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PRACTICE OBSERVED

Practice Research

Review of maternity patients suitable for home delivery

E A DIXON

The number of home deliveries of babics has been decreasing
and now only 1-4% of deliveries take place at home.' Opponents
of home delivery believe that the safest place for the patient to
be delivered is in hospital where expert facilities® and attention?®
are immediately available for the mother dind her newborn baby.
‘Those who favour home delivery believe that the hospital
environment is unfamiliar and unfriendly. They also think that
the routine monitoring of the fetal heart rate, artificial rupture
o[ oxytocin and the use of
i and other disrupt the family
and also cause lack of bonding between the newborn and the
rest of the family.* *

There are many arguments for and against home delivery,* *
and the perinatal mortality rates have been compared. Hudson,*
James,* and Lewis et a/'* have also discussed patients who were
initially booked for delivery at home or in general practitioner

Patients

With the assistance of the Community Midwifery Service a lst was
compiled of !hc categories of patients who would not be suitable for
me del
T alipara:
—grande-multipara (more than four live births);

—history of small-for-dates babies,
—last live birth mote than four years earlier;
—last pregnancy ending in perinatal death, premature labour, or
spontaneous abortion afier 16 weeks’ gestation;
—previous postpartum haemorrhage or retained placenta;
~—previous pregnancy affccted by rhesus isoimmunisation ;
—medical disorders before or during the pregnancy: hypertension,
cardiac disease, diabetes mellitus, etc;
ions on the genital tract: caesarean section, repair

obstetric units (GP units) and had to be
sultant unit in hospital,

1 decided to review the complications of a low-risk group of
patients who were considered to be potentially suitable for home
confinement when they booked: 1015 consecutive patients who
were delivered at the maternity unit of this hospital between
August and November 1978.

Maternity Unit, Fazakerley District General Hospital, Liverpool
L8 7AL

E A DIXON, MRCOG, registrar in obstetrics (present sddress: Victoria
Iubilee Hospital, Kingston, Jamaica, WI)

pelvic floor repair;

—age over 35 years;

—previous difficult forceps delivery if a normal delivery had not
occurred since then.

It was decided that the height of the patient would not be s factor
in deciding whether home delivery would be acceptabie nor would her
social class. The patient’s home conditions would, however, be
inspected before the booking for home confinement was confirmed,
There was no information on the social ¢lass of the patients who were
reviewed. None of the patients under review had epidural analgesia
during labour, and those who were booked for 12 or 48 hours’ discharge
yere supervised in labour by the staff of the Community Midwifery
Servi

Results

During the antenatal period 41 of the 278 patients (14-7%) had
complications that made them unsuitable for home confinement
(table I). Before 38 weeks’ gestation a patient was considered to be
hypertensive if the diastolic blood pressure was above 90 mm Hg on
at least two occasions more than four hours apart over 48 hours while
resting in hospital. There were six paients in this category and three
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continuous monitoring of fetal heart rate. Although routine
‘monitoring of the fetal heart rate has been criticised,* Dewhurst'”
stated that it is better than the Pinard’s stethoscope, while
Donald** stressed that anomalies in the feul hnn rate may be
missed without
monitoring fetal heart rate the diagnosis of feul distress would
not be made only on the ba.is of meconium-stained liquor as is
done when the patient is at home® or in GP unity.* In some
cases the birth of an asphyxiated baby can be predicted and
appropriate steps taken to adequately resuscitate the baby at
birth. In this review 13 of 237 babies (5:5%) needed intubation
for longer than two minutes. In only three cases was asphyxiation
predicted, which confirms the report that a normal delivery does.
not preclude an infant being asphyxiated at birth.!*

Of the complications in labour, 14 (42:7%) occurred in the
third stage. Placental retention or postpartum haemorthage, or
both, may occur without any warning and, like asphyxiation of
the baby, may carry serious consequences if mot treated
immediately.

Those who favour home delivery have recognised that there
are dangers accompanying childbirth and they are willing to
take the risks, especially when there is a good flying squad
service available. James® has stated that transfer to hesplnl late
in pregnancy or in labour is undesirable from the mother's point
of view for psychological reasons, while Adamson and Gare*
report that the delay necessitated in the transfer may result in &
poor outcome for the infant and that even a five-minute delay
may be fatal. Hudson® showed in his review that the perinatal
mortality rate rose for patients who were transferred in labour
and in his experience the delay was commonly more than one
hour.

