
oocyte. In the radioresistant diplotene phase the chromo-
somes are surrounded by a thick sheath of ribonucleoprotein
granules, which is greatly thinned in the more sensitive
phases.6 (No such mechanisms are apparent to protect the
male germ cell.)

Perhaps after diagnostic examinations entailing large
ovarian doses (for example, barium enema with a mean dose
of 16 mSv or computed tomography of the pelvis with a mean
dose of 25 mSv) we should advise women not to become
pregnant for a few months. The overall risk coefficient of
hereditary disease is assessed at 0.8%/Sv for the whole
population.5 For a fetus with a full expectation of reproduc-
tion a figure at least two or three times larger should be taken.

In pregnancy there are also potential risks to organogenesis,
especially with regard to the brain. From eight to 15 weeks
after conception ionising radiation may reduce intelligence by
003 IQ points per mSv,4 but there is probably a threshold
for this form of injury, and the size of its effect is anyway
insignificant at the doses likely to be received.
The doses that fetuses receive when their mothers are

occupationally exposed are mostly reassuringly small. Film
badges, normally worn at workers' waists, measure the dose
at that point. Owing to attenuation by tissue the fetus will
receive a smaller dose-a reasonable estimate is half the dose
received by diagnostic workers (for example, radiographers).
No reduction should be allowed for the more penetrating
radiations of radiotherapy or nuclear medicine.
Most occupationally exposed women work in radio-

diagnosis. In a study of diagnostic workers by the Royal
College of Radiologists and the British Institute of Radiology
93% had a recorded badge dose of zero and in only 03% was
the dose greater than 2 mSv a year.7 Brachytherapy nurses
received an average annual badge dose of 4.8 mSv, sealed
source technicians 6-2 mSv, and radiotherapy theatre nurses
14.1 mSv.8 (When after loading techniques are fully in use
these doses should be substantially lower.) Aircrew form the
other large affected group. By flying at high altitude for 200
hours aircrew will receive a dose of about 1 mSv; in a
Concorde it takes about 80 hours to accumulate 1 mSv.9
Few workers are likely to exceed the International Com-

mission on Radiological Protection's suggested dose limit in
pregnancy of 2 mSv to the abdominal wall after pregnancy is

declared.4 (This happens when the woman tells her employer
she is pregnant; until then the ordinary dose limits for a
worker apply.) Similarly, few are likely to exceed the prob-
able, though still to be agreed, European limit of 1 mSv,
similarly measured. For the few female workers exposed
internally to radionuclides the intake should be limited to a
twentieth of the annual limit on intake after the pregnancy
is declared.4 Exposure to natural radiation during pregnancy
varies in different parts of Britain from 0 5 to 2 mSv.7
The public worries, probably excessively, about ionising

radiation. An American study found that groups of women
and students ranked the hazard from nuclear power ahead of
smoking, alcohol, and motor vehicles; actuarial assessment
placed it 20th in a list of hazards.9 Doctors should not fall
into the same trap of overemphasising the hazard of ionising
radiation. Ifwomen stop work to avoid radiation the resulting
financial loss could be more harmful to a fetus than the
ionising radiation that has been avoided. For most exposed
workers the dose is so small as to be negligible. The few
workers receiving larger doses should be encouraged to
declare their pregnancy early so that their pattern of work
can be altered to reduce their exposure. Pregnancy should
not result in financial penalty because this might delay
declaration.

J G B RUSSELL
Consultant Radiologist,
Hale Barns,
Altrincham,
Cheshire WA15 OES
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Practice reports

Counterproductive chore, samizdat, or constructive exercise?

Annual practice reports containing information on the
activities, workload, and aims of general practices have
existed for over 15 years,' 2 but the data have varied in quality,
and the reports have been criticised for not drawing conclu-
sions or suggesting future plans.3 Since April last year annual
reports have been mandatory and must fulfil specific require-
ments.4 Details of doctors and all practice employees, includ-
ing their training and qualifications, must be supplied. So
must information on the floor space, design, and quality of
practice premises.

Reports should document the numbers of inpatient and
outpatient referrals by specialty and the use of hospital
radiological and pathological facilities. In keeping with the
spirit of the new contract, more detail is required about time
spent working outside the practice-for example, fulfilling
educational and other professional commitments. The prac-

tice report must also give information on how patients'
comments on the provision of services are taken into account
and how repeat prescriptions are arranged.

