge plethysmography can be
used as a satisfactory first line investigation
for the diagnosis of DVT, with a negative pre-
dictive value of 97%.2 In a recent study a
cheaper version known as digital photo-
plethysmography (D-PPG) has also shown a
negative predictive value of 100% when used
on its own.3 We believe that these techniques,
together with pre-test probability scoring and
a modern D-dimer test, would approach a
negative predictive value of 100%, fulfilling
the authors’ assumption of good practice.

We carried out a trial using combined D-
PPG and D-dimer testing to investigate DVT in
the outpatient department and compared the
results against “gold standard” ultrasonogra-
phy. In a six month trial (from September
2001 to February 2002) of 134 patients we
were able to pick up 18 cases of positive DVT
(all Doppler positive), 77 cases of negative
DVT (all Doppler negative), and 39 cases with
equivocal/unable results (all Doppler nega-
tive). This confirmed that 77 cases would not
have required a Doppler study, 18 cases would
definitely have required a Doppler study, and
39 cases would have required further exami-
nations. A summary of the results are shown
in the table 1.

All the recent studies1 4 have major implica-
tions for practice because they show that the
combination of a low pre-test probability
score, derived from a formal scoring system,
and a negative D-dimer test safely excluded
DVT in outpatients, obviating further investi-
gation in 40% of patients.4 The very low
incidence of DVT (0.6%) during follow up
among those with a low pre-test probability
score and negative D-dimer test is reassuring4

when compared with an incidence of about
1% at three months among untreated patients
with suspected DVT and a negative
venogram.5 However, the occurrence of DVT in
up to 20% of patients with a high pre-test
probability score and negative D-dimer test
emphasises the point that the D-dimer test
cannot be used in isolation.4

Therefore, it is possible that an objective of
combining a formally derived pre-test prob-

ability score, the modern D-dimer test, and
either computed strain gauge plethysmogra-
phy or D-PPG can safely exclude DVT in
outpatients and will be the most cost effective
approach at a district general hospital and
should now be the initial diagnostic step.5
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Dorsalis pedis arterial pulse:
palpation using a bony landmark
We read with interest the article by Mowlavi et
al and agree that the palpation of pedal pulses
is a useful clinical tool.1 Therefore any attempt
to standardise the technique of palpation
must be applauded. Using the “navicular”
method, the authors palpated 78% of pulses in
a group of patients under the care of the sur-
gical team. Unfortunately they do not de-
scribe the past medical history of this cohort.
If their patients have no past medical history

of peripheral vascular disease then their
method of palpation is less sensitive than pre-
vious studies which detect the pulse in
86.2%–96.9% of healthy patients.2 3 It would
have been useful to know the proportion of
arteriopaths in their study. We routinely
palpate the dorsalis pedis pulse on a line join-
ing the midpoint of the malleoli to the first
webspace. Although this involves soft tissue
landmarks, it is nevertheless easy to identify
and palpate the pulse on this line. The navicu-
lar, in contrast, is not an easy bone to palpate,
especially in the oedematous or deformed
foot. While they demonstrate a new landmark
to readily palpate the dorsalis pedis pulse, we
do not feel that they have demonstrated any
improvement in either accuracy or ease of use
compared with a more traditional landmark.
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BOOK REVIEWS
The reviewers have been asked to rate these
books in terms of four items: readability, how
up to date they are, accuracy and reliability,
and value for money, using simple four point
scales. From their opinions we have derived
an overall “star” rating: * = poor, ** = reason-
able, *** = good, **** = excellent.

Get through MRCP Part 1: 1000
MCQs and Best of Fives.

By Una Coales. (Pp 310; £19.95.) Royal
Society of Medicine Press, 2002. ISBN
1-85315-526-8.***
The MRCP examination is hard and daunting
to get through but the better prepared the
candidate then the chance of success early on
in either the first or second attempt is
obviously much higher. Part 1 is more difficult
than part 2 because it is largely theoretically
based and revision is tedious and dependent
on reading books whereas the part 2, even the
written paper, requires clinical knowledge and
clinical skills. However, part 1 can be made
much easier to prepare for if candidates base
their revision around practice questions.
There is no point just sitting in the library
reading endless textbooks from cover to cover.
The MCQ books on the market have been able
to give candidates the opportunity to test their
knowledge and then to “read around” the
subject areas at which they do badly.

