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Definitions
A diagnosis has been defined as a "provisional formula designed for action"
(Cohen, 1943). The 'action' resulting from a diagnosis may be advice or reassurance,
further investigation by the doctor, referral for a second opinion, or the prescription of
treatment which may or may not involve the use of drugs. Accepting the World Health
Organisation definition of health as the state of complete, physical, mental, and social
well-being, it is logical to suggest (Royal College of General Practitioners, 1969) that
diagnoses should "be composed in physical, psychological and social terms". This
cycle of events can be shown diagrammatically in figure 1.
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Figure 1
A theoretical decision-making pathway

Symptoms, signs and investigations
The closer an illness approaches to the purely physical the smaller is the influence
of psychological or social factors in the decision on appropriate action. To give an
extreme illustration, a triad such as acute onset of severe abdominal pain, a rigid
abdomen, and gas below the diaphragm on straight x-ray of the abdomen will suggest
only one diagnosis and almost certainly only one course of action. Psychological and
social problems, however serious, will be unlikely to affect the immediate therapeutic
decision. The classical hospital illness thus approximates to that in figure 2.
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Figure 2

Decision-making pathway in standard undergraduate teaching

Inevitably and correctly.since the first essential for all doctors must be the recogni¬
tion and treatment of life-threatening illness.undergraduate training concentrates on
this pattern of problem management and the student receives little preparation for
coping with the consultation in the general practitioner's surgery or in the patient's
home. In this situation the information to be analysed is no longer weighted equally
between signs, investigations, or symptoms but instead is mainly symptoms followed by
signs and, to a much smaller extent, investigations. The level of diagnostic confidence
possible is thus lower than that to which the student has been accustomed (Crombie,
1963) and a new training or learning situation exists.

Unfortunately, the diagnostic labels used in the general practice context, although
describing a different spectrum of illness diagnosed to a different degree of certainty
remain much the same as those used in hospital where they imply a knowledge both of
anatomical site and pathological process involved. Idealism and realism are not always
synonymous. The general practitioner quickly learns from trial and error the treatments
which, measured in terms of satisfied patients, are apparently most appropriate to the
new problems with which he has to deal.

The relative rarity of fully developed hospital illness in general practice, the
frequency with which patients present to the family doctor symptoms and signs which
do not fit established hospital diagnostic patterns, the pressure of work and the need
to use hospital services sparingly, all conspire to force the general practitioner to bypass
confident diagnosis and adopt pathway II in figure 3, which approximates to
symptomatic treatment. Yet his training, and the deep need to conform to it, require
him at least to rationalise this action by following routes la and lb with a diagnostic
label interposed. This label will tend to be a justification of treatment, rather than the
reason for it and route lb will be in fact reversed. Route la thus becomes the weakest
link in the chain of disease process.> patient.> doctor.> diagnosis.> treatment
instead of being the most crucial.

The hypothesis that this paper presents is that although the therapeutic decision in
general practice is normally described using a diagnostic label implying use of route
la plus lb, in reality route II is a major alternative. Much of the apparently haphazard
use of drugs in general practice could be explained if this hypothesis could be supported
by proof.



312 J. G. R. Howie

SYMPTOM SIGN
Investigation

MODIFYING
BACKGROUND
FEATURES

DIAGNOSIS. .TREATMENT

MODIFYING BACKGOUND
FEATURES

Figure 3
Alternative decision-making pathways in general practice

Respiratory illness in general practice
Evidence from early analyses of a current investigation of presenting symptoms and
signs, diagnosis and treatment of respiratory illness seen by 62 general practitioners in
North-east Scotland gives some support to this hypothesis.

Figure 4 shows an analysis of some of the findings in 42 consecutive patients
diagnosed as having tracheitis. The figures in parenthesis are the numbers of patients
in each group receiving antibiotic therapy. The label 'tracheitis' predicts treatment
at the level 0-76 (76 per cent of patients at risk received antibiotics). All six patients
in whom chest signs were present received an antibiotic as against 72 per cent of the
remainder.

TRACHEITIS
42 (32/42 = 76 per cent)

CHEST SIGNS PRESENT
6 (6/6 = 100 per cent)

CHEST SIGNS ABSENT
36 (26/36 = 72 per cent)

(Figures in parenthesis represent number of patients receiving antibiotics)
Figure 4 Influence of chest signs on decision making in tracheitis

Figures 5 and 6 show similar analyses for 26 patients with influenza and 135 with
coryza. In both illnesses the presence of chest signs predicted treatment more often
than the diagnostic label.