Like so much else in the new contract, these requirements
are inadequately thought out. Little consideration has been
given to existing efforts by general practitioners to standardise
core data, pioneered in the Grampian region5 and endorsed
by other interested general practitioners in Chesterfield,6
Cardiff,7 and Bristol.8 Similarly, the indices developed by the
Oxford general practice outcomes project (TOGPOP) were
ignored.9 Though the impetus for practice reports may have
come from the Royal College of General Practitioners, the
compulsory report now required by the government has a
mainly bureaucratic function. As Wilton put it, "sadly [it is]
based on cost effectiveness rather than quality of care."3

Apparently, most general practices have submitted reports
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since they became mandatory, although singlehanded inner
city doctors had the most difficulty complying'0 and family
health services authorities often had difficulty evaluating the
data." A danger is that a poorly designed requirement
imposed from above might discredit the initiative evolving
from below.

Several important objections exist to the present form ofthe
compulsory practice report. The data requested are too "soft"
to permit any serious conclusions or useful comparisons. For
example, practices are asked to provide a cumulative total of
requests for radiological and pathological tests without clearly
indicating whether these are individual or batched tests, far
less of which sort.

Hospital databases would anyway provide this information
more reliably. Again, although general practitioners tabulate
the referrals made to various specialties, estimating the
numbers of self referrals, particularly to accident and
emergency departments and departments of genitourinary
medicine, and the rate of non-attendance by outpatients is
virtually impossible.
These data are unlikely to contribute much to an under-

standing of the complex issue of referral rates. If the intention
is to compare referral rates of different practices then better
background statistical data will have to be collected to make
meaningful comparisons. Similarly, while it is laudable for
family health services authorities to have accurate information
about the facilities available in primary care, a well informed
authority should already have much of the information that is
now requested annually.
More relevant indices for service planning and resource

allocation, which include preventive data such as patterns of
local morbidity and the practice's health promotion activities,
were not requested. The problems of overregistration and
patient mobility, highly relevant to achieving performance
targets, have not been considered. The format of the national
practice report mixes different sorts of information: whether
it is meant for policing or planning is unclear. In its current
form the report will assist neither health authorities nor
general practitioners in commissioning more appropriate
secondary and tertiary care.

This lack of clarity about intention leads to another
problem. What family health services authorities have done
with the data from practice reports is unclear, and few
systematic evaluations have been published. In many cases it
seems that the data remain unevaluated and unused. Yet there
is nothing more demoralising than the compulsory collection
of data which are then effectively discarded or, worse still,
accumulated at the centre.

If better planning is the aim then the format needs
redesigning. One possibility would be a summary of core data
on practices already collected by family health services
authorities, which practices could update annually. Better
quality information on the social characteristics of the area
served by individual practices is clearly needed. But this sort

ofmini-epidemiology, essential if resources are to be allocated
according to need, presents many technical problems and is
probably beyond the abilities of most departments of general
practice, let alone non-academic primary care teams.
The practice report can also serve a range of other entirely

valid functions.'2 Writing and publishing it can help team
building and, by recording the flavour of our daily work, can
provide useful descriptions of some of the social realities of
primary care. Team members from different disciplines may
be motivated by reflecting on mutual aims and interests
recorded in the report. It can also assist in specific political
campaigns. In our reading of practice reports several interest-
ing themes have emerged- including historical reminiscences
by senior partners, records of audits and research projects
carried out in the practice, and some semipublic airing of the
frustrations and excitements experienced by members of
the primary health care team, which may be therapeutic.
We believe that practice reports will probably develop
idiosyncratically as a kind of samizdat of late twentieth
century primary care, documenting for future generations the
realities of medical life as the nineteenth century reports of
medical officers now do for us.

Idiosyncratic reports might well include patients' experi-
ences, descriptions of the effects of government policy,
nightmares and daydreams, brickbats and bouquets, and
some attempt to share local experience. Of course this does
not rule out a better designed, national standard format-
though a more rigorous structure imposed from above would
be even worse than the present situation. Probably the way
forward is for local family health services authorities and
medical advisers to work with writers of practice reports to
turn what is a rather counterproductive chore into an
extremely constructive exercise in gleaning information.
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*David Widgery died 26 October; his obituary appears on p 1219.
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