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G 2—Analysis of the practice age-sex register on 1 July 1983 to show
percent of “rubella protected” and “‘rubella risk™ patients by age.

Results

Half of the 3143 female priens in ur ym:u’nu.«i between 10 and
40 were “rubella risk” pat started, which
o the 51% in Black's studys Oty 467 (14.8%) ~eubella
cisk” patiats remain (uble). Of these, 454 patints have refused
unisation or have no recorded rubella data. If we can

Sevume that 90% of this unimmunised group have acquired na
immuanity,* then of the 11 200 patients in the practice there are likely

to be 45 undetected, rubella non-immune patients.

Analysis of “rubslla protected” and “rubella risk" patients in 1980 and 1983
(percentages in brackets)

Auditon Audit on
1July 1980 1July 1963

Total No of females on practice list
11-40 years 3143 (100)

1040 yars 3151 100)
Immunised 05 (192) 1099 (349)
ly imeune HaEe 115 Oee)
Husband sterilised 13349 210 (67
Patient sterilived 1G22
“Toul No “rubelia protected” g 1684 (336)_ 2684 852)
Serologically non-immune BAD 1304
R s »ey
No data 1415(450) 367 (117)
Total No “rubells sk 1439 (46 4) 467 (148)

Even if we find these patients the problem is not solved. The
Stirchley practice has an annual tumover rate of one in seven, 30 that
450 female patients aged from 10 to 40 leave and join the list every
year. Of those joining the list, half are likely to be “rubella risk”
patients, 30 that every year we must immunise or screen 225 patients
to find the 22 who are non-immune.

Discussion

This paper reports the reduction in the number of “rubella
risk” patients achieved by a general practice over four years.
Several factors bave contributed to this reduction. Firstly, a
population cannot be screened, immunised, and studied
effectively unless the patients at risk can be identified by an
age-sex register.
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Secondly, the frequency of contacts with patients enables
general practitioners to educate and persusde patients before
taking blood and immunising. This can be done in general
practice as the occasion arises, often at consultations on other
matters.'*

Thirdly, the general practitioner has access to confidential

immunisations at school or in matemnity units. All this informa-
tion may be found in the patients’ medical records.

Thus general practitioners with age-sex registers are ideally
suited to screen and immunise. Preventive medicine is time-
consuming, however: it requires a consistent practice policy,
staff training, prolonged consultations, and careful documenta-
tion, The most difficult patients to protect are those who are not

contraceptive advice. They are hard to screen because
they do not attend the surgery regularly and they may not be
immunised until they are receiving adequate contraception.

The most Ampomnt factor in the success of the Smchley

practice has been the
the staft, ALl those concerned it the programme have been
greatly encouraged by the results. Because of their commitment
to preventive medicine the partners have been preparcd to
subsidise the rubella prevention programme. We estimate that it
now costs at least £30 to identify and immunise a non-immune
patient aged over 14 years. The DHSS fee is £2:80.

Is the DHSS serious about eliminating congenital rubella ? If
general practitioners are to be mobilised “to take all possible
steps to establish that women of childbearing age on their lists,
but especially those intending to become pregnant, are immunc
to rubella and, if not, to take the appropriate action” they must
be offered adequate remuncration. They are paid for screening
for cervical cancer, why not for rubella screening ?

I acknowledge the part played by the partners and every member of
Stirchley Health Centre staff in the project.