1 agree with Adamson and Gare® that the first priotity must
be a live and healthy mother, the second a live and healthy baby,
and the third a psychologically rewarding experience for the
parents and baby. This review showed that there are unexpected
comphcmons in labour in even a low-risk group of patients,

labour, and can only be
judged as normll after it has taken place.

Conclusions

From a total of 1015 patients, 278 (27-4%;) were considered
to be suitable for home delivery at booking. Of these, 41 (147%)
had complications in the antenatal period which made them
unsuitable candidates for home confinement. Of the remaining
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237 patients, 33 (13-9%) had complications during labour or
up to the fifth postpartum day, while 16 babies (6:8%) needed
specialised paediatric care at o just after birth. This review
shows that 31:3% of low-risk patients who were considered to
be suitable for home confinement at booking had complications
that could make home delivery unsafe for the patient or her
newborn infant, or both.

T would like to thank Mr S J Batr, Mr J K P Perers, and Mr P G
Rae for their kind permission to review these patients whowere under
their care, and Mr Perera and the Community Midwifery Service for
their assistance.
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MRC trials in general practice

Many general practitioners will know of the Medical Rescarch
Council's trial of treatment for mild hypertension. This trial is still in
progress and most of the 176 group practices that have been brought
together in this rescarch are still participating. We hope to extend
this valuable framework and carry out studies of other problems
suitable for investigation in general practice. Firstly, there will be
studics, such as the hypertension trial, that are particularly suitable
for investigation in general practice, for both scientific and organisa-
tional reasons. We shall shortly be starting a study of the use and
possible adverse consequences of hormone treatment given for the
relict of menopausal symptoms; a large scale trial of treatment of
hypertension in clderly people will, we hope, also be started later
this year; and other studies of observational or clinical trials are
being discussed. The second type of study envisaged will be con-
cencd with the conduct and organisation of medical care in
general practice. Any practice in the group is, of coursc, free
to participate only in those studics that the partners feel are of
interest.

Financial assistance is provided towards compiling age/sex registers,
and for additional nursing or medical sessions required. Equipment,
Iaboratory facilities, and postal arrangements are also provided, so
that o practice s but of pocket as a result of its participation. We
should be glad to hear from other group practices who might be
interested in joining this research, Practices with total lists of at least
7500 patients (preferably 10000 or over) are required, and
ideally have accommodation that would allow one room to be used
for follow-up at regular times cach week (inside or outside normal
surgery hours) and for storage of records, drugs, and instruments.
Many practices currently participating arc willing o be contacted or
visited by others wanting to know what participation in this rescarch
sroop i involves. Their names and addresses, and further information,

obtained from the Coordinating Centre, MRC Epidemiology
e Riedial Care Unit, Northuick Park Hospial, Watford Road,
Hartow, Middlesex HA1 3UJ.—T W MEADE, DM, FRCP, GILLIAN
GREENBRG, BSC, MB, W E WIALL, b, FRGE, MRC Epidcmiology and
Medical Care Unit, Harrow.
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had proteinuria. Antihypertensive treatment was started in all, and
labour was induced at 38 wecks’ gestation in five cases. The sixth
paticnt had labour induced at 37 weeks' gestation because of increasing
proteinuria. Six patients had a diastolic blood pressure above 90 mm.
Hg after the 38th week of pregnancy. Two had proteinuria. All were
admitted and labour was induced after the blood pressure reading was

TABLE (—Complications in the antenatal period (n--41)

enuanad

ricnsion  provcinuria

Mulupie pregran:
Am(pnlum aemorthage
Plure of membeanes

22235

vimmunisation
inc growth retardstion
nienotcrine feit dean
Polyhydramnios
Cerebrovancular secident

Geep vein thrombosis
eenporal epilepty

Drug overdose

Appendicitis

The patients who were considered to be postmature were at least
10 days past term. Term was considered 1o be 40 weeks’ gestation as
calculated by menstrual dates and checked by sonar scans or x-ray
films. The three patients who were excluded during the antenatal
period because of antepartum haemorshage did not have placenta
pracvia, but they continued to bleed intermittently throughout the
pregnancy and labour was induced before term.

Spontaneous rupture of membrancs occurred in two paticnts
between the 32nd and 33rd weeks of pregnancy. In one patient
spontancous labour followed shortly afterwards, while the other was
delivered 48 hours after the membranes had ruptured, Both defiveries
were assisted by forceps and the babies were transferred to the special
care baby unit.

