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PRACTICE OBSERVED

Practice Research

Measles immunisation rates and the good practice allowance

DAVID MANT, ANNE PHILLIPS, MARTIN KNIGHTLEY

Abstract

The recent discussion document on primary health care
proposes that a good practice allowance is paid to general
practitioners based in part oa the uptake of immunisation by
patients. The variation between and the validity of practice
immunisation rates for measles as determined by one district
health authority's child health computer are assessed. In areas of
low population mobility district health authority rates may be
sufficiently accurate to base a good practice allowance on but
should not be used until the social environment of each practice
can also be characterised. In areas of high mobility intermittent
surveys may be a preferable method of auditing performance.

Introduction

The recent government paper, Prmary Health Care: an Agenda for
Discusston. proposes a good practice allowance “linked to such
factors as ensuring that certain services—for example, immunisa-
tion—have been provided for an ion of patients in
relevant categories " This follows suggestions in the medical press
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that practices, rather than practitioners, should be held accountable
for their performance,’ and that achicvement in prevention would
be a good place to start.’

Child immunisation rates for cach general practice can be
ascertained readily from the computerised child health records that
are held by district health authorities. Although such records are
known to be inaccurate in terms of the populations of patients who
are registered with a practice and the recording of immunisation
state," if the error is random it may not lead to an inaccurate overall
estimate of the immunisation rate for the practice. Moreover. if this
is true and important variations in the immunisation rate between
practices can be shown then the link between immunisation and the
good practice allowance would be both feasible and attractive.

The Aylesbury Information on Prevention Project, which was set
up in 1985 to examine the exchange of information between general
practice and a district health authority, provided the opportunity to
examine these questions with respect to measles immunisation.
Firstly, the participating practices agreed to the practice immunisa-
tion rates being abstracted from the health authority’s computer to
assess interpractice variation. Secondly; one of the practices had a
rescarch interest in measles and therefore had medical records on
measles sation of a sufficient standard to base the validation
of the health authority records on them

Method

Five general practces with an aggregate lst size of 44 000 pauents, which
represents roughly a third of the population of the health district, participate
in the Aylesbury prosect. The criterion for selection of practices and the
procedure for abstracting informavon from medical records has been
reported.” For this study the measles immunisation state of ali children who
were aged 2 years (0 9 vears 9 months on the audit date (1 September 1985
and who were recorded as being registered with a doctor from one of the five
practices was obtained from the distict health authority child health
computer. The crude measles immunisation rate for each practice was
calculated. (The notes of each apparently ummmunised child were also
tagged to evaluate the feasibility of increasing unmunisation uptake in this
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correspondence between this record, the distnict heaith authority computer,
and the medical record card

Accwracy of mumeraior— There was less disagreement between child health
computer records and medical records on the numerator—that s, the record
of unmunisation. Table I shows that for a child with both a computer record
and a medical record there was agreement on whether he or she had been
immunised in %0% of cases. Table 1l compares the non-immunisation rates
(the percentage of children who had not been immunised) for each age
group., as determuned by the audit of medical records and the child health
computer. The source of numerator
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The results suggest that both the computer and medical record rates
were of the “true” rate if this
hypothesis is correct. The difference in rate, however, was based on
small numbers, and at this high level of uptake administrative error
and delay 1n updating surgery and computer records may account
for much of the difference observe

The second important issue is that the socioeconomic factors that
impinge on each practice will have a major impact on the achuevable
rate of and the level attained must be seen in this

—thatis, an ummunisation record on the computer did not count towards the
rate calculated on the basts of the medical record. There is an important
discrepancy only for the year of birth 1975, where the computer over-
estmates the rate of measles immunisavon compared with the practice
medical records.

Health visitor record Medical record

Child hasith computer

(n=70)

G 2—Proportion of children eligible for measies immurusation who were
identified from different sources: one surgery and birth year, 1982

The rate of non-immunisation calculated from the health visitor records
(three ($%) of 63 children) is less than the rate from either the computer
{eight {13%) of 63 or medical records (seven (11%) of 65 , although because
of the small number of children this evidence should be interpreted with
caution

