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TABLE 11— Patients with hypertension treated by four doctors

1053

practice is able to organise its own immunisation and screening

DrA  DiB_ DiC_ DiD

Tout No of patients on list 3002 2974 3, 29
No with prewcipt it L4 189 125
r 1000

30 2 n 2

Vomen o 36 74 53

h 3 » 55 3

England & Wuler, 19710

en' 164
Women 88
Both 24

* Mortality statistics from general practice 1970-1

visual display unit and printer, together with adapted software,
cost roughly £5000. From the increase in income generated in
the past two years (figs 4 and 5) it is clear that the expenses and
outlay are at least covered.

For the National Health Service—Our experience shows that a

cost conscious Health Service might foresee a
time when the alternative service provided by health authority
clinics, together with the burcaucracy and central computing
facilities that are required for operating the service, might be
dismantled. Some of the savings would provide a capital sum (for
computers or appropriste manusl systems) to any practice
showing a satisfactory response to their own programmes (such
as a 90°% rate for immunisations and an 80°, rate for cervical
cytology). In addition, community health physicians might then
have more time and resources to fulfil their greatly undervalued
potential as advisors to general practice.

1am grateful to my long suffering partners—Ds P G S Johnson, Dr
A D S Johnson, Dr M Summerhayes, Dr O ] C Parry-Jones, Dr ]
Birch, and Dr C Grant—and to all practice staff whose efficiency has
made this paper possible.

(Accepted 30 December 1983)

Rubella immunity in pregnant
practice

JEANNETTE NAISH

Abstract

Congenital malformations due to rubella embryopathy
are preventable. All women embarking on pregnancy
should be immune and know that they are immune to
rubella to guard against the risk of the

women in a north London

1.am in a group practice of 8500 patients, with four principals

working from a health centre. My personal list is nearly 3000.

Our patients are mainly in social classes II1, 1V, and V. Early

in 1978 a programme was initiated to screen for rubella antibody

all women who ccme to me for family planning. Those who
and

disease during pregnancy. A previous history of clinical
rubells or rubells vaccination is not reliable, and women
should be screened for antibodies when possible before
planning to conceive, and particularly before a first
Az to the
prevention, we should undertake rubella

urealh( for all our women patients before they con-
ceive. This could easily be incorporated into our contra-
ceptive services. We will be greatly helped if family
planning clinics adopted a poucyot.cmnm for rubella

were were two months
later to confirm the presence of antibodies. This policy was
later extended to those who were not on the family planning
register, and became part of a preconceptual service, available
t0 all women in the child bearing age group.

The effect of this programme was studied by assessing the
rubella status of women who came to me for maternity medical
services with cies confirmed between 1 August 1981
and 31 July 1983. Apart from asking the Public Health Labora-
tory to help, no special arrangements were made. The project
was seen as part of good clinical practice, and remembering to

‘think .

always
will lvold and
eonhnlo- and reduce costs.

Introduction
The immunisation of schoolgirls between the ages of 11 and 13

prevent congenital abnormalities occurring as the result of

i cy. Owing to low acceptance

of vaccinstion and occasional vaccine failure, not all women

embarking on a pregnancy are immune. I believe that the best

way of achieving this aim is by screening women before they
conceive.

Method

Beginning in early 1978 all women who came to me for family
planning services were counselled at some stage about the dangers of
contracting rubella during pregnancy. They were offered screening
for rubella immunity as part of my family planning service. If they
accepted, which most did, 8 serum sample was sent to the Public
Health Laboratory for estimation of rubella antibody, initially by
haemagglutinin inhibition and since 1979 by single radial
Susceptible women were vaccinated, using RA27/3 vaccine, and
rescreened two months later to confirm the presence of antibodies.

study group consisted of 138 women with pregnancies con-
firmed between 1 August 1981 and 31 July 1983, including nine who
miscarried. Pregnancies that were terminated are excluded because of
difficulties with data retrieval. No urlmmnon for rubell
I the
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Young Practitioner Groups