INFLUENZA
26 (14/26 = 54 per cent)

CHEST SIGNS PRESENT CHEST SIGNS ABSENT
7 (7/7 = 100 per cent) 19 (7/19 = 37 per cent)

(Figures in parenthesis represent number of patients receiving antibiotics)
Figure 5 Influence of chest signs on decision making in influenza
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CORYZA
135(26/135 = 19 per cent)

CHEST SIGNSPRESENT CHEST SIGNS ABSENT
4 (4/4 = 100 per cent)131 (22/131 = 17 per cent)

(Figures in parenthesis represent number of patients receiving antibiotics)
Figure 6 Influence of chest signs on decision making in coryza

Figures 4, 5 and 6 thus suggest that chest signs are an important predictive feature.
All patients in whom tracheitis, coryza or influenza was diagnosed, and in whom chest
signs were found, also complained of cough. Consequently, further study was made
of the first 1000 patients recruited to the study, and 163 with cough and chest signs were
found (24 patients diagnosed as having asthma were excluded as not suffering from
uncomplicated infective illness and because asthma appeared the only condition in
which chest signs were recorded without the co-existence of cough). One hundred and
fifty-two of these 163 patients (93 per cent) received an antibiotic, this representing a

predictive value of the symptom-sign complex to treatment of 0-93.
Twelve different diagnostic labels were, however, used to describe these 163 illnesses.

The predictive value for the use of antibiotic treatment of each of these 12 diagnostic
labels (irrespective of the recorded presence of cough or chest signs) was then calculated
.502 patients were so diagnosed.and a range found from 1-0 (pneumonia) to 019
(coryza). Five labels, used to describe the illnesses of 134 patients (acute bronchitis,
pneumonia, tracheobronchitis, bronchiolitis, and chest infection) had a combined
predictive value of 0-99 and were thus above the predictive value of 0-93 for the whole
group of 163 patients. In this first group were 125 of the 163 patients (77 per cent).

The remaining 38 patients (23 per cent) were distributed among seven other labels
(coryza, respiratory tract infection, upper respiratory tract infection, influenza, bronchial
catarrh, pharyngitis and tracheitis) which had a combined predictive value of 0-45.
This figure was calculated from study of all 368 patients whose illnesses were covered
by these seven diagnostic labels. In this second group the highest predictive value was
the 0-84 for pharyngitis. All seven labels had thus a poorer predictive value for
antibiotic treatment than had the original symptom-sign complex. This analysis is
represented schematically in figure 7.

SYMPTOM-SIGN COMPLEX (presence of cough and chest signs)

GROUP_'_
A / X '"" ANTIBIOTIC

DIAGNOSIS ' X 932 TREATMENT

-.^453GROUP
B

Symptom-Sign .> Diagnosis based on 163 patients
Symptom-Sign .> Treatment based on 163 patients
Diagnosis A .> Treatment based on 134 patients
Diagnosis B .> Treatment based on 367 patients

Figure 7

Relationship between information, diagnosis and treatment in 502 of 10Q0 patients
with respiratory illness
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If this figure is examined with figure 3, it will be seen that route II would adequately
describe the illness-to-treatment pathway in 93 per cent of the patients covered by the
above report. In only 77 per cent of the patients was route la plus lb an equivalent
guide to treatment.

These figures are based on a study of 502 out of 1000 patients with general practice
respiratory illness and although too small to be accepted as proof at least indicate that
the stated hypothesis is a reasonable one which urgently requires to be investigated in
greater depth over a wide area of general practice morbidity.

The future

There are three reasons for the perpetuation of this situation. The first is that the
overlap between hospital and general practice medicine is really very small. Although
most reports from general practice show referral rates to hospital of about five per cent,
this figure varies from one type of disease to another. In two recent studies (Morrell,
1971; Durno, 1972) less than one per cent of patients with respiratory illness were
admitted to hospital. It is not reasonable to expect the teaching of hospital consultants
with little or no experience of general practice to cover the needs of the future general
practitioner. The need is clear to have more participation in undergraduate clinical
teaching by general practitioners with teaching ability and insight into the problems of
general practice.