References

1O'Shea S, Best JM, Banatvala JE, Marshall WC, Dudgeon JA. Rubella
vaccination: persistence of antibodies for up to 16 years. Br Med 7 1982;
285:235-5.
ent of Health and Social Security. Vaccination against rubells.
Gircular 1170, London: DHSS, 1970.
* Department of Health and Social Security. Rubella vaccination. Circular
Mo 4. oo DHSS, 1975
Helth and Social Security. Vaccination procedures.
Circuiar CMO 1774, London” DHSS, 1974,
ent of Health and Social Security. Rubella vaccination. Circular
CMO (764. Loadon: DHSS, 1976.
of Health and Social Security. Vaccination against rubella.
Circular CMO (81)7 1ad CNO (8111, Londoa: DHSS, 1581,
of Health and Social Security. The congenital rubella syn-
rome (CRS). Circular CMO (835 London: DS, 1983,
Schoenbaum SC, Hyde JN Jr, Bartoshesky L., ef al. Benefit-cost analysis of
Tubell vacenation palicy. N Enel 7 Med 1976,284:306 10,
* Stedle SJ, Shenfield F. Effect of rubella vaccination programme in schools
‘ubella immunity in & general pracdice population. Br Med 7 1952
284:1113.
1% Hansen NH. Rubella prevention in family practice with RA27/3 vaccine.
7 Famly Practice 1980;11:537-42.
! Péckham CS, Mashall WC, Dudgeon A, Rubells vacination of school-
girls: factors affecting vaccine uptake. Br Med J 197
13 Rowiands 5, Bedhel ROH. Ruvels screcaing. orpaniacion and incentive.
J R Coll Gen Pract 1982,32:491-4.
# Black NA. Provision of rubella immunization in gent
planning services. 7 R Col Gen Pract 1981 331:393.5,
" Regort of she Public Health Laborstory Service Working Party oo
bella. Studies on rubella in pregnancy. Br Med 7 1968;iii 203-6.

(Accepted 13 October 1983)

eral practitioner family

BRITISH MEDICAL JOURNAL VOLUME 287 10 DECEMBER 1983
that the doctor should continue to have a sound knowledge of
medical practice. He should show in his clinical performance
and in his relationship with his patients a grasp of modern
trends'in his pm[c“lon I think that the shop window—the
state of the general i 'S pncuee and ps

vitally important md that if he is sincere about reasonable
performance his records can be inspected by any other general
practitioner and found to be reasonably clear and well main-
tained. The appalling state of medical records in primary care
over the past 30 years has brought no credit to our profession.

Training

The statutory training requirements for general practice are
now well established. This has been a tremendous advance in
primary carc, and I think that we are in debt to those who have
worked so hard to establish them. Though some people still
doubt their efficacy, I believe that most trainces consider them
to be worth while. 1 m)oytd reading Stotts book, in which he
describes his working
in London.* This reinforced my belief um the biggest influence
on the trainee are the actions and performances of his trainer.
Stott was fortunate in having someone whom he could observe
freely, and he obviously learnt an enormous amount. This
concept of training may really be an advance on observing your
shrewd senior partaer in years gone by. The reality is that now
things are structured and the trainer should be able to reply
promptly to all the fundamental questions.

Training practices undoubtedly have many advantages when
you consider the future development for education. In an ideal
world every practice would have a trainee. The stimulus pro-
vided by a doctor who is continually asking questions is enor-
mous; there is a real incentive to maintain good standards and
good premises. Training practices that have given little thought
to record keeping are now precariously placed if they want to
maintain their training status. The asscssment of training
practices will become more and more rigorous since the number
of training practices needed seems to have reached a plateau.
This might indeed lead to competition, but I certainly would
not like to be the trouble shooter who moves around practices
saying which ones are capable of looking after a trainee and
which are not. Doctors who will have to make these assessments
in future need to be carefully selected and should show an
ability to maintain personal relationships lest they be scen as
interfering knowalls.

I sincerely believe that training will have a bencficial effect on
general practice which we are beginning to see now. There
is an inevitable spillover effect by a traince who has been
educated in a reasonable practice as he takes some of the
standards along with him to the next practice that he joins as a
principal. We must try to show trpinecs why continuing educa-
tion is worth while. Thus a chain will be perpetuated, and the
hopes and ideals of people who are responsible for training
initially will be realised

Literature in practice

It may seem preposterous to make a statement saying that
“‘general practitioners need to read books.” I say this because I
know that many general practitioners rarely read a medical
book from cover to cover. Over the years they have used books
mainly for reference. But over the past 10 years or so several
books have been published on general practice, which should
be purchased for the practice library. Books on primary care
seem to have taken an enormous amount of time to get off the
ground, but we are now seeing more and more worthwhile
publications.

