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Introduction

IN the last decade there has been a large increase in family
1 planning provision by general practitioners, particularly for
women who have previously received antenatal care from their
general practitioner.' This has met a demand that was un-
satisfied 10 years ago. The advent of item of service payments
in 1975 has presumably catalysed this change. We are now in
the position where only three per cent of principals do not pro-
vide family planning services; 60 per cent of all contraceptive
advice is given by general practitioners.2
The number of patients seen at community family planning

clinics has been slowly decreasing for the last five years.3
However, although financial stringencies have recently forced
a few clinics to close, in general, dual provision of family plan-
ning services continues. This is in accord with the Department
of Health and Social Services memorandum of 19744 which
upholds a choice of service. Unfortunately, at times there appears
to be acrimony or even open hostility between the professionals
who provide these two services, with a noticeable lack of
cooperation and communication between them. Such
antagonism is illustrated by the flow of correspondence follow-
ing an article written by a general practitioner.5 General prac-
titioners may feel that their patients are being 'poached' and
that there is duplication of effort. Community health doctors
may feel that the patients who see general practitioners receive
an inferior service and that their speciality is under threat.

Surely this conflict must be resolved, and in a way that is in
the best interests of the patients? The importance of training
doctors and nurses and the continuation of research in this field
must not be forgotten.

Patients' choice

It is known that two particular groups of women tend to use
clinics.6 These are young, single, nulliparous women who are
delaying their first pregnancy and older, parous women who have
completed their family and who often need to discuss alternatives
to oral contraceptives (the 'pill'). Certain professional women
are attracted towards clinics too.
Some patients feel that they cannot go to their general prac-

titioner. The reasons for this may be complex but are often due
to a reluctance to admit to sexual desires, problems or fantasies.
Some people cannot discuss this part of themselves, with the
associated feeling of vulnerability, in front of the doctor on
whom they rely when they are ill. Any attempt on the part of
the general practitioner to provide for every need in this area
is likely to fail. Table 1 lists some of the arguments that have
been put forward in favour of both general practice and clinic
services, the latter especially when clinics have been under threat.

Special expertise
In general, clinics provide a wider range of contraceptive
methods and a greater variety of devices than general practi-
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tioners. General practitioners are less likely to be familiar with
fitting the intrauterine contraceptive device (IUCD) and the
diaphragm or with prescribing the progestogen-only pill. Clinic
doctors are likely to have more expertise in fitting a patient with
an individually-suited device and, because of greater skill from
regular practice, IUCD fitting is more likely to be successful.7

It must be remembered that IUCDs and diaphragms could
not be prescribed on an FP10 before 1973. However, the latest
figures show that 30 per cent of all IUCDs in England are fitted
by general practitioners.2 The existence of the Drug Tariff as
it functions at present in relation to the prescription of contracep-
tive 'appliances' by general practitioners is a hindrance to the
provision of a comprehensive and up-to-date service.8
Community health doctors are more likely to have had special

training in counselling for psychosexual problems, abortion and
sterilization. All these factors mean that clinics can be used as
a secondary referral centre as one would refer to a consultant
in other fields of medicine.

Tramining

It is vital that high standards of practice in family planning are
maintained and become more uniform in different parts of the
country. Basic courses and those designed to update knowledge,
run along the lines recommended by the Joint Committee on
Contraception, have been a most important development. It is
likely that clinics will continue to provide a more concentrated
practical experience for trainees than general practice, where
other medical problems may dilute a family planning session.
However, there are now a considerable number of general prac-

Table 1. Family planning services: arguments that have been put
forward in favour of clinics or general practice.a

Clinic General practice

Special expertise: secondary More popular
referral centre Anonymity: reason for con-

Anonymity: patient not known sulymiony essar ap-
to doctor sultation not necessarily ap-parent to friends/neighboursMore likely to be open in More likely to be open everyevening day of the week

Comprehensive service: wider daoftewkMedical history known: conti-
range of methods nuing problems better dealtMore time for consultation
More ikelto b a fmale withMore likely to be a female Doctor-initiated contacts at

doctor non-family planning con-
Better able to deal with sex- sultations or visits

ual problems RCGP Oral Contraceptive
Partners encouraged to attend Study based in general
Primary care service where

general practice provision practice
absent

Oxford Family Planning
Association prospective
study based in clinics

Cheaper
Seen as separate from illness

health care
Sheaths offered

I Conflicting claims, made in favour of both services: more friendly,
more relaxed, more informal and more sympathetic.
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tice instructing doctors and recently some general practice
premises have been approved for training. Ideally, all trainees
should have some exposure to family planning practice as con-
ducted in general practice. It is important to remember too that
nurses receive their training in clinics and this seems likely to
remain so.