Challenges and contacts
E ] HOLMES

During my training as a doctor, and in particular as a vocational
trainee, I enjoyed the stimulation from contact with my con-
temporaries and the opportunity to exchange views and ideas
and share the excitement of newly acquired skills and knowledge.
The first few years in general practice with the inevitable
problems and additional responsibilities can be onerous, and
although group practice provides some support, it is casy to
become isolated and lose one’s direction. In 1975, at the same
time that 1 joined my teaching practice as a partner, one of the
first small groups in the region was established. Based in
Ashington, Northumberland, it was formed by local general
practitioners who undertook to audit their care of patients with
hypertension. After the success of this exercm, general practi-
tioners from the region received a written invitation to join a
group studying “clinical standards” wmcn was to meet regu-
larly during the next year. This invitation provided the oppor-
cunity to pursuc the type of task that I had found so stimulating
in my years of training. It would also form the core of a group
of general practitioners that would continue to meet in Durham
during the next six years.

The range of ages and experience in the “clinical standards
group” was wide; some were newly appointed principals,
others were trainers or course organisers; only a few had experi-
ence of working in a similar group (Ashington). The 30 general
practitioners who attended were split into three small groups,
each to study one of the three aspects of care—structure,
process, or outcome as described by Donabedian.' At first [
felt apprehensive, most of the group members were older, more
experienced, and more vocal than 1. There was 3 need to come to
terms with new concepts—the idea of determining our own task
and working with and relating to other members of the group,
most of whom were unknown to me. I soon realised that many
of these difficulties were shared by other members of the group.
Recognising that one oould not criticise without being criticised
allowed is more freely in d and
thus to become more mvolved as time went by.

Process of care

The task was to consider the “process” of care, and during
the monthly meetings the care of the wheezy child was discussed
and analysed. Criteria for diagnosis, management plans for
acute and chronic care, and descriptions of the tools best suited
for care were produced and continually amended by referring
to our own clinical practice, to published work, and to expert
opinion. In 12 months a model of care for all children with
asthma was developed which was both practical and, it was
hoped, would improve the quality of care. Plenary sessions with
the other groups provided an opportunity to learn from their
experiences. In addition to developing & clinical standard that

could be used in clinical practice, I had found the meetings
challenging and a new source of contact with my peers. Such
was the positive feeling in our small group that even before the
end of the course on clinical standards most of the members had
expressed a wish to carry on with the meetings during the next
year. It was important that the number of members in the group
was maintained to allow it to function effectively, and although
some members from more distant areas decided to join other
more accessible groups, they were replaced by young principals
in the Durham area who were invited to join. In retrospect the
intention to follow the tried and tested format of the previous
year was short sighted. We continued in our role of standard
setters, concerning ourselves with the care of patients with
diabetes in general practice. This seemed to satisfy our needs for
2 short time only; although the clinical material was different,
much of the work followed the same pattern and, as a result, was
less stimulating than before.

A recurring theme to arise from discussion of clinical medicine
was the belief that many of the management plans used were
traditional, not based on any sound scientific evidence or the
evidence that was quoted tended to come from outside general
practice. Was rescarch material from a London teaching hospital
really relevant to general practice in the north east ? How much
of our clinical practice was based on our experience in hospital
or reflected the views of consultants in local hospitals ? Should
we accept the dictates of these doctors, or were we, as ordinary
general practitioners, qualified to provide acceptable guidelines
on standards of care? This change in attitude led to another
approach to the task that we had defined. We moved away from
the clinical model and concentrated more on the delivery of
care; the role of the hospital diabetic clinic and the resources
available for diabetic care in our practice and the ways in which
they might be improved. Having developed a standard for
delivery of care, we met hospital consultants and arranged meet-
ings with patients through the local branch of the British
Diabetic Association to test their reactions to our ideas.

