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I N the first James Mackenzie lecture, William Pickles
started with a quotation from Jane Austen:

"You must employ the material which lies closest to
your hand; you must contrive your story out of the
simplest everyday matters as a small bird builds its nest
from the mosses and twigs of the tree it lives in."

How well WilPs life lived up to the sentiments in this
quotation! Reading the biography of Will Pickles of
Wensleydale by John Pemberton (1970), one sees how
in his clinical work he used every clue which came to
hand in framing his diagnosis. During his 40 years in
Aysgarth he came to know the individuals who made up
his community, their personalities, their strengths, and
their weaknesses. He studied the interactions in his
community, their comings and goings. On the basis of
this knowledge, he was able to respond to their requests
for care and began to ask questions about the cause and
spread of diseases. On the basis of the investigations he
undertook in response to these questions, he became
recognized throughout the world as an outstanding
epidemiologist.

Influences on Pickles

It is interesting to reflect on how Will Pickles first
became stimulated to undertake his epidemiological
work and how he acquired the skills necessary to carry
out his studies, which he described simply as observing
nature.

james Mackenzie
It is apparent from his biography that his interest in
epidemiology did not start until he reached the age of
about 40. It appears to date from the time when he first
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read William Budd's (1873) book on typhoid and James
Mackenzie's (1916) book on the principles and diagnosis
of heart affections. In this book, Mackenzie had
written:

"The life of a general practitioner is not considered one

that can help much in the advance of medicine. It is
indeed regarded so lightly that no steps are ever taken to
train one who intends to become a general practitioner
in any branch that would enable him to undertake
research work. As a result of my experiences, I take a

very different view and assert with confidence that
medicine will make but halting progress while whole
fields essential to the progress of medicine will remain
unexplored until the general practitioner takes his place
asaninvestigator."

It seemed clear that this book fired Will Pickles' en-

thusiasm. He was not slow to see the opportunities
which were presented in his work. From his early years,
he had apparently shown great enjoyment in observing
the behaviour of birds and mammals. He now turned
this training in careful observation to the human
species.
Other colleagues
Although we know that Will spent four weeks every
year in attending refresher courses in London, there is
no evidence that he spent any of this time in studying
epidemiology or statistics. He did, however, have a

number of informal contacts among epidemiologists.
One of the earliest was Alison Glover, who introduced
Will to a system of recording developed by the Medical
Research Council for measuring the incidence of illness
in boarding schools. Later he became acquainted with
Dr Sylvest, who first described a new illness which
presented on the Danish island of Bornholm and which
Will also observed in Wensleydale. He was also a great
friend of Major Greenwood at the London School of
Hygiene and Tropical Medicine, where he became
acquainted with Bradford Hill, and John Pemberton
was, as we know, a great admirer of Pickles and no

doubt very often an adviser.
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It seems to me that his epidemiological skills were

acquired by a close personal relationship with
epidemiologists. The data which he subjected to analysis
were acquired by his unique position as a general
practitioner; his enthusiasm was derived from the work
of such men as James Mackenzie, William Budd, and
John Snow.

Lessons to be learnt

We surely have some important lessons to learn from
this. We, as general practitioners, are uniquely placed to
collect information which will advance knowledge of
medicine. To analyse and interpret these data we need to
work closely with epidemiologists and statisticians. To
bring the whole project to fruition, we need the sort of
enthusiasm which can be seen in Budd, Mackenzie, and
Pickles.

Will Pickles was a founder member of our College
and expected great things from it. He would, I am sure,
be gratified to see the development of academic general
practice and vocational training, but I wonder if he
would have been a little disappointed that with all the
advantages of special training and organization, so

many of the aspects described by Mackenzie as ripe for
exploration by general practitioners have been left
untouched; or to see that there is very little in the
vocational training of general practitioners which
prepares them to undertake research work. He might,
indeed, look askance at the academic departments of
general practice which often have sophisticated teaching
programmes but have often initiated very little research;
or at our College, which has inspired some large scale
multicentre studies but largely failed to stimulate the
man on the ground to produce more William Budds,
Will Pickles', or James Mackenzies.

