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Rubella prevention a new
era?
MAJOR changes are about to occur in the children's primary vaccination

programme in the United Kingdom. In October 1988 a combined mumps,
measles and rubella vaccine will become generally available as part of a new policy
aimed at eradicating congenital rubella syndrome and further reducing the incidence
of measles and mumps. The vaccine is not new, it has been used in North America
for a decade, so why should there be a change in UK policy now, and what evidence
is there that such a change will lead to improvement?

It is clear that the current UK prevention strategy has failed to eradicate congenital
rubella syndrome. Each year 20-30 children are born with some evidence of the
syndrome, ranging from hearing impairment to severe physical and mental handicap.
In addition, many pregnancies are terminated with intranatal rubella infection or
contact given as the reason. Clearly, the strategy of immunizing schoolgirls only,
while allowing wild virus infection to remain in the community, has not been
successful.
The health professionals responsible for the schoolgirl rubella immunization

programme should not, however, feel too disillusioned by their failure. During the
last five years many local programmes have achieved immunization rates of more
than 90070 and natural infection has raised rubella immunity to around 98%7o among
women of child-bearing age. But the target of ensuring that every young woman
is rubella immune has proved impossible to attain. Additionally, some cases of
congenital rubella syndrome and some terminations of pregnancy occur in second
or third pregnancies, among women who have presumably been tested for rubella
status but who for some reason have not been vaccinated.

Will the new programme improve the present situation? Rubella has virtually
disappeared in the USA following the introduction of a childhood mumps, measles
and rubella immunization programme. However, for American children immunization
is virtually mandatory in order to enter school. Experience with the vaccine suggests
that it is safe and that the rubella component confers a high degree of immunity
from infancy to child-bearing years.

In the UK measles immunization rates in the second year of life have improved
from the low rates of the 1970s to 80%o or more in recent years. Elimination of wild
virus rubella infection depends on community immunization rates of between 85%7o
and 90%o. That target now seems achievable, although it will demand considerable
and concerted effort on the part of primary health care teams.
The combined mumps, measles and rubella vaccine will be offered to children

of both sexes in the second year of life, excluding only those very few who have true
contraindications to immunization. As such it is not so different from the current
measles immunization programme but as it offers additional benefits it is hoped
that the take-up rate will be even higher. It will also be necessary to offer the vaccine
to non-vaccinated children when they present for booster diphtheria, tetanus and
polio immunization in the fifth year of life. The current schoolgirl rubella
immunization programme must run until the first cohort receiving the combined
vaccine reaches the age of immunization under the present policy, which may vary
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from area to area. Unless vigilance is maintained many
schoolgirls may not be immunized and this danger may only
become apparent in about 10 years when people are feeling con-
fident about the new programme, or have other priorities.

It is the general practitioner's task to ensure that all young
women reaching child-bearing age are protected against rubella
infection, preferably by personal rubella immunity or because
the immunity rate in the community is high enough to prevent
a rubella epidemic. In order to carry out this task each practice
will need to achieve three objectives: first, a high primary im-
munization rate for mumps, measles and rubella; secondly, an
efficient mechanism for identifying those children who are not

immunized so that they can be targeted when they present for
booster diphtheria, tetanus and polio immunization; and thirdly,
the continuation of the schoolgirl rubella immunization pro-
gramme until the first primary immunization cohort reaches
early adolescence.
A new era of primary prevention is about to begin, presen-

ting a unique challenge to primary care. All the skills of prac-
tice management, primary care screening techniques and clinical
objective setting will be tested. We have got to get it right.

