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duplicated—Frusemide and Lasix appear as two different
drugs—and many dressings, appliances, and injections such as
TAB, which would never be prescribed on a repeat prescription
system. If any other general practitioners were to follow our
system they would need to consider very carefully whether to
restrict themselves to a moderate number of drugs for repeat
prescribing as we do, or whether they would go to a system that
had no restriction on the number of drugs and which had fewer
entries on a disc. If a large practice did this they could provide
one disc per doctor on 2 non-index basis, and, if our experience
is a guide, this would cope adequately. The analysis afterwards
would be slightly more complex and the machine would take
longer to do this. As technology improves many more patient
records could be entered on one disc, and perhaps considerations
of indexing and non-indexing systems will become irrelevant.

Conclusions

A repeat prescription control system introduced in a practice
of 5000 patients keeps track of patients who are allowed to have
repeat prescriptions without seeing the doctor. The computer
prints the prescriptions on the NHS form FP10 (Comp), at the
same time providing the doctor with information on when
patient was last seen and how many months of prescription for
each drug are still authorised. This system has enabled us to
analyse repeat prescription )ubns, is simple to operate, and runs
on hardware that costs £

hank my partner Dr Joan Woodley for her help and encourage-

ment. 1 also thank Dr Lindsay Ward and Dr Janc Pavitt for their help
and advice.

Addendum
System reliability

The overall reliability of a system such as described is crucial.
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The machinery has been in use several hours a day, each day,
since October 1980. In that time there has only been one failure
of a magnetic disc. On inspection it appeared to have physical
‘damage, which could have been a manufacturing fault. The disc
was replaced and caused no problem. In March 1981 a minor
fault became apparent in the 3040 disc drive or its cables. We
were loaned, under a maintenance contract, an earlier version of
the Commodore disc drive, the 2040, and this did give us prob-
lems. The unit appeared to be temperature-sensitive. It would
not read back when warm the discs it had recorded when cold.
Although we circumvented the problem in part by leaving the
machine on for an hour or so before attempting to use it, this
highlighted how important hardware reliability is, for this
temperature-sensitive disc drive produced a situation where part
of the disc was recorded while hot, part was recorded when cold,
and the disc could not be used reliably hot or cold. The result was
that we had to go to the back-up discs and that patient records
made since the last back-up were lost. If something like this
occurred every 18 months it would be acceptable, butif it occurred
more often it would certainly bring into doubt the advisability
of using this type of equipment for what is a demanding
application.

The manufacturers of this equipment (Commodore Business
Machines (UK) Limited) replied 1o these comments as follows: The
piece of loan cquipment in which these faults occurred has been
obsolete for some time, and the 2040 drive has been superseded
twice in our range.
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Where has appendicitis gone?

Is the incidence of acute appendicitis on the decline ? During the past
18 months I have not admitted one single cas of acute appendicitis
into hospital. I have a large list, and I do my share of emergency work.
more and more people eat bran, so we may expect less bowel
disorders. | wonder whether your readers have any comments on this
subject.—JOHN KENNEDY, general practitioner, Ilford, Essex.

Clinical Curio: ciguaters fish poisoning

I spent six months recently working as medical officer and crew
member on a deep-sea fishing trawler, which is being used in oceano-
graphic research in French Polynesia. While we were working in one
of the atolls of the Tuamotu group the

of ciguatera fish poisoaing, which is a cause of considerable morbidity

to that incurred by an oxygen debt aftcr a strenuous run, but in our
case the effect was permanent and did not disappear on resting. This
was most unpleasant and made sleep difficult. There were, however,
no signs of paralysis, vertigo, or ataxia. Most of us had episodes of
paracsthesia with tingling sensations in fingers and feet, though &
reversed temperature sensation was not noticesble. Several of us o had
diarrhoea with colicky sbdominal pains, and one person had
pain in a knee joint lasting about half an hour, Symptoms Issted for
just four days in most cases, though some had aching legs and
paracsthesi for up to two weeks. There was considerable variation in
the time of onset and the severity of symptoms.

animals on board, 2 cat and a coatimund, were a0
affected. The cat was particularly ill with vomiting, diarrhoca, and

paresis which affected its hind legs so that it could only move by
crawling. It also had severe cerebral ataxia, with gross jerky actions
when movement was initiated. Its eyes were dilated and did not react
to light. Tt was seriously ill for two weeks; ataxia and weakness of the
hind legs persisted for several weeks.

