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General practice records
Good records in general practice contribute to good standards
of medical care and bad records are detrimental-at least, this
is the assumption underlying all the discussion of general
practice records. The present record envelope dates from
1920, when the Rolleston Committeel recommended that the
records of patients registered with general practitioners under
the National Insurance Acts should consist of envelopes
measuring 5 x 7 in (127 x 178 cm) containing continuation
cards. These patients were then a relatively small proportion
of the population. Since then, however, some fifty million
people have registered with general practitioners, and the
demand for medical care has increased; moreover, the size of
hospital letters and reports has not always coincided with the
size of the general practice record envelope. Some records
have become undecipherable and congested, sometimes
literally bursting at the seams. Thus both the retrieval of
information and patient care become less efficient and more
time consuming.

So doctors recognise the need for a larger envelope, probably
of A4 size. But this raises three main difficulties. The first and
most important is cost. The cost of an A4 folder and inserts
may range from 3p to 20p, depending on quality and design.
Even at lOp for each folder for each patient, this would cost
about C5 000 000, which in these austere times some would
argue could be spent more wisely. An annual allocation of
J500 000 over ten years, however, might seem more palatable.
The second difficulty is space. Many general practice

premises are cramped, and often the central office where the
records are stored would be too small for records that would
be about twice the size of the existing ones. Structural redesign
of premises or (probably cheaper) space-saving rotating files
might be necessary. And, thirdly, information would have to
be transferred from one set of records to another. Simply
transferring all the information from the old records to the
new would not be constructive, because this would merely
perpetuate out-of-date and irrelevant information. Wheat has
to be separated from chaff, and this process requires the skills
of a health professional.

These, then, are the practical problems to be overcome and
they are far from being trivial or easily soluble. Some solutions
are suggested in a recent publication describing the mechanics
of introducing a new record system.2 The most interesting
chapter describes a study of general practitioners' working
knowledge of the medical and social histories of their patients.
Information given by the doctors about a random sample from
their practices was compared with the answers to a question-
naire completed by the patients themselves, and this showed
some disturbing discrepancies between what doctors think
they know about their patients and the actual facts.

Interest in record systems leads to interest in information
systems-and in computer-held files, problem-orientated
records, confidentiality, and data bases. These are not side

issues. Ifwe are to make a big investment in improving general
practice records one of the dividends could be that, by
designing a record from which valuable data could be selected
easily and transferred to an information system, doctors and
planners could have hard evidence about what is really
happening in general practice. This subject has been researched
for some 15 years, but no research worker has come up with
an information system that not only works in research but
could be applied to general practices at small cost and with
minimum unheaval.
We do not wish to be sceptical about record and inform-

ation systems but the difficulties must not be underrated.
Converting general practice records to A4 format-and, if
possible, developing information systems from them-is a
difficult issue, and general practitioners should continue to
pursue it through their representative bodies. Good records
in general practice would be a start to improving the quality
of clinical care.

Ministry of Health, Interdepartmental Committee on Insurance Medical
Records. London, HMSO, 1920. (Rolleston Committee.)

2 Zander, L I, Beresford, A A, and Thomas, P, J7ournal of the Royal College
of General Practitioners, 1978, occasional paper 5.

Tissue typing in cadaveric
transplantation
Tissue typing is of undisputedly vital importance in renal
transplants between live donors, particularly in choosing the
best of several siblings all prepared to give a kidney. With a
four-antigen match between the donor and the recipient sib-
lings (the chance of which is 1 in 4 in a family) the five-year
survival of the transplant with good function is about 80','
little inferior to the results of transplants between identical
twins. Nevertheless, even with such a good match, the
recipient of a sibling kidney will require continuing immuno-
suppressive treatment, and occasional uncontrollable rejection
may occur, indicating the presence of other transplantation
antigens not detected by current techniques. The other vitally
important aspect of tissue typing is the cross-match between
the recipient's serum and donor lymphocytes: if the recipient's
serum destroys the donor lymphocytes there is a high risk of
early destructive rejection of the graft, and hence transplanta-
tion is best avoided.
The value of tissue typing for cadaver donors has been more

controversial. The four serological types normally determined
in the HLA system seem to be relevant to the fate of cadaver
transplants, but the difference in outcome between poorly
matched and well-matched transplants is not as great as with
live related donors. A good match-sharing of three or four
antigens between donor and recipient-gives results 20-30%
better than with poorly matched kidneys with less than two
antigens in common.'
The stimulus for developing tissue typing came from organ

grafting, and the subject has now developed far beyond this
original source of interest. The range of these developments
has been reviewed in a recent edition of the British Medical
Bulletin,2 but the volume is not easy reading for the uninitiated.
Bodmer3 sets the scene in the introduction, explaining that
"each branch of science tends to have its own characteristic
language and the work described in this Bulletin is no
exception." This is certainly not an overstatement, since the
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