Rhesus antibodies rose in a rhesus-negative patient who had no
ancibodics present when she booked. Labour was induced before term
and the baby, who was not jaundiced at birth, was transferred to the
special care baby unit. The patient who had a suspected subarachnoid
haemorrhage during the second trimester had a forceps delivery, and
the patient who developed decp vein thrombosis was treated with anti-
coagulant drugs before and after delivery. Temporal epilepsy was
noted for the first time in ane patient at 36 weeks’ gestation, The case
of intrauterine fetal death occurred at 32 weeks' gestation. The cause
of death was not known.

Of the 231 putients who tad 1o complications in dhe antonatal
period, 33 (13-9%) had complications in lat e first five
postpartum days (table 1). Ten patients were Gelivered by foreeps,

TABLE 11—Complications in labour and early pusrperium
(ne33)

No
Forceps delivery 10 309
Rewsined placenta s He
Boatparum haemorrhage!
Biood 6 % s 151
G 3 H
ricnsion « proteinuria 30
Preasrare ibous H &0
Pyees i 50

five because fetal distress was diagnosed. The diagnosis of fetal

distreas was made by noting type 11 (late) or variable decelerations of

the fetal heart rate using either the external ultrasonic Doppler or

fetal scalp electrode tracings. Two of the babies, which were all born

slive, neaded intubation a pirth and two others were born with nuchal

entanglement of the umbilical cort
T fe i

were performed

stage of labour was considered to be prolonged and the maternal effort
was poor. In all cases the sccond stage lasted longer than 50 minutes
and in two cases it was more then 60 minutes. There was decp
transverse arrest in one case.
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Three patients had a cacsarean section as an emergency procedure,
One had prolapse of the umbilical cord after spontaneous rupture of
membranes and the others had failed to progress after 12 hours in the
first stage of labour. Two patients went into spontancous labour before.
38 weeks' gestation, The babies who were born to these patients
developed respiratory distress syndrome and were transferred to the
special care baby unit. Nine patients had retained placentas, which
were removed manually under gencral anacsthesia.

Four patients had postpartum haemorrhage and all needed blood
transfusion. A fifth patient received a transfusion on the second post-
partum day because her hacmoglobin concentration was 84 g.dl.
Three patients were hypertensive, noted for the first time in two in
labour. Both had diastolic blood pressures greater than 100 mm Hg,
and one had proteinuria when a catheter specimen of urine was
tested. The third patient became hypertensive immedistely after
delivery. There was no proteinuria. Antihypertensive treatment was
started and all three patients were normotensive on the third post-
partum day. One patient developed peritonitis on the day after delivery
and was treated conservatively.

Sixteen babics (6'8",) needed specialised paediatric care. Thirteen
of them had to be intubated at or soon after birth. Intubation was
performed ifspontancaus respiation war not established after simple

longer than two minutes. Two of these babics were delivered by
forceps because of fetal distress and one was delivered by cacsarean
section because of prolapse of the umbilical cort

Two babics who.were born at 38 weeks' gestation developed the
respiratory distress syndrome and were transferred to the special care
baby unit. One further baby was jaundiced because of blood group
ABO incompatibility.

No perinata) deaths were recorded for the patients who were still
suitable for home delivery after the antenatal period

Discussion

Of the patients who were thought o be suitable at booking
for home delivery, 31-3% had complications in the antenatal
period, during labour, or in the first five days of the puerperium,
or their baby needed specialised pacdiatric care during the first
few hours of life. In the antenatal period 147% of the paticnts
were found to be unsuitable for home delivery. Hudson* rebooked
11:2°, of multiparac women before labour, and Cox er al'*
transferred 11-17, for hospital care. Lewis et al'* found an
increasing number of patients who were being transferred from
GP units to consultant units and said that this was due to a
greater awareness among general practitioners of anténatal
problems.

Of the patients who were suitable for home delivery after the
antenatal period, 30 (12:7%) had complications in labour.
Hudson® and James® reported that 4-1% and 7:3",, of multiparac
were transferred in labour from home and GP units respectively,
while Mehl et a/'* have shown that at least 10%, of women who
are expected to deliver at home will require transfer to hospital
for an unexpected complication in labour.