Carney showed how selective reading in journals helped him
considerably in his work.* He stated that “selective reading
can be related to journal clubs and audit groups,” and he
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advocated this type of learning. We enjoy a very high standard
in scientific medical journals in the United Kingdom. The
BM enioys far greater readership than any of the other com-
monly read journals, being read by far more general prac-
titioners than the Journal of the Royal College of General
Practitioners. Thus the BMY should be a major source of educa-
tion in general practice.

Though I consider reading to be essential to doctors’ con-
tinuing education, I also think that writing articles is a good
way for them to keep up to date. Only a few doctors may feel
inclined to put pen to paper in an attempt to publish a major
article, but the Royal College of General Practitioners en-
courages members to publish faculty newsletters. I hope that
many general practitioners would be prepared to write some-
thing—it may prompt them to look critically at their work. It
is surprising how much background reading is necessary to
write an article; it is a stimulating exercise.

Lectures or groups?

1 am keen on general practitioners talking about their work
both in front of an audience and in a group, but I have reserva-
tions about formal lectures in the teaching of general practice.
Lectures have been based on traditional teaching and continue
throughout medical school. A consensus opinion obtained
among doctors would probably show that mature medical
practitioners would say that they gain most benefit from formal
lectures. 1 think, however, that this needs reviewing. If we are
going to have lectures they should be short with maximum
audience participation. I also have reservations about specialists
or consultants lecturing general practitioners regularly. Surgeons
or physicians who are holding a conference are most unlikely
to invite a general practitioner to speak to them, although,
indecd, they might find it extremely bencficial. We have scen
the i of general peaker
on geriatric medicine and psychiatry in recent years. There
must be some crossing of boundaries, but general practitioners
should be responsible for educating people in their own group.
Furthermore doctors in the various specialties should consider
inviting general practitioners to address them about the problems
they have in that particular specialty in community care.

In West Glamorgan we have invited younger doctors to
address meetings and have encouraged doctors to speak outside
hospitals—for instance, at technical colleges and universities.
These meetings may be given for various paramedical workers
or even to people outside medicine. This is vital for the future
educators of general practitioners.

The development of groups has been central to general
practitioner training on vocational schemes. Much has been
written about interactions within groups, and this is highly
applicable to primary care and the dynamics of consultation
at the general practitioner’s surgery. As training has become
established so younger doctors feel more at ease about speaking
in groups, and in future this will become a natural phenomenon
among primary care workers. On vocational schemes trainces
often say that they would prefer not to be lectured, so we are
seeing a change in direction.

Davies has given us an excellent account of postgraduate
medical education in the United Kingdom,* reminding us that
almost invariably a hospital consultant is in charge of the
postgraduate centre at the local hospital. Only a few clinical
tutors are general practitioners. This is unlikely to change
because the hospital specialists are in tune with the workings
of the postgraduate system and visit the library and the centre
every day. It may not be beneficial for general practitioners to
have all their postgraduate education on the hospital premises.
‘The Royal College of General Practitioners appoints clinical
tutors in general practice for various areas but their role is as
yet ill defined. They might be helped considerably by a more
structured system of advice about how to encourage con-
tinuing education in their own areas. There is evidence in many
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Continuing Education

Have we overemphasised our needs?

D E MURFIN

This paper on continuing education is a personal opinion. The
subject has become highly topical. I have asked myself whether
as general practitioners we hm overemphasised our needs.
Have other such as and law

such critical analysis over rem( years ? The reason for our
concern about continuing education, however, lies in visible
standards, for 1 doubt whether any general practitioner could
look at his own area and be satisfied with a status quo. I have
been organising meetings for some years and am aware that
many doctors never attend. I know that many general prac-
titioners have no interest in wishing to learn.