It was difficult to know whether our bout of ciguatera poisoning
was caused by eating one particular toxic fish or a gradual accumula-
tion over several weeks until a threshold level was reached. The meal
we had eaten, however, coasisted of fish from the outer side of the
reef, whereas previously we had been eating fish caught within the

lagoon. Although the Tusmotu islands are known to have a high
incidence of ciguatera poisoning we had
that it was rare in this particular atoll, so we had not restricted the
type of fish we ate. Subsequently we were much more careful in
selecting the fish we would eat, consulting local fishermen and testing
any suspicious fish on our cat, which unfortunately developed a
further severe bout of poisoning on a later occasion.

This condition is caused by three toxins working in close conjunc-
tion. The toxins are produced lmm.lly by a dinoflagellate, which is
found on coral reefs and is eaten by herbivorous fish, which in turn
are eaten by carnivorous or omnivorous fish. Man can be poisoned by
eating any of the fish in the chain. There is a great variation as to
which fish are toxic in any given ares, and there is also variation in

toxin. The increases
as it progresses up the food chain, and ciguatoxin, which is responsible
for most of the symptoms, is fat soluble and heat resistant and cannot
be destroyed by cooking. It is therefore toxic to man, but the quantity
of toxin must reach a certain threshold before any clinical signs are
shown. It is not a particularly serious disease and our experience is
typical of its clinical course. Treatment is mainly symptomatic—N |
SHAW, senior house officer, Airedale General Hospital, W Yorkshire.

We will be pleased to consider for publication other interesting clinical
observations made in general practice —ED, BMJ.
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practice and the areas from which they spring. I am sure it is
vital that this should be so, and that they should evolve to serve
particular needs. We have been going for seven years now, and
two main problems have emerged. Firstly, the problem of
communication with patients in the practice, which stems, I
think, from the fact that ours is a relatively large inner-city
area with lttle true sense of “community” and a large number
of alternative activities available. Secondly, there is the problem
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of generating active interest among other practice staff, who are
already busy and perhaps see us as encroaching on their already
full schedules. 1 hope very much that as time goes by they will
become more aware of the potential benefits of patients partici-
pating actively in their own health care and thus achieving
better standards of health and a more effective use of medical

inly of vital i in these days of
financial stringency.

Emergencies in the Home

Treating fractures
P L ASTON

Many patients with suspected fractures go straight to hospital
without secing their doctor, often without his knowledge.
Fractures arc treated principally in hospital, but the general
practitioner can sec that, for example, there is good immobilisa-
tion and analgesia, that the timing of initial referral is appropriate,
and provide aftercare and rehabilitation.

When a fracture is suspected the following points should be
considered:

(1) Are there any particular dangers or neurological or vascular
complications of the fracture that indicate the need for urgent
specialist care ?

(2) Is immediate hospital care required for reduction of the fracture,
or because of hypovolaemic shock >

(3) What is the best form of splintage to ensure adequate
immobilisation and pain relief >

Specialist care is required urgently in any fracture where impairment
of either neurological function or circulation is shown by absent
pulse, slow capillary reflex, or white extremity, or when there is
evidence of pressure on nerves. Specialist care is also urgently
required when the pain is severe and unrelieved by splintage, and
when there is pronounced swelling.

If the patient has no vascular or ions the

Splints

For fractures below the knee or the elbow, inflatable splints are
effective and quick to apply. They give good immobilisation and,
if in the correct position, good pain relief. The main precautions to
be observed in using them are:

(1) To ensure that the fracture site is completely protected and
not near the upper end of the splint.

(2) That there are no layers of creased or dirty clothing under them.

(3) To ensure that the correct pressure is obtained by always
blowing them up by mouth.