‘The first stage of labour was prolonged in two cases—more
than 12 hours—in my review. James® stated that patients were
transferred to hospital after being 36 hours in the first stage.
Although there is no agreement on when labour becomes
prolonged in the first stage, more than 18 hours in mul(iplne
must be considered outside normal limits. ics
assistance was not given before 50 minutes in the second sxage
of labour; James," however, transferred multiparac to a con-
sultant unit after 45 minutes. Like prolonged labour in the first
stage, there is no agreement about delay in the second stage.
The median duration of the second stage is 20 minutes,'* ' and
the 95th percentile value is 1-1 hours.'* Donald'* stated that after
20 minutes the patient should be reviewed so that an early
decision may be made about giving assistance. Since there are
so many opinions on when labour becomes prolonged, the
condition of the patient or the fetus, or both, must therefore be
the deciding factor about giving assistance in both the first and
second stages of labour.

Forceps were used in five cases of fetal distress diagnosed by
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A Family Practice

Six generations in Wiltshire
DICK MAURICE

It was in 1792 that my great-great-grandfather, Thelwall
Maurice, D, sctti.d in Marlborough. A graduate of St Thomas’s
Hospital, he was 25 when he joined Dr Pinckney, who had him-
self been in practice in the town sincé 1769. Thirteen of Thel-
wall's descendants to date have adopted medicine as a carcer;
nine have become partners in the family practice, and during
me e past five years the sixth generation have taken over from the

l-mm the start the practice seems to have flourished. On
26 October 1795 an advertisement appeared in the Salisbury &
Winchester Journal: ‘‘Wanted-—an APPRENTICE to a SURGEON
and APOTHECARY in full practice—apply to Messrs Pinckney and
Maurice—Marlborough—Wilts.” We claim to be the oldest
group practice in the country.

Centre of a widely scattered rural community, the distances
that had to be covered on horseback or by carriage were far
greater then—and indecd for ensuing gencrations—than they
are today with the motor car. Reference to the practice day-books
for 1794-5 and 1799-1800, which are preserved, illustrate this.
Journeys might set out up the Kennet valiey—a flag or article
of clothing in the window of a cottage would be a signal for the
doctor to call—then to Avebury, and on through the villages
to Wroughton and Swindon. Half way on this journey fresh
horses would be met, brought by the direct route over the
downs.

Sundays do not seem to have been a rest day; what would a
doctor today think of having to make up 12 repeat prescriptions
as appears under Dic Solis 2 Nov 1794 ? But as today, Monday
seems to have been a bad day; opened at random therc are
26 entries under Die Lunae 8 Decemb 1794, only 14 for Die
Martis 9 Decemb.

Thelwall seems to have kept himself up to date. In 1824
Longmans published the fourth edition of A Treatise on
Dislocations and on Fractures of the Joints by “Sir Astley Cooper,
Bart, FRS, Surgeon to the King etc etc etc.” Many personal
communications are included. Case XV appears on pages 54
and 55. Headed “Marlborough Feb 12—1823,” it tells how
George Davis, aged 35, fell and dislocated his hip. The reduction
is vividly described: 30 ounces of blood having first been
withdrawn (Sir Astley stresscs the. importance of this in his
preface), pull:ys were applied “according to your instructions,”
and "suddc nly, with an audible snap, it slipped into its proper
cavity.” concludes*“Ye Maurice.”

Two of “Thelwall’s five sons adcpted medicine, two the church,
and one the law. The elder son, another Thelwall, went to
Reading after qualifying at St Thomas’s; perhaps there was no
vacancy in Matlborough at the time; and it was David, the
third son, who had left St Thomas’s with FRCS, who joined
his father in the family practice. Thetwall died in 1830 and

Mariborough, Wiltshire
DICK MAURICE, retired general practitioner

David, aged 28, married the same year. He acquired a good
property on the south side and toward the western end of the
High Street; his father had practised from the other end of the
street and on the notth side. David called his house Lioran
House after the ancestral home Lloran Ucha in Denbighshire;
this hevise was to remain in the family until 1955 and an exten-
sion to the house is the practice surgery to this day: initially the
surgery was in a small lanc adjeining his property.

The decade starting in 1840 was an important one for the
practice. The railway from London to Bath and Bristol had
just been completed and passed through Swindon, which was
to grow as a railway town. Marlborough’s famous Castle Inn,
an important staging post for the old coaches, was acquired for
the foundation of a “School for the sons of Clergy etc etc.”
David applied for the post of medical officer to the new school.
His printed application, dated 9 March 1843, with 17 testi-
monials from prominent medical men (two were Fellows of the
Royal Socicty and another, David’s own brother-in-law, was
to become one) together with four from local persons of im-
portance, js still preserved: so also are the original letters from
which the printed application was made. He got the job and
held it for three years until the increasing size of the school
made a full-time medical officer essential. It was not until 1971
that the care of the school reverted to the practice on the retire-
of its fourth and last full-time medical officer.

