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PRACTICE OBSERVED

Continuing Education

Developing the matrix

J ROBSON

Whichever way you look at it—volume, cost, and, for good or
bad, mduury tes continu-
ing education in general practice. It is undoubtedly the single
biggest modifier of physician behaviour. The average general
practitioner can expect exposure to 420 free journals, 1600
mailed advertisements, 15 000 journal ads, and 50 visits from a
company representative e-c.h year! at a cost of mm or £3500
19

79.1

per X
lectures, pharmacy d\wﬂ\suu profies, and prometional tisl
complete a_pattern uence ar almost every available
interface. The problems of such marketing have been well
documented.?

Even if motives are open to question and material openly
biased, such tactics are certainly effective. At the hub of this
system are in-practice, face to face techniques based on the
company representative who accounts for about half the pro-
motional budget. Not since they were undergraduates will
doctors have faced such sustained personal pressure about
what they do, how they do it, and how it might be done dif-
ferently. It is an approach that mainstream continuing education
has largely ignored.

1In 1979 a mere £1-27m was allocated for section 63 activities

n England ent of Health and Social Security, 1983),
of which a substantial amount went on vocational training.
Ninety per cent of these activities are lectures presented outside
the practice. Only 3 are classified under the heading of

““general practice” ; neither health nor

late, the process has become retarded, in form, content, and
numbers reached, concerned with updating old methods rather
than developing the new. What is most notable is the commit-
ment of those general practitioners who do take time to support
these activities whatever their deficiencies (table ).

TABLE 1—Attendances by gemeral practimoner
principals, assistants, and Irainces in

at section 63 actroinies (Depariment of Health
and Social Security, 1983)

I )
o ofguendances 02303 3347 enunl
Toul Noof couses 3970 3797 3832

Since the 1950s, when Moran saw general practice as the
bucket into which fallen spenzluls sank, the medical schools
have belatedly recognised the discipline. In 1980, 36:8°, of

students placed it as their first carcer choice.' The

present dean of St Mary’s thought that: “The next generation
of inner city general practitioners could be assured if today’s
students were given a full sight of the challenge, a local op-
unity to train to meet it, a realistic prospect of partnership
with appropriate premises on completion of training, and a

warrants a category. The effect of such uncoordinated strategies
based on hospital postgraduate centres is, as Byrne has pointed
out, likely at best to have a “‘shotgun effect; scattered, weak, and
unpredictable.”* Between 1967 and 1977 the upsurge in educa-
tional activity reflected the revitalisation of general practice. Of

South Poplar Health Centre, 200 Poplar High Street, London E14
1 ROBSON, M8, MRCGP, general practitioner

in and
education.”*

This is laudable, but assured for what ? There has never been
any shortage of applicants here.” My predecessors in practice
were young once, worked very hard, and attended available
postgraduate lectures when they could. New blood is a necessary
but not sufficient condition for progress. Most general prac-
titioners, fallen or not, have always been well motivated, driven
and sustained by their patients. What is not assured, in inner
cities or elsewhere, is cither the resources or the mechanisms
that will foster the development of primary care over the
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I thank members of the Royal College of General Practitioners
Education Division Working Party on the Black report for discussions
on the holistic approach to health care.
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Practice Research

Penicillin allergy: a suspect label

N T A OSWALD

While referring to patients' records during daily clinical practice
I noted that a large number carried a reference to penicillin
allergy. The evidence for this was often hard to find and some
patients scemed to have been re-exposed without il effects. It
was likely that many patients had been incorrectly labelled and
that 1t might be possiblc to improve the records in this respect.

Method

The study population was a personal list of 2100 patients. Over two.
vears 1 inspected the notes of all those who consulted for any reason.
Any record of 2 penicillin reaction was noted and all those receiving an
anubiouc were asked specifically about allergy to penicillin. All
Patients thus identified as allergic were asked about the nature and
circumstances of the allergy. The records were then carefully searched
for contmporary evidence of the episode. Written evidence of
exposure to penicillin after the date of alleged allergy was also
recorded, together with any note of a further reaction.

Results

Scventy cight patients believed themselves to be allergic or were so
identified on their records: 32 men and 46 women. This represents a
minimum prevalence of 37", although an exact figure cannot be
given because not every patient on the list consulted during the study
period. No less than 28 patents (36" ) had been re-exposed to
penicillin at some time since the onginal diagnosis. Tables 1 and 11
give the time since the first episode and the patient’s experience ar that
time. In both tables the group that was later inadvertently re-exposed
is compared with all the patients.

Miscellancous reactions included non-allergic side effects of peni-
cillin and reactions that are not known to be caused by penicillins. In
many cases there mory of symptoms at all, the patients
having been informed of their allergy by a parent.

Of the 28 re-exposed patients only four (14, had a further reaction.
One recurrence of angio-ocdema. Three patients had 2 maculo-
papular rash. Two of these had described a maculopapular rash
previously and one a non-specific rash. All three were given ampicillin
or ampicillin and flucloxacillin at the time of the second episode.
remaining 24 (86".,) who were re-exposed had no reaction of any kind.