A sct of long-leg, short-leg, and long-arm splints, as required for
road accidents, will be most useful and should be supplemented by a
short-arm splint. The lm. -leg splint is primarily carried for upper
tibial and other fractures around the knee and not for fractures of the
femoral shaft. The long-arm splint also makes a satisfactory leg
splint for small children. The short-arm splint is very useful for the
commonly seen scaphoid and other fractures around the wrist joint.
Light alloy leg and arm splints and a cock-up wrist splint, padded
with a layer of wool and held in place by a firmly applied crépe
bandage, are cheaper and eqully :ﬂecuve When immobilising a
fracture, particular care should be taken to ensure that the broken
bone is not pressing against the skin. Protective padding over
bone ends will usually prevent, and certainly lessen,

doctor should decide if immediate hospital care is required because
of the need for reduction. The rural doctor should consider whether
to lessen hypovolaemic shock by setting up a transfusion using
polygeline or dextran as he would at a road traffic accident or a farm
accident. When a fracture is suspected but there is no obvious
deformity, no severe pain, and no indication that reduction will be
required hospital care should not be regarded as urgent. Firm
splintage should be applied and the patient referred to your local
hospital within 12 to 18 hours when the patient’s relatives can provide
transport, rather than having 10 use the ambulance servie,

In either a child or an adult when there is a suspected fracture of
the forearm, wrist, lower leg, or .nxxe. and there is no deformity or
pronounced sweiling, adequate splintage should be applied and the
patient taken to hospital. When possible, transport should be provided
by relatives, preferably within 12 hours and at a time when the family
doctor knows there are radiological and orthopaedic services available
in bospital.

Bunbury, Taporiey, Cheshire CW6 9P]
P L ASTON, MRcGP, DCH, general practitioner

the risk of closed fractures becoming open, will lessen discomfort,
and is definitely worth while. For upper leg fractures the technique
of using the good leg s a splint, with firmly applied triangular
bandages, is a time-honoured and effective technique.

Pain elief in frscrares s primarly obusined by good plintage
but may be supplemented by low doses of pethidine
Siven Parenterally, A written note of dose, route, and. tine given s
important, particularly for patients who are likely to have anaesthesia.

Particular problems
In [ncmm of the clavicle all that is Jeauired s applicaion of 4

Poauhle n-.mm of the metacarpal heads can be treated with  rolled
the palm of the hand held firmly in place by a crépe

bandage. Closed phalsnges fractures can be xrapped 10 the neigh-
g finger; radiographic examination should be carried out

vain 24 hours, Similarly, if a suspected fracture of e tower legis
seen in the evening without displacement, it is reasonable to apply
firm wool and crépe and to raise the Limb, advising the patient not to
use it until he has had an x-ray examination the following day. Crush
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Patient Participation

Whiteladies Health Centre Practice Association

PAT TURTON

The Practice Association started in 1974 as the idea of one of
the doctors in our practice. Copies of a letter asking interested
paticnts to contact him were left in the reception area for
paticnts to pick up. The aims of the Practice Association are:
(a) to give patients a say in the organisation of their health

care;

() to allow dissatisfaction to be expressed and sorted out;

() to provide education and discussion;

(d) to provide voluntary community care help.

The practice now occupies a health centre, which it shares
with another group practice. The health centre is in a pre-
dominantly middle-class, urban, residential area. There are
many large houses that have been divided into flats, and there
are therefore many elderly patients, students, and single-parent
familics. There are four doctors in “our” practice—three men
who are full-time and one woman who is part-time and who
does full consulting hours. She was appointed at the request of
the Practice Association because there were many women
patients who wanted a woman doctor.

By 1977 wehad a of the
is free and automatic for all patients and staff in the practice.
We do not raise funds except for a stall once a year at a local fair
to cover incidental expenses such as our fixture cards. We have
a of a chairman and vice-ch (both elected for
two years), a secretary, treasurer, and cight committee members.
Every year two ordinary members who have served for three
years resign, but may stand for re-clection after one year. The
committee can also co-opt members to help with special areas.

The committee is divided into groups dealing with the
Association’s activities and has monthly meetings to which cach
doctor is invited in turn. We also have quarterly lunch-time
mectings in the health centre to which all other practice staff
are invited in the hope that plans and ideas can be discussed.
Unfortunately attendance by other staff members has rather
fallen off, and at the moment it is difficult to generate much
interest, which is sad.

Activities of the Practice

Now let me give you some idea of the current regular acuvities
of the Practice Association. The Community Care Group has
about 50 voluntcers run by a co-ordinator and assistant. It was
st uf to help with smail emergencies, such as coliccting urgent
prescriptions, or transport to the health centre. In the past year
there have been about 130 calls for transport and about 40
prescriptions collected, so the demand has not been over-
whelming, but obviously the group fills a need. Volunteers who
use their cars for transport get 10 pence a mile towards petrol,

Whiteladies Health Centre, Bristol
PAT TURTON, chairperson

paid for from donations by patients using the service. There is
also a successful weekly lunch club for elderly patients. Lastly,
but certainly not least, we have produced a booklet listing
homes for the elderly in the arca and giving details of facilities
in_each. This was a large task, and the result has been an
informative booklet.