David’s work load must have been prodigious. The day-book
for 1845 reveals that Mrs Laetitia Codrington of Wroughton
House (close to Swindon—a ride there and back by the most
direct route, the track over the downs, of at least 16 miles),
was visited every day including Sundays from 27 September to
7 November. During this time she received 35 medicines,
tablets (less usual), or lotions. She had a further 12 visits
during the following three weeks. The nature of her illness is
not recorded, but Mrs Codrington’s coachman was also being
attended, though less frequently, over the same period. During
all this time journeys of cqual length were being made in the
opposite direction. It is satisfactory to record that Mrs Cod-
rington lived on until 1858

The railway and the foundation of St Mary’s hospital, so
close to Paddington station, made it convenient for David’s
two doctor sons to do their training at the new hospital—a
tradition that has continued ever since. The elder son moved
to Reading like his uncle and became Hon Physician to the
Royal Berks. James, the younger son, armed with FRCS like
his father, joined the practice in the early 1860s. James took
over the family house, which was considerably extended, and
incorporated a surgery while his father built a large house,
Manton Grange, just to the west of the town teyond the
coltege. No doubt young Jimmy had to do those tiresome night
calls| The surgery had a waiting room, dispensary, and a large
examination and consulting room; surgery could be carried
out here but was more often done in the patient’s own home.
More important patients would be seen in a consulting room
in the house proper. The surgery backed on to a courtyard
and coach houses ind stables, to which there was and is access
through an arch.
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Awareness of alcohol problems

One difficulty of dealing with alcohol problems is recognising
the problem. To help increase one’s awareness of patients with
alcohol problems it is useful to have a check-list or a register of
patients at risk (table 1). The physical complaints of heavy

TABLE 1—Alcohol problem check-list
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TABLE 11——Medical conditions related to alcohol
A(udmu
in three drivers killed on the tosds have blood slcohol concentrations over the

e s ey secigents w work T e Sarae are tcoet veied:
Brain damage
Gne.n 10 satistsin icahol unite v an organic brin syndrome. Sheinkags of

wn in over 90%, many of whom
o palnent on Daycheopical taing.

Cancer

Accidents Occuparions

Work, home, road Gatering trade
Fublicy

Alcoholic symptoms Seamen

Smelling of alcohol at consultation Physical symptams

| upset—pain, vamiting,

Known sieoholic ally in men
Blood tests Prycholopical sympioms
Raised men cell volume, pariicularly ty

Ik R —
l'lmml‘nrly hove 30 101

Family

Buschdogicn poblems in spesse

1 broviems in children
\Ate o tha

drinkers are often vague: loss of appetite, tummy upsets,
morning shakes, backache, memory lapses, and accidents.

pharynx, and
hrynx 1.,.“:..“‘ e ety v ey bepotaceles Sorcsmn

Cireulatory system
Mo

derate conmumption of alcohol may decremse the risk of otonary heart div
t Une increanes the risk of ralsed blood pressure and stro)

Gasroi

Hearibarn, gustits, and impaired intewinal absorption are common effects of

inal

Liver disease

g e o Sk s 10 e bt s st dpenos, Woren
Aty e fr, o e 10 times ek n sy depees, Women

Nutricion

Many moderate drinkers aec obesc, wherean many slcohalics show evidence of
Pancreatinis

About 257, of all cases of acute pancre:
Peripheral newritis

Develops in 107, of dependent individuats.

< related 1o alcohol use.