With so many books available, one might
ask “why produce another?” This is a very
pertinent question at the moment as the
Royal College of Physicians has decided to
drop MCQs from the examination. There will
still be two papers, one of which will continue

Table 1 Summary of results
(n=134)

Variable No

Clinical
Positive 18
Negative 116

D-dimer
Positive 25
Negative 109

D-PPG
Positive 18
Negative 77*
Equivocal 27*
Unable 12*

Doppler
Positive 18
Negative 116

*Doppler negative.
D-PPG, digital photoplethysmography.

Postgrad Med J 2003;79:363–364 363

www.postgradmedj.com

 on M
ay 17, 2023 by guest. P

rotected by copyright.
http://pm

j.bm
j.com

/
P

ostgrad M
ed J: first published as 10.1136/pm

j.79.932.363 on 1 June 2003. D
ow

nloaded from
 

 on M
ay 17, 2023 by guest. P

rotected by copyright.
http://pm

j.bm
j.com

/
P

ostgrad M
ed J: first published as 10.1136/pm

j.79.932.363 on 1 June 2003. D
ow

nloaded from
 

 on M
ay 17, 2023 by guest. P

rotected by copyright.
http://pm

j.bm
j.com

/
P

ostgrad M
ed J: first published as 10.1136/pm

j.79.932.363 on 1 June 2003. D
ow

nloaded from
 

http://pmj.bmj.com/
http://pmj.bmj.com/
http://pmj.bmj.com/


to be the recently introduced “best of five”
and the other will be “n from many”.

Una Coales’s book contains six complete
mock examinations (each with an MCQ paper
and a “best of five” paper). The MCQs in this
and other books will not be wasted as they
still provide an ideal opportunity to “test one’s
knowledge” on a syllabus that will largely
remain unchanged.

This book offers a fairly comprehensive
range of both theoretical and practical ques-
tions that are marginally easier than the
examination itself—good in the early days of
revision when confidence building is essential
and reassurance needed that it is possible to
pass! It is the first book we have seen to
address questions on ethics. However, there
are some questions which are outside the
MRCP syllabus—a fact that may relate to the
background of the author. Each question is
criterion referenced with the star ratings giv-
ing an indication of the degree of difficulty
and what percentage of candidates are ex-
pected to get it right. The book’s suggested
pass marks of 68%–76% for MCQs and
76%–78% for “best of five” reflects the
abolition of the negative marking.

The best books available have answers that
come complete with explanations; here they
are not always present and those that are
could be longer and more comprehensive. The
MRCP examination as a whole has undergone
radical changes to ensure equity and fairness
and the candidates of the future need as much
practice as possible. All these books, this one
included, are there to help.

E A Freeman, H Nair, J Kitson
St Woolas Hospital, Newport, UK

Review of Psychology for the
MRCPsych. 2nd Ed.

By Marcus Munafo. (Pp 198; £18.99.) Arnold
Publishers Ltd, 2002. ISBN 0-340-80911-
6.***

Any book which can increase the chances of
passing membership examinations would be
a welcome addition to a potential candidate’s
reading list. Marcus Munafo’s Psychology for the
MRCPsych seems, by its mere title alone, to be
explicit in doing this. However, potential
readers would do well to heed Munafo’s own
words of caution in his introduction to this
second edition.

The breadth and depth of knowledge
required for the written examination can be a
significant hurdle, especially if that knowl-
edge is required in specialist areas which may
not have previously been taught to any great
degree at medical school. Psychology is one of
these areas which takes up a significant
amount of the college’s exam curriculum.
Potential future members of the college can
therefore expect to be asked a large number of
psychology and human development ques-
tions and a grounding of knowledge in these
areas is a basic necessity.