The Association also organises evening meetings with talks
on various aspects of medicine and health. We have had a wide
range of topics from children’s health to strokes and acupuncture.
Some meetings are well attended and others not so, but on
average we get 20 to 30 people, which s not bad in an arca with
many alternative activities. The number is small though in rela-
tiontothe number of patients in the practice. We have about cight
meetings a year, but none in July and August, and an annual
general meeting in April when the committee is clected, and
which we try to make a social function as well. Another popular
evening is an annual “brains trust,” at which our own doctors
form a panel to answer questions about health marters. So far
1 don’t think any of them have found this too terrifying.

To publicise these meetings we produce an annual fixture
card. Some of these are delivered by hand, and some are picked
up in the health centre by patients visiting their doctors. We
also advertise meetings with posters in the health centre.
Publicity is always something of a problem as we are limited to
using posters in the health centre. There arc other doctors
practising in the area, and it is felt that putting posters outside
might be construed as advertising. Patients are also geographic-
ally scattered, which makes distribution of the cards difficult.
And if they are not ill, patients may not visit the health centre,
so from the health education point of view it is often difficult
to reach those whom one feels might benefit. Men, cspecially
those of 30 to 60 years, seem particularly difficult to reach. We
also run occasional anti-smoking groups and slimming groups,
though again the number of people attending these is small.

Our suggestions and complaints group consists of a liaison
team of two members of the committee, whose phone numbers
are on the fixture card. Patients who are dissatisfied with any
aspect of care that they have received may contact cither to
discuss the matter confidentially. We always aim to encourage
the patient to bring the matter up directly with the doctor or
member of staff involved, but if the patient desires it and 1s
preparcd to make a sufficiently detailed complaint, then the
team will act as a go-between, This aspect of patient participation
iy certainly the one which doctors find most threatening, but
we have found that there have been extremely few complaints
and rather more constructive suggestions, so [ feel that their
fears are unfounde.

Patient groups are very individual things

I hope this gives you some idea of the structure and activitics
of our group. You will find that patient participation groups are
very individual things and vary considerably with the type of
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injuries of hand or foot should be referred whether a fracture is
suspected or not, so that physiotherapy can be started early to lessen
residual stiffness.

CHILDREN.

Greenstick fractures with lictle pain and, initially, little deformity
are not uncommon, and radiographic examination in a day or 50 is
required. When a child fails to use a imb normally it is an indication
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It is reasonable to reduce a dislocated shoulder on a ski slope where
the alternative is a painful 50-mile journey to hospital. To do the
same for a after a riding accident five to 10 miles away from
hospital is not usually in the patient’s best interest. Entonox (mixture
of equal volumes of nitrous oxide and oxygen), if available, can be
given during reduction, but using intravenous diazepam (Valium)
fo achieve sedation 1t pot advised because of the possible ritk of
respiratory arrest. The other dislocation for which we
doubtedly be on the look out is in the patient who has had

of a possible fracture. Good
Gepartment will often ensure that aftercare of these children can be
undertaken in your surgery.

THE ELDERLY

The elderly patient who already has limited movement due to a
stroke is more likely to sustain a fracture and to have his or her
fracture nussed. The old lady who has fallen and is found iying with a
classical shortening and external rotation of one leg due to a fractured
trochanter neck of the femur is commonly seen by general practitioners,
But the arrival of this patient in the local hospital unit with the leg
firmly immobilised, and with a record of her biood pressure, pulse,
and medication is, unfortunately, not as common.

