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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perpetuate out-of-date and irrelevant information.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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combination of genetics, multiple sera for defining antigens,
and the difficulty of being sure of the specificity of the sera
has produced a terminological jungle. Even the basic genetic
map of the HLA region in man3 does not impress the reader
with the logical sequence, since the letters of the loci read in
order D, B, C, and A. A further complication is that sero-
logical typing of the D region is performed on purified B
lymphocytes as opposed to T cells and is sometimes known as
B cell typing, easily confused with typing for the B locus.
Even HLA does not stand for human leucocyte antigens, as
one might have expected, but for the human leucocyte A, the
A being the first system studied. So throughout the Bulletin
the other antigens are defined HLA-A, -B, -C, and -D.

If the reader is prepared to persevere with this terminology
then the review articles are excellent, including descriptions of
both serological and cellular typing. There is a full account of
the matching of HLA and transplantation, and the relevance
of different diseases to HLA types. Some complement
components are coded for the HLA region and this is discussed
by Lachmann and Hobart.4 The diseases related to HLA range
from ankylosing spondylitis, liver disease, and Hodgkin's
disease to leukaemia. In the final paper on the evolution and
function of the HLA system Bodmer and Bodmer5 point out
that "the HLA system contains a remarkable cluster of genes
controlling cell surface determinants and immune functions,
which between them generate an extraordinary amount of
genetic variability in the human population. More than
300 000 000 genetically different individuals can be formed
by the known alleles of the HLA/A, B, C, and D loci, and
more than 30 000 000 of these have distinguishable combina-
tions of antigens."
The HLA system has been extremely important in research

in human genetics. Any further help expected from tissue
typing in transplantation may, however, be limited, since
the definition of additional antigens makes the chance of
obtaining a good match most unlikely, even with the most
efficient methods of co-operation and transport of organs.
The main advances to be expected in organ transplantation
with cadaver donors will come from better immunosuppres-
sive drugs having a safer therapeutic index.
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Phantom limb pain
The great French military surgeon Ambroise Pare is credited
with the first description, in 1551, of the phenomenon of
phantom limb.' After amputation of a limb or some other part
of the body such as a breast or the external genitals, the
missing part may seem to the individual concerned to be still
present and to have all the spatial characteristics of the real
limb. This sensation has long been general knowledge-as
shown by the carpenter in Moby Dick,2 who, on hearing
Captain Ahab's story, stated that "a dismasted man never
entirely loses the feeling of his old spar, but it will still be
pricking him at times." The presence of a phantom limb is
reported almost universally after amputation,3 but phantom
limb pain is rare, most authorities3 4 giving an incidence of

3-50. The exact incidence of such pain is difficult to establish
because of lack of agreement about whether the term includes
transient aches and paraesthesiae or should be restricted to
unbearable and permanent pain.
Phantom limb pain has to be clearly differentiated from

local pains such as causalgia, pain in the stump, or pain
secondary to a disc lesion. Typically it is dull, boring, and
aching but it may occasionally be stabbing or shooting and
similar to causalgia. Sunderland5 has defined several of its
characteristics: its intermittent or continuous nature, its
precipitation by peripheral stimulation or psychological stress,
and its variable duration from seconds to days. Some patients
have pain-free intervals lasting several years. Most get better,
but some become permanently incapacitated.
The cause of phantom limb pain is unknown. Some writers

have explained the whole matter in psychoanalytical terms,6
while others have implicated disordered mechanisms in the
central nervous system.3 A central factor clearly plays a part
in pathogenesis: the phantom limb possesses spatial qualities
that are dependent on the parietal cortex. Cerebral lesions in
the hemisphere contralateral to the pain may relieve it. 8 One
suggested mechanism is based on the theory that there are
reverberating circuits within the central somatosensory
system: when the output of these self-sustaining neurone
pools exceeds a certain level, pain occurs.7 The circuits may
be modified by afferent input, which may explain the relief of
pain by local anaesthetic block9 or electrical stimulation.'0
Henderson and Smyth3 argued that if "the phantom does not
result from persistent irritation of nerve ends it follows that
we must look for the cause in the isolation of central mech-
anisms from their natural peripheral connection." They
further concluded that several factors may be concerned, "for
its manifestations may be derived from three levels in the
nervous system (psychogenic, sensorimotor cortex and
peripheral nerve)."
The alternative explanation is that peripheral mechanisms

may predominate-a view supported by the finding that relief
may occur after sympathetic block"1 and by the absence of
phantom limb pain in paraplegic patients with complete cord
transection (though the pain has been found when the lesion
is incomplete12). Further evidence implicating a peripheral
mechanism has recently been deduced from the case of a
62-year-old man who had phantom limb pain after amputation
of his left arm and, seven years later, developed recurrence of
the pain when he had a herpes zoster infection affecting the
left T2 dermatome,l:3so providing "indirect evidence of the
importance of primary afferents and their immediate con-
nections in phantom limb pain."
Not only do we understand the pathogenic mechanisms of

phantom limb pain poorly, but our treatment is also unsatis-
factory. Despite many claims we still have no remedy. Treat-
ment cannot be rational so long as aetiology remains obscure.
Among methods that have been claimed to be successful are
hypnosis,14 psychotherapy,15 mechanical percussion of the
stump,16 local anaesthetic injection of the stump,.7 section of
sympathetic nerve,11 and a variety of leucotomies.18 Analgesics
usually have no effect and, because of the risk of addiction,
should be avoided. Tricyclic antidepressants and rarely
carbamazepine have been found helpful.19' We urgently need
further research into the pathogenesis of this crippling
disorder.

Keynes, G, ed, The Apologie and Treatise of Amnbroise Pare. Chicago,
University of Chicago Press, 1952.
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