Munafo’s book sets about addressing this
task with some aplomb. It seems to assume
no, or at least very little, prior knowledge of
the subject, and all major areas are covered
adequately enough for the reader to feel con-
fident that they have a grasp of the breadth of
the subject. The book’s close adherence to the
curriculum makes it easy to follow for revision
purposes. It is clearly and accurately written
about the major concepts involved and its

conciseness is to be commended (time can
seem in very short supply in the run-up to
examinations!). There are frequent summa-
ries throughout the text. However this brevity
means that some readers may struggle to fully
understand some of the ideas without refer-
ring to a more discursive, though lengthier
text.

To give the author credit, he identifies that
his book is not a replacement for a more
traditional psychology text or lecture course,
but a bridge between the requirements of the
exam and the textbooks that currently exist
on this topic and that the candidate will have
to do a substantial amount of independent
work. It is particularly helpful for revision.

The expanded chapter on neuropsychology
helps keep the book up to date, and the inclu-
sion of examples of individual statement
questions is in keeping with the recent
changes to the exam. These should help give
the candidate a flavour of what may be asked
in the examination but should by no means be
seen as exhaustive.

Overall the book scores highly as a basic
introduction and a quick reference guide. It
should prove very useful as a revision tool for
any part 1 candidate, though those wishing to
ensure high marks in this section of the paper
would do well to listen to the author’s own
words and look at additional material else-
where.

D Mackintosh
Specialist Registrar, Leicester General Hospital,

Leicester

T Friedman
Consultant Liaison Psychiatrist, Leicester General

Hospital, Leicester

364 PostScript

www.postgradmedj.com

 on M
ay 17, 2023 by guest. P

rotected by copyright.
http://pm

j.bm
j.com

/
P

ostgrad M
ed J: first published as 10.1136/pm

j.79.932.363 on 1 June 2003. D
ow

nloaded from
 

http://pmj.bmj.com/


19 ZwarardemakerH. Der Verlaustau hohen Tonen mit zunehmendem Alter. Ein
neues Gesetz. Arch Ohr Nas und Kehlkopfheilkunde 1874;32:53–6.

20 Kiessling L, Pichora-Fuller MK, Gatehouse S, et al. Candidature for and
delivery of audiological services: special needs of older people. Int J Audiol
2003;42:2S92–101.

21 Arnesen AR. Presbyacusis—loss of neurons in the human cochlear nuclei.
J Laryngol Otol 1982;96:503–11.

22 Pichora-Fuller MK, Souza PE. Effects of aging on auditory processing of
speech. Int J Audiol 2003;42:2S11–16.

23 Luxon LM. The anatomy and pathology of the central auditory pathways.
Br J Audiol 1981;15:31–40.

24 Jennings CR, Jones NS. Presbyacusis. J Laryngol Otol 2001;115:171–8.
25 Gates GA, Myers RH. Genetic associations in age-related hearing thresholds.

Arch Otolaryngol Head Neck Surg 1999;125:654–9.
26 Ensink RJ, Camp GV, Cremers CW. Mitochondrial inherited hearing loss. Clin

Otolaryngol 1998;23:3–8.
27 Wright A, Forge A, Kotecha B. Ototoxicity. In: Booth JB, eds. Scott Browns

otolaryngology. Vol 3. Otology. Oxford: Butterworth Heinemann, 1997:3/
20/1–2/20/31.

28 Lim DP, Stephens SDG. Clinical investigation of hearing loss in the elderly.
Clin Otolaryngol 1991;16:288–93.

29 Schacht J. Aminoglycoside ototoxicity: prevention in sight? Otolaryngol Head
Neck Surg 1998;118:674–7.

30 British Medical Association and Royal Pharmaceutical Society of Great
Britain. British National Formulary 50, Sep 2005. London: British Medical
Association and Royal Pharmaceutical Society of Great Britain, 2005.

31 Brors D, Bodmer D. New aspects of inner ear research. Br J Hosp Med
2004;65:392–5.

32 Gates GA, Cobb JL, D’Agostino RB, et al. The relation of hearing in the elderly
to the presence of cardiovascular risk factors. Arch Otolaryngol Head Neck
Surg 1993;119:156–61.