The major questions that arise are how best can doctors keep
up to date and continue to feel enthusiastic about their work.
1 am certain that patients suspect doctors who cling to methods
that they adopted many years ago but are inappropriate to
modern medicine. Most patients, however, are faithful, and
changes must undoubtedly come from within the profession.
Early in their careers in general practice doctors should try to
maintain standards and continue to educate themselves. I have
been told often at the local postgraduate centre that it is obvious
to the people who organise mectings and educational functions
that doctors who start with a good attendance record continue
to keep up to date, whereas those who as soon as they enter

practice stop learning often remain that way. When
young doctors start in general practice it is very important that
they are influenced by doctors who show positive attempts to
continue the educational process. Their enthusiasm may have a
long lasting effect on their fellow professionals.

“The development of general practice education was recently
reviewed by Clarke.! I will focus on how education stands now
and my hopes for the development for the future. The solitary
and isolated position of the general practitioner should not be
underestimated when comparisons _ with hnsplnl
colleagues. Clearly it is a lirtle easier for the general prac-
titioner close to a large general hospital to use all the (ldlitia
that it may provide. This may not, however, be 3o appropriate
for his work in the community. Hospital doctors are more
fortunate in having an academic platform from which to
discuss their work. The future of education in general practice
must be centred primarily on the community if we are to reach
all the doctors on the periphery of each geographical area.

Setting standards

Setting standards in general practice seems to be important
and essential. It must be visible in terms of performance,
organisation, and reasonable premises. Doctors should be able
to show that they are successful at running a business and

The Surgery, Brynteg Terrace, Ammanford, Dyfed SA18 3AA
D E MURFIN, M3, MRCGP, general practitioner

capable professionals. The Joint Committee on Postgraduate
Training for General Practice has made great improvements
in setting satisfactory standards for training in general practice.
How to maintain those standards, however, has never really
been established. The recent paper by Donald Irvine on
quality of care emphasises how general practitioners coast
along without bothering to keep abreast of advances in medical
technology.* He goes further and asks whether gencral prac-
titioners can provide the type of primary care that would
be regarded as not merely acceptable but highly desirable by
the community.

In the early years of practice the postgraduate training al-
lowances provides some financial incentive to attend courses.
Subsequently, however, it is not necessary to attend educational
functions to attain seniority allowances. Finance should not be
& factor in ensuring that a doctor is prepared to keep up to date.
It troubles me to hear doctors bickering about how much money
they can obtain on a course, for the sum is trifling compared
with their basic income. Although basic expenses need to be
covered, I would certainly not object to removing many of these
expenses if the money could be directed into another area
which is helpful to general practitioner education. The govern-
ment has shown reasonable goodwill in ensuring a good financial
base for training doctors in general practice. I think that the
current review of section 63 courses may also be beneficial, and
if it means an improvement in standards in continuing education
then it will have been worth while.

‘What is important?

‘The most important feature is to maintain an enthusiasm
for primary care as a real and worthwhile concept. Since I
started to practise nothing has made me dispute that primary
care fulfils the needs of patients in the way it is best suited to
them. Recently I provided medical care for a large number of
Americans, and they continually remarked how they miss the
concept of a family doctor. Although we need specialisation,
we do not need it for everything. We must be prepared to
protect our own medical specialty, so to speak, and at the same
time acknowledge that we are not focusing on any particular
organ or system but that we are generalists and will continue to
educate ourselves as generalists. The areas that are important
in the education of generalists have been well oudmed in papers
on training general ‘The concept of
skill, and attitudes has been repeatedly emphamed, and this
has been broken down in dealing with the five main areas of
need in the book The Future General Practitioner. Pickup et al
surveyed the general practitioner and continuing education in

Nottinghamshire, and their figures suggested that only a few
doctors responded poorly to continuing education.’ These
findings, however, seem to conflict with actual performance, as
outlined by Irvine, and I prefer Irvine’s assessment of the
present position.

Among the things that I consider to be vitally important is
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of the faculties of the college that members gain little benefit
from the college after entering. These members really nced a
local centre where someone with some enthusiasm can structure
a programme of continuing education and he in turn may
receive some guidance as to which direction he should be
moving. This does not seem to be the case at the moment,
when after appointment the college tutor is allowed to sail
along in his own way.