Pregrancy
Heavy alcohol intake is associated with the fetal alcohol syndrome. Moderate
iniake (s ssocinted with an increased ruk of sponcancous sborsion, congerital

Symptoms of psychological difficulties. include
erratic moods, sexual failure, family conflicts, and confusion.
Social inadequacy is shown by requests for 4 sickness certificate,
underachievement, problems at work, shortage of money, and
trouble with the law. The patient must be asked how much he
drinks, when, how often, and whether his drinking has ever
caused problems. This needs to be done with sympathy and
without embarrassment, When the subject is broached most
patients appreciate a frank discussion of the role alcohol plays in

Prychological
‘Alcohol use leuds to incresued rates of depression and sexusl diffculty. Suicide
rates in men sicoholics are up o 40 times Righer than in non-al

TASLE 11t Symproms of alcokol dependence: typical order of occurrence

Thewall Iothersons B ey Gompicly nable o ke 104 denk imi
docic Records are the GPs paper instruments for detecting patients D"““"" :‘.,':::’.‘:::: JSiag drunk
with a drinking problem, and accurate records are important, ki
especially in 8 group practice where the paticnt may consult with  Ging up iiereer because crinking interferes
a different partner. Any suspicion should be recorded in the i ¢ habits on & work day a8 on a day off
I notes, and the alcohol problem entered on a chronic morbidity swespply L d
register. plic
 Calle 1 other son.
Pt 3 daughters oresni etching o vomiing e v e
eating cacesely ot mEht
Safe level of drinking :,‘,’:.1:,;' o
ecrenitd i
It is surprising how many people will adjust their drinking  akink up panicking or righiencd
habits when it is pointed out to them the difficulties that drinking
is causing. This is particularly 5o of those who have developed a
medical problem that is instantly made worse by drinking and so
reminds them constantly of the need to change their drinking  benefits of reducing drinking rather than to the harm of con-
habits. It is necessary to tell people what is a safe level of  tinuing excessive consumption. One obvious benefit is financial.
Thetwail Oiver Calley Godtrey 6 other sons drinking. The Royal College of Psychiatrists reccommended that  Others include better judgment and performance, safer driving,
Col AMS 1869-191 Sudan Medical 3 doughters the equivalent of four pints of beer for men and three pints for  and weight loss for obese patients.
women was the uppermost acceptable daily intake, But this was Although many people succeed in cutting down their drinking
designed to stop an individual developing dependence or  without any help, others need help and the doctor should be
cirrhosis of the liver, and damage may result from drinkingmuch  willing to help. The advice should be offered not only when
smaller amouats. A more acceptable level may be the equivalent  requested but also when the opportunity presents in any
of two or three pints of beer two or three times a week. consultation, especially if it can be related to the presenting
medical problem. Literature may reinforce the advice and inform
the patient. The Health Education Council has produced two
1 GP's advice leaflers: Good Health? and Facts about Alcohol. Further
suggested reading is listed at the end of this article,
James. B Teothy K T Richardson Individuals must be made aware of the health hazards of
e ™ Des drinking since heavy drinkers are less aware of the health
i eri et consequences of drinking than light drinkers (table 11). One  Goal of treatment
i T ALl ) PR I should also point out that aicohol is an addictive drug and that - . L ) o
N 2dougers | 1950 1 Soaughter anyone could, in a given combination of circumstances, become The patient has acquired a drinking habit that is damaging his
8- alcohol-dependent (table I11). Attention needs to be paid to the  personality, his family, social life, and heaith. Habits are hard
1758 BRITISH MEDICAL JOURNAL VOLUME 284 12 JUNE 1982 1760 BRITISH MEDICAL JOURNAL VOLUME 284 12 JUNE 1982

1866 was an important year for the practice. On 17 January
a public meeting was held in the Town Hall and Savernake
Hospital was founded. D P Maurice and J B Maurice were
both appointed to the staff, together with two other medical
men. The hospital now comprises some 70 or more beds and
has been continuously staffed by the family ever since. This
100 has led to the tradition, still n\nnmnzd of having at least
one fully trained surgeon in the

Four of James’s 10 sons followed a medxal career. Although
all four helped out at times, Oliver, the third son, was the
first to settle into the practice, joining about 1895, Walter, the
fifth son and my father, did cight years as a naval surgeon and
then in 1906 joined his father and brother. Tragedy struck in
1912, not only did James die but a few months later Oliver
developed pneumonia and also died.

Two years later came the first world war. Doctors with surgical
skill were hard to come by in those desperate years. On one
occasion Walter had to travel to Monmouth to remove an acute
appendix. During this time there was another doctor practising
in the town, but the opposition was friendly and after the war
the two practices merged though separate surgerics were
maintsined until 1955, In 1934 my cousin Jim, son of Walter’s
eldest brother who had devoted his life to the Army medical
seevice, joined the partnership. Jim saw service in the second
world war (he was on the RAF reserve), but meantime my clder

brother had joined the partnership in 1938. I joined the family
team in 1947 to succeed my father, Walter, and when the
only non-Maurice member of the four-man partnership retired
in 1949 he was succeeded by his son, a surgeon like his father.
The family had been addressed by their Christian names (it is
hoped with the prefix doctor) since David's time, now they
were all so addressed.