The future

Family planning service provision in general practice has become
firmly established. All vocational trainees in general practice are
encouraged to obtain their Joint Committee on Contraception
certificate; standards of care are likely to rise gradually over the
next decade or two. There may be times, however, when it is in
the best interests of the patient to be referred to a clinic by the
general practitioner. Greater liaison is needed - a referral letter
would be useful in these situations.

In my view clinics should remain, in order to meet the needs
of certain women and to act as a specialist service to which
general practitioners can refer difficult problems with confidence.
Standards must be more consistently high for this service to be
credible. Clinics must provide modern contraceptive technology
and be able to deal with special problems such as 'lost' IUCD
threads. Pregnancy testing facilities should be available on the
premises. Senior clinical medical officers or district medical
officers'must not impose rigid, bureaucratic rules on the clinic
doctors. It should be possible for Depo-Provera (Upjohn) and
postcoital pills or IUCDs to be prescribed at the discretion of
individual clinic doctors. Youth advisory clinics and psychosexual
counselling sessions must be run in all health districts. So too
should a domiciliary service in deprived inner-city areas. Men
should be positively welcomed and sheaths should always be
available.
The future of clinics is also dependent on the establishment

of a proper career structure in community health,9 a goal which
appears elusive at present.'0 A glimmer of hope is the new con-
cept of 'medical gynaecologists.11 These doctors would
specialize in particular non-surgical aspects of gynaecology in-
cluding colposcopy, infertility, genitourinary medicine and ultra-
sound as well as family planning. The current situation where
some doctors work on a very part-time basis is unsatisfactory.
There would be a seven-fold reduction in the number of doctors
working in family planning clinics if all worked full-time.12
Obviously it is not necessary for all doctors to work full-time,
but to staff the specialist services that have been outlined here
with doctors who work only one or two sessions per week cannot
be justified.

In conclusion, although the existing staffing and administra-
tion of community family planning clinics is unsatisfactory in
some respects, it is to be hoped that a dual family planning ser-
vice will continue and that professionals working in both services
will seek to improve their own standards and work in
cooperation.
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Divorce statistics
The latest figures for the annual rate of divorce show that there
were 147 479 divorce decrees made absolute in 1983, an increase
of half a per cent on the figure for the previous year. Since the
peak of 148 301 decrees made absolute in 1980 there has been
little change in the annual number compared to the rapid in-
crease over the preceding two decades. The number of decrees
made absolute in 1983 is almost two and a half times the number
in 1970 (the year prior to that in which the 1969 Divorce Reform
Act came into effect) and just over six times the number in 1960.
In 1983, out of every 1000 married persons in the population,
about 12 divorced.
Although in 1983 the numbers of men and women who ended

their first marriage continued the downward trend seen in recent
years, the numbers of husbands and wives divorcing for a second
time continued to show an upward trend.
The median duration of marriages ending in divorce has re-

mained unchanged since 1980 at just over 10 years, although
in the period up to 1980 there had been a steady decline.

In general, in 1983 as compared to 1982 there were increases
in the numbers of divorces occurring at short durations of mar-
riage (five years or less) and decreases in the numbers occurr-
ing at median durations (six to 15 years).

In 1983 an increasing number, as well as an increasing pro-
portion, of all children of divorcing couples were again aged
under fives years, thus continuing the previous upward trend;
of all children aged under 16 years whose parents divorced, 29
per cent were aged under five years in 1983.

Source: Office of Population Censuses and Surveys. Divorces 1983.
OPCS Monitor 1984; FM2 83/1.
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