Population base

I would like to reflect on this problem to see if it is
possible to identify its aetiology, because if we fail to
find the cause we will be unlikely to find the solution.
Why has the epidemiology in general practice today
failed to live up to the immense promise of yesterday? I
will start where all epidemiological studies start and
look for a moment at the population base.
When the National Health Service was introduced,

many saw the registered population of the general
practitioner as the ideal population base on which to
carry out epidemiological investigations. In 1967, my
colleagues and I demonstrated, however, that only 80
per cent of the patients for whom we held records in an
Inner London practice were, in fact, resident within the
practice area (Morrell et al., 1970). This figure has since
been confirmed in many other studies, and population
mobility, particularly in urban centres, presents a

serious problem to a research worker.
This is a far cry from the situation which pertained at

Bedale where Pickles held an assistantship before the

first world war. He describes the incident as follows: "A
gypsy woman driving a caravan into the village in the
summer twilight, a sick husband in the caravan, a faulty
pump at which she proceeded to wash her dirty linen,
and my first and only serious epidemic of typhoid left
me with a lasting impression of the unique opportunities
of a country doctor for the investigation of infectious
disease." If a gypsy woman drove her caravan into my
practice in Lambeth I might indeed notice it, but our

population does not move like this. Patients slip in and
out of the practice. They make quite an impact when
they are there, but disappear, not into the summer

twilight, but into the night and we are unaware of their
arrival or departure.

Mobility of population
The fact that we do not have a stable denominator for
our population studies in general practice today is in
marked contrast to the experiences of Will Pickles and
Will Budd. Both, of course, wrote of epidemiology in
country practice, but there can be few country practices
today which are as self-contained and so stable.

This mobility in the population which characterizes
life today presents other problems, as we encountered in
another study undertaken by my Department (Banks et
al., 1975). This was concerned with following up a

cohort of patients during a period of a year. The
migration rate of this particular group aged 20 to 44
years exceeded 20 per cent in a year. This presents
difficult problems for the general practitioner hoping to
undertake studies in the natural history of diseases for
which, theoretically, he is ideally placed. If he samples
from his age/sex register, only 80 per cent of his sample
will still be in his practice, and of those he identifies he is
likely to lose by migration a further 10 to 20 per cent
within one year. He finishes his study, if he is lucky,
with 60 per cent of his original sample, from which it is
difficult to draw any valid conclusions.

This is a problem Will Pickles did not encounter. It
demands of those of us undertaking this type of
research in general practice new methods of sampling
with stringent methods for identifying the active
members of the sample and vigorous follow-up. This
inevitably adds to the cost of such projects, but with
care it can be done.

In a recently reported study of three-year-old children
in the London Borough of Lambeth followed up to the
age of nine years, Pollak (1979) managed to trace 85 per
cent of the original sample, but in so doing had to travel
the length and breadth of the UK and employ detective
skills of which the Missing Persons Bureau of Scotland
Yard would be proud.
The instability of the population to which I have

drawn attention is but one expression of the instability
of the environment in which our patients live. The
breakdown of family networks, the dispersal of the
extended family, and mobility in housing and oc-

cupation are other factors. They all present problems
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for the epidemiologist. The classical description by Will
Pickles of the incubation period of infectious hepatitis is
in marked contrast,

"Having tracked down the source of infection to a
village fete, he was left with one victim whose source of
infection he could not elucidate. As he describes the
situation: The infection in all these was easy to explain
but in the fourth (M) it was not so clear. At last I
tackled his sister, who gave him away quite shamelessly.
Studies in epidemiology sometimes reveal romances.
"Oh yes," she said, "He's very fond of E. He often
goes in during the evenings and helps her to wash up."