At this time the old surgery was much as it had been for nearly
a hundred years but during the last 30 years it has been steadily
extended through the old coach houses, later garages, to form
the modern building of today. There arc now six suites of
consulting rooms, each with separate examination room (even
the trainee gets his own), record room, waiting rooms, dis-
pensary, nurse’s room, and staff room. A year ago my son
foined my nephew and the rest of the five-man partnership on
my retirems

‘Some local families have survived our medical care for nearly
200 years. The son and heir of five generatiuns of one of these
has been brought into the world by five generations of my
family. When my nephew joined five years ‘ago his very first
patient in his first surgery said, “Your great-grandfather
brought me into the world, your grandfather looked after me
in my boyhood and early manhood, your father has looked
after me in my middle age and old age, I want you to sec me
into my grave™: a wish that was duly fulfilled.

Practising Prevention

Alcohol

PETER ANDERSON

Size of the problem

During the past 20 years alcohol consumption in Britain has
roughly doubled. In 1980 the British population spent
£10 200m—7-5% of consumer outlay—on alcohol, drinking the
equivalent of nine pints of beer a week for each individual over
the age of 16. Associated with the increase in consumption there
has been an increase in the many forms of individual and social
. damage related to alcohol abuse. The Office of Health Economics
estimate that 150 000 people, or 0-4%, of the total adult popula-
tion, are dependent on alcohol; 700 000 (2%) have problems
related to alcohol; and 3000000 (8%) are heavy drinkers
showing detectable biochemical abnormalities. The number o(
premature deaths due to slcohol in Beitain 1 probably about
5000 to 10 000 & year.

Role of the general practitioner

GPs have special opportunities for helping patients with
alcohol problems because they are ideally placed to recognise the
problem early and intervene. In terms of prevention we should
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concentrate on the heavy drinkers rather than the alcohol
dependents. Most people who are dependent on alcohol only
present for help around their mid-forties, after 10 to 20 years of
heavy drinking during which time help might have prevented
the onset of serious difficulties. A GP with 1800 adult patients
will have 120 heavy drinkers, 36 with problems related to
alcohol, and six aicohol addicts. Because heavy drinkers have
more health problems than most people it is likely that they will
consult their GP more often.

Effectiveness of treatment

‘GPs are frequently pessimistic about the outcome of efforts to
help people who are alcohol-dependent and problem drinkers.
Much of the available data about treatment, however, reiates
only to samples of severcly dependent individuals. Results might
be more encouraging in the carlier stages of the cycle, since
heavy drinkers are more likely to be able to cut down their
drinking than those who are alcohol-dependent. Edwards's well-
known study showed that 50 alcohol- >ndent men who were
treated intensively with all the facilities of an alcohol unit did no
better after one year than a control group given only firm advice.
Thus a GP can do just as much to help patients with alcohol
problems in a short time with simple resources. Although many
people with alcohol probicms help themsclves, some whose
problems remit without specialist intervention attribute the
change in their drinking habits to advice from their GP.

to change and the patient may be ambivalent about changing his
drinking pattern. This ambivalence may be met by asking the
patient to draw up & balance sheet of the good and bad conse-
quences of his continued drinking, and these may be discussed.
Armed with such evidence the patient should set a realistic
strategy for changing his lifestyle. It is best to aim for specific
short-term goals at first so that the patient gets a sense of
achievement by attaining, for instance, three weeks” abstinence,
or an evening at the pub taking soft drinks. The long-term aim
for heavy drinkers is to drink less, and a retum to controlled
social drinking is a realistic aim for a proportion of aicohol
dependents.

Changing lifestyle

For many heavy drinkers, drinking has become their pre-
dominant interest, and to achieve their desired goal they may
have to make major changes in their way of life, The patient will
need help to look at impediments to change and alternatives to
drinking. Impediments may be a job where drink is readily avail-
able, family stress with which the drinker cannot cope without
alcohol, or the occurrence of withdrawal symptoms when he
tries to stop drinking. The patient should lock out for situations
and feclings that trigger off drinking and work out new ways of
coping with them. To help change their lifestyles patients may
be asked to think of activities that they enjoy that do not involve
drinking. Alternatives may become clearer if specific attention is
paid 1o past events that triggered drinking—for example, the
prematch drink may be avoided by meeting at the football
ground.