33 Brown CG, Gatehouse S, Lowe GD. Blood viscosity as a factor in
sensorineural hearing impairment. Lancet 1986;i:121–3.

34 Rosen S, Olin P. Hearing loss and coronary heart disease. Arch Otolaryngol
Head Neck Surg 1965;82:236–43.

35 Rosen S, Olin P, Rosen HV. Dietary prevention of hearing loss. Acta
Otolaryngol 1970;70:242–7.

36 Yamazaki T, Ogwa K, Imoto T, et al. Senile deafness and metabolic bone
disease. Am J Otol 1988;9:376–82.

37 Tay HL, Ray N, Ohri R, et al. Diabetes mellitus and hearing loss. Clin
Otolaryngol 1995;20:130–4.

38 Hall SJ, Kerr AG, Varghese M, et al. Deafness in hypothyroidism. (Abstract).
Clin Otolatyngol 1985;10:292.

39 Gates GA, Karzon RK, Garcia P, et al. Auditory dysfunction in aging
and senile dementia of the Alzheimer’s type. Arch Neurol
1995;52:626–34.

40 Anonymous. Hearing problems in elderly people: implications for services.
Lancet 1987;i:1181–2.

41 Weinstein BE. Geriatric hearing loss: myths, realities, resources for
physicians. Geriatrics 1989;44:42–60.

42 Pichora-Fuller MK. Cognitive aging and auditory information processing.
Int J Audiol 2003;42:2S26–32.

43 Mulrow CD, Aguilar C, Endicot JE, et al. Quality of life changes and hearing
impairment: a randomised trial. Ann Intern Med 1990;113:118–94.

44 Keller BK, Morton JL, Thomas VS, et al. The effect of visual and hearing
impairments on functional status. J Am Geriatr Soc 1999;47:1319–25.

45 Arlinger S. Negative consequences of uncorrected hearing loss—a review. Int
J Audiol 2003;422S17–20..

46 Sekuler R, Blake R. Sensory underload. Psychology Today 1987;21:48–53.
47 Gennis V, Garry PJ, Haaland KY, et al. Hearing and cognition in the elderly.

Arch Intern Med 1991;151:2259–64.
48 Fisch U. Management of sudden deafness. Otolaryngol Head Neck Surg

1983;91:3–8.
49 Kveton JF. Evaluation and management of acoustic neuroma. Current

Opinion in Otolaryngology and Head and Neck Surgery 1993;1:53–63.
50 Snik AFM, Mylanus EAM, Cremers CWRG. Implantable hearing devices for

sensorineural hearing loss: a review of the audiometric data. Clin Otolaryngol
1998;23:414–19.

51 Izumikawa M, Minoda R, Kawamoto K, et al. Auditory hair cell replacement
and hearing improvement by Atoh1 gene therapy in deaf mammals. Nature
Medicine. 2005;11: 3, 271–6.

52 Ito J, Kojima K, Kawaguchi S. Survival of neural stem cells in the cochlea. Acta
Otolaryngol 2001;121:140–2.

CORRECTION

doi: 10.1136/pgmj.2003.006577corr1

Following the decision of the General Medical Council’s Fitness to
Practise Panel,1 the publisher is issuing a correction that affects the
authorship of a letter published in the Postgraduate Medical Journal.2

Following the panel’s decision, this paper should now always be cited
as: Bird AD. Cost effective strategy for a safe diagnosis of deep vein
thrombosis at a district general hospital. Postgrad Med J 2003;79 :363.

Ms Bird acknowledges the help of Dr J I G Strang, Dr R Winter, and
Mr R Hibberd.

1 http://www.gmc-uk.org/concerns/decisions/search_database/ftp_panel_
sinharay_20051122.asp

2 Sinharay R, Strang G, Bird D. Cost effective strategy for a safe diagnosis of
DVT at a district general hospital. Postgrad Med J 2003;79 :363.
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