The main risk in the elderly, however, is not this fracture, but the
fracture of the sub-capital arca of the femur that may occur after a
minor fall. The patient is apparently able to bear weight, possibly
with a slight limp and some discomfort. All such patients should
have a radiographic examination. A sub-capital fracture that is
impacted and has not yet slipped is casier 1o treat than a widely
displaced onc that has been walked on for several days. When such
paticnts arc scen in the cvening or during the night put them to
bed, give explicit instructions that they arc not to walk on the leg,
and arrange for them to be seen in the local accident and emergency
unit the next day. A visit from their own doctor before they are sent
to hosputal is helpful. The general practitioner’s knowl
patient’s gencral health, state of confusion, ability to cope, and
ability of relatives to help is invaluable for later hospital care, and
his presence and comforting words are often reassuring to a frail
elderly patient, who, whether confused or not, is often very reasonably
frightened at the prospect of hospital admission. A small dose of
pethidine, say 25 mg intramuscularly, will give pain relief for the

ight.

Dislocations

Early reduction of simple finger, patella, or shoulder dislocations
may be undertaken if the dislocation is seen immediately after it
oceurs and if it would take an hour or so for the patient to reach
hospital. All such reductions should be followed by an x-ray examina-
tion later the same day.

The “pulled clbow” sustained by a toddler after a sudden jerk on
the external arm presents with some Joss of movement of the elbow
and tenderness over the radial head, owing (o its sliding out of the
ligament, and can be corrected by gentle supination with the cibow
flexed at 90" with a finger over the radial head. You can often feel
the ligament click back into place.

Dislocation, of the hip joint, is
a i from this form of surgery. These p-nenu should
back to the
Tis cs::nux] to emphasise that when treating dislocations an x-ray
is vital, with joints, as

misalignment can casily lead to major disability. Finally, the dangers
of reducing a dislocation from 3 sporting injury on the field of play
should not be taken lightly.

Plaster maintenance

A family doctor, particularly in rural areas, can save patients much
travelling time by checking plasters in his surgery 24 hours after
application. He, or his nurse, can elp by treating cracks in the
plaster and by renewing walking heels. Sometimes a family doctor
will see a patient, usually within 24 hours of reduction, who complains
of considerable pain due o tightness of the plaster. He should notice
particularly if the plaster has been applied unpadded and whether
here are any signs of poor peripheral circulation, and in these
citcumstances cither undertake or arrange urgently bivalving of the
plaster.

When a doctor sces a patient who has had a plaster cast applied
clscwhere, which appears adequate, does not cause discomfort, and
does not require reduction, a letter requesting an appointment at the
next orthopacdic clinic for follow-up care is all that is required. A
patient with a recent reduction, however, or one who has travelled
some disunce after application of plaster_for cmple, afier &
skiing 1d receive an urgen
e, ften in these paticnts that fracuurcs ey have reverted 16 an
unstable state, and early manipulation might be required.

Since he knows the patient, the family doctor is in a good
position to get him to return to work as soon as possible, and to

encourage the paticnt in the later stages of rehabilitation after
his fracture has united. Physiotherapy services are, regrettably,

and therefore

the patient to do simple exercises such as cycling and swimming
is important. The visit to a general practitioner for certification
can then be more therapeutic for the patient and interesting for
the general practitioner. By using simple techniques of
immobilisation, by urgent .referral of fractures requiring
reduction, and by sccking less urgent help for simple fractures
a family doctor can achieve more job satisfaction for himself
and ensure befter care for his patients.

I am indebted to Mr M P Robinson, consultant orthopaedic surgeon
xt the Agnes Hunt Orthopaedic Hospital, Oswestry, for help and

OF THE SMALL-POX.

THIS difea @ Arabia, is now become
o wenceal, that very fow eleape st at one ume of bie or another. It isa
matt contagious malady; and i, for many vears, proved the feourge

car towards the fpring. The,

are ve

tuminer, m‘«,,- are 4 leaft of all in winter. Child-

ren ate moit hable to G i iufe 8 Lote fond i unwhoie-

fome, wha want pre pu vt and abound with grols hamours,
cun the greatett Nazard from it

Fue dicate i dittinguilied mto the dithnct and confluent kind;

the latter of which 15 always attended with danger. There are likewife
mlur diftinétions of the fmall-pox; as the cryftalline, the bloody, &c.
The fmall-pox is commonly caught by infeCtion.
Since the difeafe was firft brought into Europe, the infeétion has never
been wholly extinguished; nor have any proper methods, as far as 1
know, been taken for that purpofe; fo that now it has become in a
manner conflitutional. Children who have over-heated themfelves by
running, wreflling, &c. or adults after a debauch, are moft apt to be
feized with the fmall-pox.

(Buchan's Domestic Medicine, 1786.)
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