Family

The family will need help in supporting the problem drinker.
The family may feel confused, bitter, and devalued and will
and

disulfiram or citrated calcium carbimide, have little use, though
some patients find them helpful.

Referral

Most heavy drinkers and patients with alcohol problems can
be helped by their GP, but there are some whose care the GP'
may wish to share. Alcoholics Anonymous provides a very
supportive self-help group. Referral 1o an alcoholism treatment
unit may be needed as much for support of the GP as for the
patient. When a patient is referred it is important to maintain &
relationship with the patient and to give a further appointment
after the initia! referral to discuss what took place.

Summary
The role of the GP in relation to drinking is to:
—be aware of problems related to drink;
—offer advice when requested;
—aseek an opportunity to offer advice in any consultation;
—advise on how to cut down or stop drinking;
—supplement advice with appropriate literature;
—foliow-up attempts to reduce drinking.

‘The advice offered should include:
—reference to the presenting problem when possible;
~—information about the safe level of drinking;
—information about the health and personal hazards of
excessive drinking;
—information about the nature and meaning of dependence;
—emphasis on the benefit of reducing drinking;
—a plan for a short-term goal;
——ways to cope with the difficulties after reducing drinking;
—warning of the dangers of relapse;
ion of the need for follow-up

welcome the chance of being ing in the
process of recovery.

Review

Whatever the agreed goals it is essential o review the patient’s
progress and to offer continuing help and support and advice on
managing difficultics. A diary in which the patient makes a note
of any drinks consumed, the time, the quantity, and the occasion
is useful for self-audit. Supportive laboratory tests (mean cell
volume, blood alcohol, and y-glutamyl transpeptidase) are useful
to monitor progress, and the results and their implications may
be discussed with the patient.

Relapse

Most patients will drink again whatever the original goal of
treatment, but this should not be regarded as a loss of all that has
been achieved. It should be viewed as an opportunity for the
patient to learn more about himself and the problem. Once the
relapse has been openly discussed the patient can recognise
strategies for preventing a further recurrence.

Drugs

Drugs have very little place in the long-term management of
patients with alcohol problems. Drugs may be needed to help
withdrawal symptoms for someonc who is physically dependent
on alcohol. Chiormethiazole in an initial dose of three capsules
four times a day, or diazepam in an initial dose of 5 mg four
times a day, and both reducing over one week and then stopping,
arc suitable alternatives, Alcohol sensitising drugs, such as

Further reading for patients and doctors

ABC of aicohol. BMJ November 1981-February 1962, A straightforward

suide to helping patients with alcohol problems.

Alcshol—seducing the harm. Loodon: Ofice of Health Economics, 1981. An

‘excellent booklet covering the problems of slcohol in Bri

Hicohor and alcohoiom, MY September 1981 January 1985, An excellent

series by Richazd Smith covering the problems of sleohcl ia

Alcohol and alcoholism. London: of Paychistrint, 1979 A

comptehensive account of slcohol pmbl:m

Alcohol and di Madical Bulletin 1982;38:1. A denailed account

of many of the social problems of alcohol,

Alcohollom. Max Gt et vttt Boeta; Careand Welfae Seics, 1982.

chensive review of alcohol problems nd their treatment.

Alesholim. Neil Restel and Henry Walton. Penguin Books, 1969, An casily

read account of alcohol problema and their trea
SO, 1981, A dncarsion document in the

omen and alcohol, Camberwell Council on Alcoholism, 1980, A compre-
hensive coverage of the problems of alcohol as experienced by women.

ONE HUNDRED YEARS AGO In a recently published report
by the Board of Trade on the overcrowding of emigrants in lodging-
Dr Brodic states that he has been personally informed that,
when the beds in the lodging-houses are full, an itinerant musician is
incroduced to attract of pers, who are
1o rise and join the daace in which thote who Bave becn untble 1o
obtain_sleeping scoor tion are engaged. When this ruse has
4ot o peting those in bed to vacate theit placcs, the beds are
then occupicd by thos who firt commenced the dancing o that the
same bed or floor-place may be occupied by different persons during
the night. s aot iffcul,therefore, Dr Brodic adds to comprehend
the fearful state of overcrow ust necessarily exist, and the
consequent poisonous state of the air. (Briish Madical Yournal 1882)