TABLE 1— Years since original episode

Totat No (1 of No (ol
re-exposcd patients

Years patients
i 225 -
12 304y =
25 13a7 3an
1 12ass: 7025
10-20 15019 9321
2 s 58
Not knawn 22 2% 414
Toral 78 100, 20 1100,

TABLE 11— Type of reaction described at time of original episode

East Barowell Health Centre, Ditton Lane, Cambridge CBS 8SP
N T A OSWALD, M8, MACGP, general practitioner

Total N iof Ne o of
Tape of reaction panents re-expused pavients
Anarilonis sheak 00
action’ 22y 0
An;m.‘ka: " 228 1
K cara 160205 am
Maculopapular 10413 27
Non-specific 20 26 iy
45 207,
Likely due to illness 565 T
No derails 19240 532
Toul 7% 1100, 2100
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succeeding 20 or 30 years of professional life. Viewing a sub-

stantial part of one’s work as unnecessary or trivial is related
not to age but to the nature of training (table I1).* We should

TABLE 11— Variations in practice with doctor's date of birth

Percentage of doctors by date of birth
Before 1917 1917.26 192736 1937 or later
) . (5 (5

16 3 % o

< has
electrocardiograph

Family care felt 10 be very
‘important 8 2 25 It

fdapd from Carterghs &, Anderion R. Geneal pracce sevued. London
Tavistock Publicavons, "

learn the lesson. The future of general practice will only be
assured when development is based around the comtext in
which it works.

The heailth care matrix

General practice is in the process of developing two inter-
related models: the hygienist and the hohistic (figure). Practice
takes place along and around the diagonals. At one extreme,
bottom right, the general practitioner and others in the primary
team provide acute and continuing care for dependent and sick
individuals. At the other, top left, they provide anticipatory
care for healthy, free living populations. For the most part care
combines these approaches between and around these points.”

Holism takes as its starting point the expressed needs of
patients—the story, history, or problem.'* At A, essentally
healthy patients are listened to or provided with advice. Their
current needs are few and concerned mainly with making
choices. The aim is to minimise the limits of available options
—for example, counselling or contraceptive advice. At B, needs
are great, the choices few. Care is geared to maximising options
within imposed limits—for example, the support of chronically
sick or disabled people.

The hygienist approach arises from medically or socially
defined need. It is based around relative or absolute risks and

ol oot Hyguenest mooel
Adoromy Cammunty
N <
~ N
Heaitn 3 rsease Heann Dpeare
°
Depencence Inavaual
e core mate
Communty
Depencence
ealtn Dsease

Avonamy.

indvioval
General practice works along axes AB and CD in the holistic and hygienrst
model.
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their modification. At C, population based strategies take whole
populations at low risk. Here the benefits and costs for each
individual are low but the social outcome is high—for example,
child immunisation. At D are high risk individuals, where costs
and benefits for cach person are high, and in terms of a shift in
social outcome the impact is low—coronary artery surgery." In
day to day practice the axes are intimately and essentially
related—the health care matrix.

“We should continually remind ourselves” wrote Weed,
“that not to think quantitatively about the needs of all the
people has qualitative implications for most of the people.™
Technology imposed on diseases will not take us any further
forward than philanthropic rumination on the lives of our
patients. To meet the needs, primary care must practically
integrate the holistic and hygienist approaches.'s ** If general
practice is not to become an obsolete sick shop, relegated to the
perimeter of the field, then it will have to move, with the

population it serves, upwards and to the left. Continuing
eduuuon is part of the development along that axis.

Approaches to learning

New approaches need new methods of teaching, new teachers,
and new locations. Despite a wealth of riches in the local post-
graduate centres we are rarely willing or able to use them and
the who attempt in-practice contact are
not seen. If organised and sustained educational intervention is
to reach us it must be based mainly around the work we do
and where we do it. Peripatetic methods, which will not only
bring the mountain to Mohammed but use the data and ex-
perience bound up in practices, are still in their in‘ancy.

Teaching is one of the biggest stimuli to learning, yet only
about 30°, of general practitioners are engaged in this. Lecture-
ships and fellowships have begun to be developed in practices,
and audit groups and workshops go some way to dealing with
material and problems generated locally. Where the hospitals
have been prepared to come out, innovation has been two way.
An obstetrician at the surgery may not only help to develop
skills but new styles of work emerge, and in this case patient
held records make sense to everyone. The academic “pro-
motional trial"” has as big an implication for styles of work as it
docs for research. A research nurse in the Medical Research
Council’s hypertension trial pointed out that “there was a
largely untapped . pool of motivated practices who, when
provided with adequate hdp, finance, md faclhues enjoyed and

Conversely, dzvelom'nenls outside me pnmce could be
strengthened. If special skills such as obstetrics and paediatric
development are to be taken up and sustained on any scale then
clinical attachments (which have shown a steady decline) will
have to be revitalised. There is an 18 month waiting list for our
one “local"” course in developmental pacdiatrics lasting 10 days.
Prolonged study leave is either rarely applied for or rarely given.
In my own family practitioner committee area only three
principals have been granted the option in the past 10 years,

Not since replaced
has the future of primary care had greater potential. Wu.h
computers and associated technology we are at the start of a
change that will alter the face of practice in the next 30 years
more than it has changed in the past 60. Yet in the year 2000
measles will continue to be as unnecessary as diphtheria and so
will the hypertensive stroke. By then excuses for failing to
provide personal care around defined needs for all the people
will be running thin. To achieve this provision, continuing
education needs to be located with general practice along the
axis of the health care matrix. Like vocational training, responsi-
bility for it cannot be left to those working on the periphery.
The responsibility for developing strategies that will concern
all general practitioners lies in our court. The drug companies

lective and neither are the patients. When were you
ted by your tutor in general practice ?
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When asked, 22 (79"} of those who had been re-exposed still believed
that a further exposure to penicillin would be harmful to them.