Part of the concept of developing a standard of care was
concerned with implementing it in practice. It seemed sensible,
therefore, to look at the records of children with asthma to
check whether the guidelines that had been established in the
previous year had been observed. To some extent we felt that
we had achieved our aims, but, possibly more important, the
exercise raised serious doubts as to the value and accuracy of
records—a question to which most small groups have addressed
themselves at one time or another.

‘Waning interest

Towards the end of the second year it became obvious that if
the group was to continue it would have to change. Enthusiasm
waned, attendances at the regular twice monthly mi
dropped, and for a short time during the summer the group
disbanded.
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Results embark on her first pregnancy until the age of 30 may do 3o ex-trainees in the Durham area. The network of personal  members left and the pressure on the remaining members in-

Table I gives the numbers of women who had preconceptual
scresning during the study and those who were found 1o be sero.
negative at_antenatal screening. All the women had had antenatal

. None of the seroncgative women s sereened pre-
conceptually. Four women (6°,) went through their pregnancies at
risk of rubella infection. All four were primiparas. They had a
vaccination postnatally and were immune on rescreening. In the
1981-2 group the two susceptible women with & record of school
vaccination had not seen me before becoming pregnant.

TABLE 1—R: us of women with pregnancies confirmed bettceen
1 August o 8 e et 1963

unaware that she is no longer adequately protected against
rubella. Most antenatal clinics screen women for rubella
antibodies at booking, but though this provides valuable
epidemiological evidence on the efficacy of rubella vaccination
and data for future pregnancies, it is far too late for the current

Screening by genera i
over recent years have shown that over 12°, of women of
reproductive age are susceptible to rubella.* In one study
girls aged 13 to 21, who should all have had rubella vaccination,
were screened: 117°, of those girls were not immune.® This
is reflected by the 11:9”, susceptible primiparas at antenatal
screening in the study group (table IT).

National publicity campaigns to encourage women to seck
screening for rubella immunity are not cost effective since this
only generated a 3", response, whereas a campaign conducted
by one general practice, while probably more productive, still
only achieved a 62°, response,’ and may not be feasible for all
general practitioners.

The practice of screening 11 to 13 year old schoolgirls and
vaccinating the susceptible ones followed by rescreening two
months um t0 ensure seroconversion, is unlikely to be widely

Preconceprual  Seroncgative st Record of school
Date Acreening _antenatal screenir Vaccination
pregnancy
Confrmed  No No
No) No (") No  seronegauve
Aug 8l 1o
1huays2 e 3508 “® 6 2
8210
1y s 7 sson 3 12 o
Totat 158 ss (k) 765 18 2

Three women (42) in the 1982-3 group were susceptible, two of
them primiparas. One went to term safely and has now been vac-
cinated and rescreencd. One contracted rubella at 18 weeks during
the 1983 epidemic and elected to continue with the pregnancy, but
is not yet at term. The third has so far escaped contact with rubella
and not yet delivered, but, interestingly, she was screened during &

pregnancy. The antibody titre was less than 8, but she had
not been vaccinated postnatally.

It is alarming that of the total of seven women at risk for rubella
infection during pregnancy, four were born after 1958 and should
therefore have been vaccinated. Not all the women in the study group
were known to me before they became pregnant. Some registered at
the time pregnancy was confirmed, and some obtained family planning
scrvices hewhere, Table 11 compares rubella status between women

percentage of susceptible women
embarking on pregnancy in the family planning group.

TABLE 11— Number and percentage of seronegative women according 1o parity,
time of screening, and whether on family planning list

On family planning list_ Not on (amily planning list

Primiparss  Multiparss  Primiparas  Multiparas
(=210 (n=36) (n=42) (n=29)
Preconception No tevted  18.(85)  36(100) 1126 1655
Seronegative on antenatal
screening No tested 14 o saie) 104
Discussion

The national rubella immunisstion programme is aimed at
11't0 13 year old schoolgirls, By not immunming the um until
11 to 13 and not immunising boys, this policy ensures that
periodic rubella epidemics occur because of the reservoir of
infection in girls under 11 and boys. This is borne out by the
results of rubella surveillance between 1978 and 1983.' The
take up rate of the school vaccination programme is, at best,
859. It may be some time before all health districts reach the
of 9504

Antibodies may persist for up to 16 years after rubella vac-
cination, but 6% of susceptible women do not produce anti-
bodies.” * The woman who is vaccinated at 13 but does not

because dislike needles,
ind three are rather 100 many.