ALLEN HUTCHINSON
Senior Lecturer in Health Care Research,

University of Newcastle upon Tyne

The role of general practitioners in supporting
carers of the elderly in the community

LDERLY people in the community are largely cared for by
lay carers - well over a million of them.' A door-to-door

survey carried out in the North Tyneside metropolitan borough
found more carers of frail and disabled relatives than mothers
of children under 16 years old.2 Many of the dependent
relatives were elderly and in some households there were two
dependants. When carers were asked to describe the illnesses
which their elderly dependant suffered from, many were im-
precise and referred to 'old age. So the majority of them were
caring for people whom they see as suffering from nothing out
of the ordinary in terms of their age. The carers therefore saw
themselves as nothing out of the ordinary, unlike the parents
of handicapped children, who perceive themselves as unusual
and as having special needs and rights.2
Although the average carer is a married woman in her fifties,

some carers are in their sixties and seventies.3 Thus, in some
cases it is difficult to say who is caring for whom.2 Extended
family support has all but disappeared.3 Further research has
shown that elderly people who live alone are more likely to
receive statutory services than those living with others.4 So
carers are faced with a stark choice of looking after their depen-
dants with minimal support from the community and great cost
to themselves, or of putting them into residential accommoda-
tion permanently.4
The results of a survey carried out in Wales of elderly depen-

dants living in the community5 revealed the following effects
on the carers: one-quarter felt their health was adversely affected;
one-quarter reported that their social life was impaired; one-
sixth felt that their family life had definitely suffered; one-quarter
had not had a holiday in five years; one-tenth had had to give
up their job; and almost one-fifth, particularly those who were
daughters, reported a lot or an unbearable amount of stress.
So even if willingly borne, the work of caring can impose

severe strain, affect health, family life, work, finances and leisure.
As one woman carer summed up the situation 'There is no yester-
day or tomorrow, only today.'6 The physical, emotional and
economic cost of informal caring is now becoming a matter of
public concern.
The Welsh survey5 showed that the general practitioner is the

most likely professional to be in contact with elderly people and
their carers because many people are unaware of how to make
contact with other professionals. Some services of course can
only be reached via the general practitioner, who is in the best
position to initiate an assessment of needs and refer carers to
appropriate agencies and services. General practitioners therefore
have a key role in ensuring that medical and social assessments
of carers are initiated, for it is to them that families turn.7

Many carers, however, reported that the general practitioner
did not talk to them at all when he or she visited the elderly
patient at home.5 Certainly, doctors, nurses and social workers
often only get involved with the carers when they are at break-
ing point.6

In discussions between the MSD Foundation and the Infor-
mal Caring Support Unit of the Kings Fund Centre, it was agreed
that it was important to raise the awareness of health profes-
sionals to the needs of informal carers. This led to a series of
multiprofessional workshops piloted by the MSD Foundation,
which aimed to identify the needs of informal carers of elderly
dependants, to consider ways in which doctors can provide sup-
port for such carers in a multiprofessional setting and to pro-
pose a training strategy for staff working in the community
health services.

Six workshops were set up in various parts of Britain. Each
workshop was convened by a local general practitioner and in-
cluded geriatricians, general practitioners, district nurses, social
workers and a facilitator (the project leader). In addition, each
was attended by four informal carers, whose presence was crucial
to the success of the workshops, since they were able to
demonstrate in the group discussion something of the physical,
social and emotional cost of caring.

It emerged from the workshops that one of the most impor-
tant barriers to support for carers are the attitudes and beliefs
of both the professionals and the carers themselves. Carers are
keen not to upset the professional and are hesitant to call on
'busy doctors' - a reluctance compounded by the belief that
their dependants are not ill, but simply old and therefore not
entitled to medical treatment. Even when carers clearly need help,
they feel guilty about asking for it.

Professionals too have beliefs which limit the support which
they give to carers. For example, many do not imagine that car-
ing may be taken on not by choice but by force of circumstance
and it is assumed that women take on the role of carer because
they are women. Many doctors and nurses in our workshops
expressed the view that families should 'look after their own',
and that care by relatives is always preferable to any of the alter-
natives. Few have considered, say, the emotional effect on the
carer who has to provide intimate physical tending for a parent.
In addition, many general practitioners say they feel inadequate
because they have 'so little to offer'. Carers, on the other hand,
make it clear that when the doctor visits the home and values
their commitment and work, the effect on their morale is
considerable.
The other key issues which the workshops highlighted are the

need for more information for carers and for improved com-
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