In 45 cases (58".) 1t was possible to identify the form of penicillin
responsible for the initial alleged reaction with reasonable certainty
and this 1 given in table 111 along with the type of penicilln given later
to those 1n the re-cxposed group. In only 32 case notes (41 ' > was it
possible 10 identify the pemicillin as well as the episode for which it
was prescribed

TABLE 11— Tvpe of pemartion knozon 10 have caused a reaction
No it of patients
Trutial Re-exporure  Re-exposure
Type of penaitlin cxposire without resction  Sith resction
Pemalin 271491 32 1125
Ampiail 2 4n 15625 2050;
24 283 1as)
Fladhoxaiim o duen o
Toral 45 100 241000 4100

Discussion

The results show that penicillin allergy is acommon label which
restricts doctors’ choice of treatment and implies a risk of life
threatening side effects. Thus doctors are rightly bound to be
cautious when faced with any patient claiming to be allergic to
penicillin or whose tecord indicates past allergy. Figurcs
presented in this paper, however, also show that many such
patients have been re-exposed and further reactions have been
minor or in most cases there were nonc. This implies that
patients have been incorrectly given the label “allergic to
penicillin.”

Although the data on most patients are incomplete, the
results suggest that the history is more reliable if the reaction
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the maculopapular rash associated with ampicillin, which occurs
in an appreciable percentage of all those exposed to the drug, are
a particular problem. Much has been written about this reaction,
which is probably not allergic and which does not imply cross
sensitivity with other penicillins.'

‘Conclusions

It is important that the label “penicillin allergic™ is reserved
for those for whom there is a genuine risk. Information in
published reports and the results of this paper suggest that if the
following points are accepted the accuracy and reliability of the
diagnosis will be much improved.

(1) The diagnosis should be made by a doctor after the rash
has been inspected and not at second hand. This would exclude
several other causes of rash and some misapprehensions by
patients.

(2) When a doctor concludes that the reaction is probably due
to penicillin allergy the illness, the reaction, and the type of
penicillin should be carefully written in the patient’s notes and
the information entered on the front of the record along with the
date. This would help doctors in future to rely on the patient’s
information.

(3) Patients who develop a maculopapular rash on ampicillin
should not be regarded as allergic to all penicillins.

(4) Responsible prescribing of penicillins is necessary to avoid
both true allergy and diagnostic confusion leading to incorrect
labelling.

I thank Mrs Vida Sellen for typing the manuscript.
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has been serious or the episode well The only
re-exposed patient with angio-oedema had a further similar
reaction, whereasnone of those for whom no details were available
had any reaction. It is notable that the more vague the history
the more likely the patient was to have been re-exposed: 47°.,
(919) of those with no details of the original reaction and 55",
(11/20) of those with a non-specific rash had a further exposure,
compared with only 20" (2'10} with a maculopapular rash and
12", 12'16) with urticaria.

The reason for errors in labelling may be attributed to ither
patient or doctor. There are several non-allergic side effects of
penicillins such as a sore mouth, which may be interpreted by
patients as an allergy. In addition, several patients reported such
features as “fever and yellow spots on the tonsils,” which clearly
relates to the illness for which they were being treated. A few
descriptions were bizarre, such as “a fecling of my fingers flying
off" after a single dosc of ampicillin.

It is likely that several non-specific viral rashes occurring in
people who take penicillin for a febrile illness are being inter-
preted as allergy and that sometimes patients who develop a
reaction of any kind while on the drug are being advised to stop
it to be on the safe side. Patients may interpret this as indicating
that they should not have penicillin again. Phenomena such as

! Collaborative Study Group A prospective study of ampicillin rash. Br
Med 7 197331:7-9.
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What would you do?

My wife wishes to be a career general practitioner and to that end is
just completing a vocational training scheme, having added the
diploma of the Royal College of Obstetrics and Gynaccology, the
family planning certification, and so far passed the written part of the
membership examination of the Royal College of General Practitioners.
As a probation officer myself I was intrigued to receive a phone
call from the senior general practitioner—a trainer—at a practice to
which my wife had applied for a vacancy. The conversation contained
two points: firstly, all the women on the local vocational training
scheme were thought to be better than the men this year, and,
secondly, they were not appointing a woman because “they have a
habit of getting pregnant.”
arsay has it that this is not local lunscy. How would you go about
securing an interview, nay a job even, under such circumstances >—A
general practitioner's husband.
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