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Use of anti-D in general
practice
Sir,
Efforts to avoid preventable disease
should be central to general practice. One
such area concerns the use of anti-D im-
munoglobulin to minimize the number of
cases of haemolytic disease of the
newborn. Some women still develop
rhesus antibodies that could have been
prevented. To reduce further the incidence
of seroconversion, attention needs to be
focussed on the following areas:'
- Appropriate use of anti-D im-
munoglobulin by obstetricians and
gynaecologists for hospitalized patients:
ensuring that all rhesus negative women
who deliver or have a hospital abortion
are given anti-D within 72 hours.
- Provision of a comprehensive anti-D
prophylaxis programme for all pregnant
rhesus negative women at 28 and 32
weeks.2'3
- Ensuring that effective guidelines ex-
ist and are implemented for the manage-
ment of bleeding episodes in early
pregnancy, which may not require hospital
admission (both threatened and complete
miscarriage).

I recently conducted a study among east
Berkshire general practitioners to examine
the knowledge, attitudes and practice
regarding the use of anti-D when con-
fronted with episodes of bleeding in ear-
ly pregnancy. Because of a disappointingly
low response rate it is impossible to draw
hard conclusions but several points were
clear. First, that knowledge of current
guidelines is far from complete. Second-
ly, that those respondents who are aware
of the guidelines did not always adhere to
them even in the case of bleeding at 13
weeks gestation. Thirdly, that well over
half of the 39 respondents felt that rhesus
negative women with bleeding in early
pregnancy were not being identified and
treated adequately in their practice.

There are several reasons, none of them
entirely adequate, for the above failures.
Current guidelines were issued by the
DHSS in 1976 and revised in 1981.4

These state no lower time limit for the use
of anti-D, and stress the role of the general
practitioner in ensuring that 'anti-D im-
munoglobulin is given to all rhesus
negative women following abortions,
especially those who have had spon-
taneous abortions. Anti-D is also recom-
mended after threatened abortion. The
absolute need for anti-D prior to 12 weeks
when no instrumentation of the uterus has
taken place is, however, being increasing-
ly questioned,5 and the national guide-
lines are under review (Entwistle C, per-
sonal communication).
The shortage of anti-D has also created

problems, but with stocks now increasing,
this is no longer a reason for failure.6

In addition to problems due to
ignorance as demonstrated in the Wessex
area,7 there are logistic difficulties.8'9 The
rhesus group of the woman is often not
known to the general practitioner even
after obstetric booking, and it is not
always easy for the general practitioner to
request this prior to hospital booking. To
obtain the blood group when the bleeding
occurs can provide its own logistic pro-
blems, especially at weekends.

In order to minimize these problems,
better planning and communication are
required. Identifying all rhesus negative
women before a bleeding episode should
ensure appropriate action. Pre-conceptual
screening (for example, for those receiv-
ing contraceptive services) is ideal, but ex-
pensive. Alternatively blood can be taken
when pregnancy is diagnosed. This result,
whether rhesus positive or negative, can
be recorded prominently on the notes and
cooperation card, and the woman inform-
ed. Repetition of the blood grouping,
unless transfusion is required, should not
be necessary in this or subsequent
pregnancies. The woman should be
notified of her rhesus status, and its
significance if negative. Documentation
should be provided, preferably in a robust,
portable form (for example 'smart cards').

Rhesus sensitization in early pregnan-
cy is relatively uncommon, but in the cases
where it occurs, it can be a tragedy. At-
tention to these areas would allow general

practitioners to prevent more of these
tragedies.

DAVID Ross RUSSELL

16 Walnut Parkway
Monclair
NJ 07042
USA
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Arthritis in inner city general
practices
Sir,
The management of peripheral arthritis
in the community and the type of patients
seen by general practitioners have not been
previously studied in detail. We evaluated
75 consecutive patients attending two
group general practices with peripheral ar-
thritis as their primary diagnosis in the Ci-
ty and Hackney district. This is an inner
city area of considerable deprivation. Our
objectives were to define the type of joint
disease present, its effect on function, and
the hospital treatment and community
support received. All patients were seen
at home by a community nurse specialist
in rheumatology and their general prac-
titioner records were reviewed.
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