Present measures have not reduced the number of malfor-
mations due to congenitally acquired rubella notified after
birth,* * or the number of terminations of pregnancy carricd
out on the grounds of rubella infection during early pregnancy.*
We may not know the full extent of congenital rubella after the
1983 epidemic until 1985, since abnormalities of hearing may
not become apparent until children are 18 months to 2 years
old.

The programme presented above has resulted in a lower

of women with results (5%)
against the 10 to 127, reported elsewhere.!” An appreciable
number of pregnancies, however, are not “planned,” nor do
all women use family planning services, and the preconceptual
rubella screening rate in primiparas is disappointing. This

might be because younger, fit women without children are not
in the habit of “thinking prevention.” I believe that this may be
improved by increased vigilance.

T thank Teresa Persighetti for researching the records and age-sex
register, all ancillary staff, our manager for (agging, secre-
tarial, and clerical work for this audit, Ann Crick for typing, and the
Public Health Laboratory for doing all those tests.
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contacts made through the scheme enabled two of us to generate
enough interest in the local young practitioner population to
establish a new group. Initially, the group had a membership
of 12, it lacked some of the expertise that had been apparent
during the course on standards, and although most were com-
mitted to regular meetings, they remained unsure of the various
roles that they were to play in the group and the direction it
should take. A great deal of experimentation took place while
trying to allow the group to evolve. Although convened by two of
us, neither wanted to adopt a leadership role by imposing on the
group a particular task or format. It was not until the group
accepted this non-authoritarian style of leadership that it began
to function properly. For a time trainces from hospital and
general practice participated in the meetings but the mixture
of what were essentially two separate groups (trainees and princi-
pals) provoked resistance from both and the idea was abandoned.

‘The times and venues of the meetings were changed. Until
now meetings had always been held for two hours in the evening
at the local postgraduate centre in the city hospital. The facilities
were good, there was adequate parking, lecture and conference
rooms were available, and it was accessible to most members.
For a time we met at lunchtime to ease the pressure on evening
and out of hours commitments. This was popular but it was
difficult to book rooms in the postgraduate centre. We therefore
chose to meet in our own practice premises on a rota. Initially,
lunch was provided by drug firms, but as their presentations
eroded the time available for business we decided to provide
our own—less grand—refreshments. We did, however, con-
tinue to use the educational material they provided—for instance,
co tapes, tape-slides, multiple essay questions. Topics were
agreed at the beginning of each term and were planned to run for
two sessions only. The variety of the content and format re-
flected the interests, weaknesses, and expertise of the members.
Clinical themes such as urinary tract infection, arthritis, and
mapagement of low back pain were researched and discussed.
Peer group review of random case analysis, records, video
consultations, and examination of practice premises and organi-
sation was used. The widening scope of subjects was paralleled
by the increasing use of additional resources, such as film and
ideo presentations, the attendance at our meetings of hospital
consultants and members of the extended primary care team,
and presentations by group members of subjects in which they
had a special interest or knowledge. The task that encompassed
problems with which most of the group identified was often
more dlhgemly pursued and thus a much greater level of success
was achieve

It seemed incvitable that the growing number of trainers in the
group would want to discuss topics related to teaching. The
workshops for those of us concerned in vocational training were
held infrequently, and there was dissatisfaction about the
standard of teaching provided in the practices. The type of work
that the group had already done was readily transferred to the
one to one relationship of trainee and trainer, and to the seminar
or small group work used in half day release courses. The methods
that we had used to learn could just as well be applied to trainee
groups. Recogmsm( the type M’ presentation or material that

had been mq of the
various (echmqut: in nndom case analysis, and the critical
skills that had allowed assessment of the value of particular
aspects of practice organisation proved invaluable for training.
Seminars for four to six trainees from local practices were

and led by group members; trainers and non-trainers
participated in teaching. The transition was successful, pro-
g 2 new dimension and stimulation for the group. Acquiring
video equipment enabled us to use our own filmed consultations
and material from the MSD Foundation as a teaching aid and for
analysis of techniques in consultation and group work.