Secondly, there still exists a mystique in general practice of a special 'experience',
'acumen' or 'flair' which allows the general practitioner to overcome the absence of the
facts needed in the specialty to allow the practice of rational and uniform clinical care.
In fact, most 'experience' should be capable of definition and probably represents a very
simple association of observations such as shown in figure 3, II and later in the compar¬
able part of figure 7. The pathway through 'diagnosis' in figure 3 and figure 7 demon¬
strates how the myth is continued and will remain until an essentially simple study of
the basic clinical content of general practice is undertaken.

Thirdly, because the pure 'physical' consultation in general practice is less common
than is often thought, the social and more important psychological implications in the
general practice consultation.either preceding diagnosis or modifying action
(figure 1).obscure the poor relationship between conventional diagnosis and use of
drugs. The doctor in practice either comes to accept and adopt the ambiguities of the
situation or, especially if young and fresh from hospital, becomes disillusioned with
general practice, or with the teaching he has received, or both. Once the credibility of
traditional teaching has been brought into question, and in so fundamental an area,
it follows inevitably that in an unselective discarding of all past learning that is
uncomfortable to the new way of life, much important undergraduate teaching is
permanently forgotten.

Language barrier
More expertise than ever before is available in hospital, and general practice is
offering a previously unknown degree of organisational efficiency coupled with an

increasingly comprehensive range of medical and paramedical services. It is sad,
therefore, that hospital doctors and general practitioners have, probably unconsciously,
ceased to speak the same language, and also worrying that this is probably not generally
realised. Thus at a time when an urgent need exists for the two services to explore and
develop common ground the risk of an unbridgeable gap developing is probably increas¬
ing. This may not apply so much in peripheral areas, but any medical student.and
these are tomorrow's doctors.will confirm the reality of this situation in the main
teaching areas.
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Is this failure to speak a common language of real consequence ? No-not if treatment
prescribed is harmless; not if it is realised that traditional diagnostic labels are no
basis for meaningful discussions between consultants and general practitioners or even
among general practitioners; not if general practice is prepared to surrender any
claim to academic status.

However, drugs used in general practice are increasingly potent, toxic and capable
of adversely influencing the patient's internal and external environment. Clear indica-
tions for their proper use must be defined. Doctors must have a meaningful range of
shorthand terms to use in discussion and all will want this. Moreover, general practice,
while not yet claiming academic standing equivalent to the major disciplines, has started
to climb the ladder and a majority of those working in the speciality are anxious to
expedite the process.

It is not totally, or even mainly, the fault of general practitioners that this situation
exists. Service commitments are heavy, research experience is small and comparative
professional isolation has been until recently a severe handicap. The emergence of
full-time academic departments of general practice presents a major opportunity to
define precisely the nature of general practice illness and its correct management.
This must be the basis of better and more complete undergraduate and postgraduate
teaching in medicine, using the term in its wider sense.

The first essential is to define what we are talking about; this is the most urgent
task facing the academic in general practice.
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SOMEBODY OUGHT TO PAY

In the United States, as in England, the risk of a doctor being involved in a malpractice
litigation increases every year. Claims against American doctors rose tenfold in the decade
1930-1940, and another tenfold between 1940-1950, an increase of 10,000 per cent in twenty
years! The situation approaches a national crisis. Currently, an average of one in six U.S.
doctors has been sued once; one in 20 has been taken to court two or more times.... Now
the prevailing philosophy seems to be that every human being is entitled to 'security', and
that if something unfortunate should happen, somebody ought to pay

In one recent case a jury brought in a verdict of $280,000 against a doctor in the hospital
on the grounds that his negligence caused an infant to be mentally retarded. All expert testimony
was to the contrary-establishing that the disability could not be the result of anyone's negli-
gence. However the child, lying pitifully in a basket, was exhibited before the jury. Asked how
they could have awarded damages against the obstetrician, one juror's answer was "that was
a terrible sight; and we thought, by gad, somebody ought to pay".

. . .In this country patients still do not often sue their family doctor, but they are less
hesitant in suing a state run hospital including its medical staff, with whom there is rarely any
close personal relationship.
Adverse drug reaction bulletin (1971). 31, 22-95.


