
2 Harrison-Woolrych M, Hill R. Unintended pregnancies with the
etonogestrel implant (Implanon): a case series from post marketing
experience in Australia. Contraception 2005; 71: 306–308.

3 Agrawal A, Robinson C. An assessment of the first 3 years’ use of
Implanon in Luton. J Fam Plann Reprod Health Care 2005; 31:
310–312.

4 Funk S, Miller MM, Mishell DR Jr, Archer DF, Poindexter A,
Schmidt J, et al; The Implanon US Study Group. Safety and efficacy
of Implanon, a single-rod implantable contraceptive containing
etonogestrel. Contraception 2005; 71: 319–326.

5 Hatcher RA, Schnare S. Ask the experts: progestogen-only
contraceptives. Contracept Technol Update 1993; 14: 114–115.

6 Organon Laboratories Ltd. Summary of Product Characteristics;
Implanon Implant. RA0450 UK S5 (Ref 6.0).

7 British National Formulary, Vol. 50. Parenteral progestogen-only
contraceptives; Implanon (Section 7.3.2.2; p. 414). September 2005.
http://bnf.org [Accessed 7 February 2006].

8 Bensouda-Grimaldi L, Jonville-Bera AP, Beau-Salinas F, Llabres S,
Autret-Leca E. Insertion problems, removal problems, and
contraception failures with Implanon. Gynecol Obstet Fertil 2005;
33: 986–990.

9 Sarma, SP, Hatcher RP. Neurovascular injury during removal of
levonorgestrel implants. Am J Obstet Gynecol 1995; 172: 120–121.

10 Praptohardjo U, Wibowo S. The ‘U’ technique: a new method for
Norplant implants removal. Contraception 1993; 48: 526–536.

11 Mascarenhas L. Insertion and removal of Implanon: practical
considerations. Eur J Contracept Reprod Health Care 2000; 5 (Suppl.
2): 29–34.

12 Walling M. How to remove impalpable Implanon® implants. J Fam
Plann Reprod Health Care 2005; 31: 320–321.

13 Piessens SG, Palmer DC, Sampson AJ. Ultrasound localisation of
non-palpable Implanon. Aust N Z J Obstet Gynaecol 2005; 45:
112–116.

14 Letterie GS, Garnaas M. Localization of “lost” Norplant capsules
using compression film screen mammography. Obstet Gynecol 1995;
85(5 Pt 2, Suppl.): 886–887.

15 Evans R, Holman R, Lindsay E. Migration of Implanon®: two case
reports. J Fam Plann Reprod Health Care 2005; 31: 71–72.

16 Silverstein MI, Lewis CA, Sheline ME, Sarma SP. Fluoroscopically
guided Norplant removal. J Vasc Interv Radiol 2001; 12: 253–255.

17 Merki-Feld GS. Nonpalpable ultrasonographically not detectable
Implanon rods can be localised by MRI. Contraception 2001; 63:
325–328.

18 Stillwell S, Shepperd P, Searle S. The impalpable Implanon®: a case
report. J Fam Plann Reprod Health Care 2003; 29(3): 156–157.

192 J Fam Plann Reprod Health Care 2006: 32(3)

CASE REPORT/VIEW FROM PRIMARY CARE

So, all I have to do is keep a list of the fatties in my practice
and there’s eight QOF (Quality and Outcomes Framework)
points to be had. That’s easy. I can do that off the top of my
head. To start with, there’s Mr Tubbs who broke the chair
in the waiting room – we’re still waiting to hear from our
lawyers as to who’s liable. Then there’s young Thomas
who just turned sixteen and came to see me with computer
game thumb, and yesterday Ms Delight who thought that
being overweight made you infertile but is now on her way
to the antenatal booking clinic. Shouldn’t be difficult to get
the rest of the register completed; although when my larger
patients waddle up to me in the supermarket and I’ve no
recollection of what they came to see me about, I can
certainly remember whether their flanks rub up against
both sides of the checkout aisle or not. Plus, like all staff,
ours are always gossiping about how much weight so and
so has put on.

I guess we are going to have to do it properly if we’re
not going to be slammed by the QOF reviewers.
Apparently, some practices are providing patients with a
private room where they can record their weight and blood
pressure and input it onto the computer themselves. Saves
time for the GP and the nurse, makes a patient feel
empowered, and so on, but can you trust them to do this
honestly? Can you hell! Come on, be realistic. You ask how
much someone drinks and they underestimate it; ask them
if they smoke and through stained teeth they reply “only
socially”; ask them about their weight and they claim to
barely eat anything at all.

My solution is to put the weighing scales at the
reception desk for patients to stand on when they arrive.
This way they can be doing something useful whilst they’re
waiting for the reception staff to book them in. It will keep
them occupied and may mean fewer complaints about
being kept waiting, which in turn will score more points by
making us all look good in the patient survey. It will also
keep them standing upright so they won’t be able to lean
menacingly over the counter, spewing half-chewed crisps

onto the message book, as they moan about not being able
to lose weight. If I can figure out a way of connecting the
scales to the computer then I won’t even have to enter the
data. In fact, since waist measurement has been reborn as
an indicator of future health problems, perhaps during our
surgery remodelling we could make the doorframe width
the maximum safe waist width. This way, when waist
circumference joins the band of merry QOF targets, we’d
be ahead of the game with an effortless way of identifying
our ‘wide-loads’.

Ms Delight’s situation is a real conundrum and
highlights how, surely, we should be spending time
educating our patients, rather than compiling meaningless
registers. She doesn’t think she needs contraception
because she’s heard that being overweight makes you
infertile. More to the point she tells me: “Needing
contraception would be a fine thing but it’s not likely
when I look like this doctor, is it?”. True, being
overweight can reduce a woman’s chance of falling
pregnant because of a lack of ovulation, and a lack of
physical appeal. She doesn’t feel attractive, and doesn’t
think men find her attractive. To compensate for this she
‘puts out’, and men, well, men are men. Result, she’s
become a two-for-one deal, like the offer she’s so fond of
at the supermarket that she blames for putting her in this
situation – it’s never the individual’s fault is it? – as she’s
now joined the obesity and antenatal registers, but is still
no wiser about her health.

But how will patients react when they learn about the
obesity register, and that they are on it? “There’s a list. I’m
on it? What do they do with it? You mean it’s on that NHS
network. Oh God, that means anyone will be able to see it.”
In our dreams this realisation should be the trigger for them
to seriously try and lose weight, protect their heart, and
their image, and reduce their risk of diabetes, and so on. In
reality it will probably mean more consultations trying to
explain the register and listening again to their feeble
excuses about why it’s not their fault that they’re
overweight, and inevitably more complaints. But there’s a
bursting at the seams, silver stretched lycra lining to every
big fat cuddly cloud. They’re on the register for a reason:
they’re obese, which means they’re not likely to be able to
catch me as I walk briskly away, are they?

“30 Love”
Lar Diass
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