Discussi

The first important issue is the extent to which district health
authority immunisation rates reflect the true state of immunisation
in general practice. The major crror in accuracy is the population
denominator rather than the record of the immunisation having
been given. Error in the latter is small and probably random.
The error in the denominator arises predominantly through
population movement, and both the health authority computer and
the practice age-sex register suffer from this source of error. The
results of other studies have shown emigration to be more important
than immugration in this context,'* and practice immunisation rates
that are determined by the district health authority computer are
likely to be biased by population movement only if there is a high
rate of immigration from an area with a different rate. This is not the
case in the study practice, and the hypothesis that the health
authority measles immunisation rate is therefore likely to be a true
reflection of the practice rate is supported by the concordance of
practice and health authority rates for 1979 and 1982. The apparent
overesumation of the practice immurusation rate for 1975 by the
computer may reflect inadequacy of the practice records during this
period (before MK was recruited)

Health visitor records are thought 1o be the best source of
denominator in the youngest children,’ and we think that they may
also carry the most accurate informauon on immunisation state

context. All the practices participaung in the Aylesbury project are
undertaking a contact survey of a random sample of patients to
provide information on social class. As only $5% of the sample have
contacted the doctor and completed a questionnaire the results are
not reported in table I. At this stage, however, there is a clear
correlation between the social class structure of the practice
populations and the immunisation rate. The rank order of practices
on the basis of immunisation is mirrored exactly by the rank order
based on the proportion of patients in social classes I and 11, which
varies from 17% in the practice with the worst immunisation record
to 36% in that with the best record.

1f rates are used to indicate good practice they must
be standardised for the social mix of the practice population. This
could be based on geographical characterisation of the practice
(using a social deprivation index or Acorn postcode analysis) or on
other social variables such as occupational class or educational
achievement.* " The implication is that each practice must collect
and update such information on its patients in computerised form.

Thereare
on the basis of district health authority computers. The first is to
invest responsibility for all immunisation with practices and to set
up an information system based on microcomputers or a direct
practice-family practitioner committee computer iink. Secondly, a

system could be in favour of the
intermittent surveys used by the World Health Organisation,
particularly the cluster analysis used in the Expanded Programme
of Immunisation.” If it proves to be impossible to improve the
accuracy of registers, particularly in areas of high mobility and
then such

Practices that are recruited to research projects are atypical, and
the immunisation rates reported are higher than the national
average. The variation between a representative sample of practices
would be greater. This variation might be reduced and overall
immunisation levels increased if the responsibility for providing and
auditing immunisation is passed from district health authoriues to
general practices and the fulfilment of this responsibility is linked to
practice remuneration. If, however, no account is taken of the social
environment of the practice a good practice allowance that is based
on the absolute immunisation rate may increase the present
inequalities in health care and hinder the development of high
standards of care in areas of social deprivation
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manner The results are not reported here ) All practice immunisation
records were held in manual form

In ane practice, which was selected because of the high level of recording
of immunisation state in the medical records and the availability of
comprehensive health visitor records, the list of children registcred in 1975,
1979, and 1982 was abstracted from the age-sex register. The medical record
card was audited for immunisation siate by the practice staff supervised by
the prorect coordinator (AP The age-sex list and record audit were then
manually cross tabulated at the practice with the printout from the district
health authority computer

Results

District health awthony recorded rates—The figures in table | confirm the
initai assumption that there would be substantial differences in the
Immunisation rate between pracuces on the basis of the crude figures
calculated from the child health computer. There is up 10  threefold
difference in the proportion of children who were not immunised against
measles, depending on age group. Recorded immunisation rates were

TABLE 1—Perceniage of non-ummunised children i eack procrice according to child
health computer. by age groxp. ' Numbers of chuldren n parentheses

Zvan  4yeans 10months 7 years 10 months.

Pratxe  4yeans9months 7 vean 9 months 9 yean 9 months Al ages
1 247108, 01820 2143

K it . 19 16l 2 e 19 178
i 0. 123 i s Bae
. (1Y 164 » 120
< 3o Ty e 15133
Au 12h 16351 HRtE 171999
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TABLE t—Recording of measles mmmumisanon for chuldren uaih botk a chuld health
compuer and & medeal record one pracuce, btk wean 1975. 1979, end 1982
Percentages groen and mumbers in parenthes

Source 1975 1979 o0 Allyears
Computer onty e [ < s
Meducal record oals .2 « e S
Boh records e 9.7 LEY %199

TABLE 11—Percentage of non-smmunised children as desermined from meds
child health compuier records ont prachice, buth sears 1975, 1979, and “lows.
(Numbers m parentheses)