For 18 months the two groups ran in parallel, the trainee group
meeting weekly during term time and the group of 11 principals
m ‘monthly to discuss teaching in the group and in practice.
Inevitably, the latter group became stale, it began to contract as

creased. To swell the ranks and provide some new impetus the
two groups amalgamated, but, as before, the mixture of two
distinct peer groups was unsuccessful.

Despite the demise of the group, in a few months the next

ion of the Durham group had begun to
form. A nucleus of the old members serving to attract new mem-
bers and leaving the way open again to develop new leadership,
new ideas, and new tasks.

The lifespan of any group is limited—either predetermined or
by death from natural causes. During the life of the group there is
a corporate desire to preserve its integrity, to protect and support
its members, and eventually, a sense of loss when the group dis-
bands. Much of the pressure to succeed falls on the group
leader. It is his or her lot to motivate and stimulate, to try to
promote the exchange of idess, beliefs, and attitudes between
individuals, to use his or her skill to avoid the problems and pit-
falls which may lead to dissatisfaction in the group, and, ulti-
mately, to accept responsibility for its fate. The proliferation of
the small group must to some extent be duc to the enjoyment
that may be derived from the experience of group work. Its
value, however, should not be measured simply by its popularity.
It is the subsequent implementation of the acquired skills and
knowledge and the changes in attitude that will become evident
in the practice of medicine which will ultimately reflect the
success of small groups.
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Diary of Urban Marks: 1880-1949

As 2 natursl sequence of events the record of my army life should be
inserted here but you who read this may have the opportunity of
perusing this a5 3 separate volume which 1 completed on my way
e are howerer a few oustanding events which I think it

would not be out of place to record her

In addition to obaining Dr Bell s 2 locum for the practice T
turned the conduct of my affairs over to John Puntan, a solicitor
who was more than a brother to me. John acted under power of
attorney and as such had complete control of my estate. He was as
pleased s 1 was when Bell undertook the management of the practice.
John took care of the financial part of it and kept strict accounts for
me dating from the time that he took over. Bell stayed for three
months and then took over the practice or what was left of it, of the
late Brymymor Evant t Landore. The executors of Brynymor's
estate had been trying to sell the practice as a going concern since
the day of Bronymor's tragi death put no one thought that st such &
time a buyer could be found. It has to be remembered that there were
hundreds of practices vacant in the British Isles and very few medical
men were left in the country. However, there it was and Bell left.
John found another man and was extremely pleased to inform me
in s letter which he sent 16 Mcsopotamia that an old colleague of
mine by name of Groves had consented to take charge at the salary
paid to Bell. | was not quite as pleas=d as John at the news knowing
full well what kind of a man Groves used to be. Still, I could do
nothing in the matter as | was too far away. It was 0o expensive to
wire cven if one could get & message through. This could only be
done at the weckends, always provided that there was no fighting
taking place and the authorities did not want the wires. So, perforce
1 had to rest content and wait. From the letters 1 received from May,
Groves turned out a very peculiar man. He would not dine with her
and insisted on having his meals alone. This was undoubtedly due to
the old discase of the nose as well as the fact that he was &
bachelor and probably hated the society of women. May told me
Lhat she thought he took drags but could never prove this, He held &
surgery if he thought fit and did as little work as possible. What
caused him to leave, I do not know. He was here about four months
and then I suspect that Puntan gave him notice.
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