‘Members of the practice team should be encouraged to attend
mectings of general practitioners. This may be done if the
principal invites his health visitor, receptionists, or practice or
community nurses along with him when he attends general
practitioner meetings. I have found this to be extremely helpful
in the development of general practice, and our area has had a
good deal of success. I can recall such meetings as stoma care,
the role of the practice nurse, and prevention in primary care,
when members of the practice team contributed a great deal
to the mectings—and contributed to the education of the
general practitioners. General practitioners can no longer work
without the help of a team and the team members should be
made welcome when general practitioners hold meetings. It
has benefits for both groups.

No course is worth while unless there is a review at the end—a
provocative statement perhaps, but I have so often witnessed
people on courses who seem to be intent on enjoying them-
selves for half the course and sleeping during the rest. Section 63
courses should be for educational purposes. I suggest that on a
two or three day course, or even a week course, the last afternoon
is given over to a review of all the teaching that has taken place
and possibly Structuring of a multiple choice question or
modified practice questions so that general practitioners may
assess how much they have picked up. Such an exercise would
surprise many doctors, showing them large gaps in knowledge
and attitude. Such an intervention may show that we are pre-
pared to review our work voluntarily. We would all throw up
our hands in horror if somebody tried to inflict assessments on
us, as is customary in the United States. We should, on the

other hand, show that we are prepned to try a lirtle test oc-

lly, and glaring i after one of

these assessments would merely appul to the conscience of the
general practitioner to do something about it.

Patients participating

It may scem odd to discuss patient participation when
writing on continuing education in general practice. 1 think,
however, that we should ask ourselves why we work and who
the Health Service actually functions for. It does so for patients,
and they should be afforded an input into the running of the
services. I think that general practice has recently shown a
sensitivity to needs in society which are constantly changing.
This is the central theme for patient groups, practice com-
mittees, and the organisation of public meetings. Americans
affectionately refer to our system of health care as socialised
medicine; though I would accept that to a degree, and would
consider that most general practitioners provide care dependent
on need irrespective of any other gain, we have been reluctant
to allow patients to educate us.

Many doctors are extremely sceptical about the motives of
general practitioners who are p: ise with patient
groups and community health councils. This is foolish, and in
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my experience meetings have been conducted in a friendly and
positive way and doctors benefit just as muc people. 1
hope that this will continue; it could have so many things going
for it, notably in improving preventative medicine and pre-
scribing habits.

We are told that as general practitioners one of our main
roles must be that of a teacher. This has probably been taken
0o literally in doctor education, with the result that we do not
always listen to what people really want. Good communication
is synonymous with learning on both sides. We do not need to
feel threatened by patients when we go outside the context of
formal doctor patient relationships. I hope that we will see
patient participation grow.

‘Conclusion

Continuing education has become topical because of a rapid
acceleration in vocational training, and the inversely propor-
tional of interest in general prac-
titioner education. Evidence is only very llnwly emerging of
improvements in attitudes by general practitioners to main-
taining an educational process, and we thus have a boomerang
effect whereby people are beginning to question whether the
training process is really worth while. It is well known that the
college membership examination, though probably a worth
while assessment, is no guarantee that a doctor will continue
to educate himself. The ideals of the college probably mean
relatively little to most members.

1 suspect that we are going to see the basic standards of
primary care challenged. 1 suspect, oo, that t protect the
training of general ly the most
advance in primary care for many years—pressure will be
brought in subtle ways to maintain an educational programme
for primary care doctors.

I think that training practices are going to feel more and more
pressure to show worthwhile standards and, though not being
the shop windows of general practice, they should look as
though they are concerned about maintaining a good image.
This will be refiected in reasonable premises, good organisation,
and being open to regular review. In turn we may well see
parallel assessments in courses for general practitioners.
Doctors enjoy many freedoms and though most of us are
sensitive to these privileges I am afraid that we are often
blinkered to changes. Experience brings strength in certain
ways but it can make us inflexible and prone to stasis. We must
beware of decay and keep moving. General practice has changed
immeasurably in the past 15 years, so we must show how as &
profession we can change our approaches to continuing educa-
ton.
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