1975 197 o Allvears
Computer 2016 1617 108 1541
Medscal records w3 1720, 109 HS

Pughest e youngest e oup i each pracice, alchough the s gradicnt
of immunisation vas

Accuracy of de Figure | shows between the
existence of a computer record, a medical record, and an age-sex record for
each child identified from any source cordingtoyearof bith Figure | 1nd
tables 11 and HI relate to one practice only (practice $ in table 1) and to
children born in the vears 1982, 1979, i 1958 Overall, 73% of chuldren
with a medical record card were listed on the computer, and 88% of the
children named on the computer had a medical record card. Health visitor

4011 88 pe0 001

Age sex register Medical record
'n computer

1975 (n=142)
Age sex regrster Medical ecord
Child heaith computer

(=101}

for children born in 1982 atoneof
the two surgenies from which the practice operates. Figure 2 shows the

Age-sex cogister Medical record
'—wtu

1979 (n=141)

/2N

Age-sex register Medical record

Child heatth computer

All yoars (n=384)

#16 1—Proporuon of children rh‘abk for measics immunusaton 1n one pracixe who were denufied from different sources: birth vears 1975, 1979, and 1982
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Doctors as nutrition educators? Part II

MARGARET B CLARK, ELIZABETH M EVANS, MARGARET B HAMILTON-SMITH

Did you get 1212 for your nutritional knowledge in the last quiz (11
October, p 928)2 Will your training in nutrition or dictetics provide
the answers to these questions?

(1) What are the Natwonal Advisory Commuttee on Nutrinon Education

(2) What are the dietary goals for diabetic patients?
(3) What s a rule of thumb guide for energy requirements (calorie needs
for children of different ages?
(4) Give three reasons why sorbitol is not recommended as a sweetener for
diabetsc patients.
151 Which of the following would you recommend to help with weight
reduction?
Ponderax
Tenuate dospan
Mucroduer
Ayds
Shm Disks
Bran Shm
Fvbopl

61 of thes s re unrefined carbobydrate?
botled potatocs
unsweetened orange juice
1k

ol
wheat flakes

(7) Name three sweeteners suitable for diabetic patients
(8) If you see that the 2utntionist or dieutian has recorded 31 101
i a diabetic's medical notes how much carbohydrate has that patient been
bed?
(91 How much energy (calories; would the above diabetic be eating?

(10) Which dabetic products would you recommend to be bought as an
adiunct to the dier?

(11 What 1s the lowest safe cnergy ‘calone: intake that you would
recommend for an overweight ¢ adult woman. b.adultman, 14 yearold
gl (d) S vear old boy?

{12) Which bread would you recommend on a weight reducing diet?

Starch reduced bread, such as Nimble

Starch reduced rolis, such as Energen
Crispbreads, such as Ryvita

Brown bread

Hi-bran bread

Vitbe bread

Accepeed 22 Awpust 988
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100 YEARS AGO

In thus great overgrown city of London, and t0 a less degree in other great
cities of the country. as the opportunities for healthy exercise grow fewer,
the custom of resorting to gymnasia will grow even more common than it has
aiready become. The advertisements of “Professors of the gymnastic art,”
multiply with rapidity, a sure sign that the fashion is spreading. While
willingly sdmutung that gymnasuc training has its uses for both sexes, and 15,
indeed, especially during the winter months, the only substitute for out-door
exercise available 10 those large classes of the community who follow ill-
remunerauve sedentary occupations. it 1s advisable to sound 2 note of
warning with regard to the ventlation of the room in which the exercises are
performed. The training received from a gymnastc master necessitates
inspirations which, when not rapsd. are deep; the pupil, therefore. charges
his or her lungs very fully with the ar of the often crowded room in which the
apparatus 1 erected; if venuilation be not free, the air quickly becomes
charged, not only with dust, but with emanations from the lungs and
perspiring bodies of the executants. If venulation be carelessly

draughts most dangerous to heated bodics are generated; of the two evis, it
15 10 be feared that draughts are looked upon as the ‘h.mm iheonlvonc o
be seriously combated by
danger, however, of breathing air contaminated as -bovc desrined mos e
very real; and it is worth while remembering that. of a family of four famous
acrobats who, not many years ago, delighted the frequenters of London
theatres and music halls, il have met early deaths from disease; in two cases.
death was due to pulmonary consumption. Who shall say that this dire
disease was not contracted in the fetid atmosphere in which thewr marvellous
feats of agility and strength were commonly performed? (Bnnsh Medical
7
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