Very few of us today have a captive population with this
marvellous opportunity to watch the details of human
relationships taking place before our eyes.although we
sometimes call ourselves family doctors. Zander and
colleagues (1978) in my Unit have shown how relatively
ignorant we often are of our patients' family and social
histories compared with their past medical histories.
With the increased pace of life and the rapidity of
change in social circumstances, we cannot hope to store
this information in our memories. If we are to function
effectively as family doctors and as family and com¬

munity epidemiologists, we need new methods of
recording information, and this most particularly in¬
cludes new and better medical records.

Modern research

Another feature of modern research in general practice
which can be counter-productive to good research is the
need for studies involving large populations and many
observers. Dr Pickles and Dr Dunbar had a virtual
monopoly of Wensleydale. We read that they met each
day to plan their work, much of which took place in
their patients' homes. I do not wish to labour this last
point which caused the Editor of our College Journal so
much unjustified criticism following his excellent James
Mackenzie lecture last year (Pereira Gray, 1978), but it
may have some relevance to the quality of research in
general practice in terms of the information available.
What I do wish to stress is that the greater the number

of doctors involved in a research project, the greater the
difficulty of standardizing the information collected. To
undertake high quality research in general practice, it is
necessary to define clearly the information which is to
be collected and to ensure that all those taking part
abide by the definition and record information on all
relevant occasions. We have shown repeatedly in my
Department that the quality of information collected
reflects the involvement of the doctors with the par¬
ticular study. The doctor who writes the protocol and
initiates the study will collect high quality data; the
work of his partners reflects how far they have become
involved in planning the study and are committed to its
objectives.
Monitoring the collection of data
Will Pickles realized at an early stage that this difficulty
which doctors experience in collecting high quality

information in the hurly-burly of general practice can be
overcome only by having constant supervision by a firm
but persuasive monitor. For years his wife, Gertie,
filled the role of monitor ensuring complete information
collection and issuing repeated reminders. Later, his
accountant's daughter, Madge Blade, took on this
responsibility. John Pemberton comments in his
biography, *'Madge, like the computer, could store
information, but she could retufn it flavoured with dry
Yorkshire wit". In my Department, we have a Madge
whose name happens to be Mary. Within 24 hours of
each consultation, she checks the patient's medical
record and woe betide the doctor who has not recorded
his research information correctly! So much effort has
gone into planning and conduCting studies in general
practice but without that crucial element of checking the
accuracy and completeness of the information collected.
Without this, Will Pickles was quick to realize that the
information he collected would be incomplete and,
without this, it is doubtful if he could ever have
produced the quality of wOrk and verified his
deductions in the way we now applaud.

I have mentioned several factors which influence the
sort of research which is possible in general practice
today compared with the days of William Pickles.
Perhaps the most telling factor, however, is the type of
epidemiological enquiry which is relevant to the general
practitioner of today. Will Pickles, like William Budd
and John Snow, lived and worked in the days of in¬
fectious disease epidemiology. Certain events occurred
which had certain characteristics in common. A search
was then launched for their relationships to each other
in place and time. If the research was well planned and
conducted, this relationship was established and a

common infective agent was suspected, be this the
cholera vibrio, the typhoid bacillus or the coxsackie
virus. The infecting agent itself was often not identified
until years later, but the unitary causal hypothesis was

clearly proven.
To a large extent, with advances in microbiology and

virology, this field has now been gleaned and we are left
with a large number of medical problems unlikely to be
solved by identifying the single cause. Ischaemic heart
disease is an example. We know its causation is
multifactorial, but to establish this requires studies on a

national and international scale far outside the scope of
the ordinary general practitioner. Sorting out de-
pression has occupied one outstanding investigator for
more than a decade (Brown and Harris, 1978).

Does this then mean that the role of the general
practitioner in advancing knowledge of disease is at an

end? I believe that this is far from true, but I believe
equally that it demands a re-orientation of our research
effort and, in some cases, the development of far more
rigorous and sophisticated techniques. Let me take you
back to the original quotation of Jane Austen: "You
must employ the material which lies closest to your
hand".
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Limitations of morbidity recording
Some 10 years ago, I first became interested in studying
the patterns of illness in general practice. For several
years, I persuaded my partners to record information
about every consultation in our practice and during the
same period we altered our methods of delivering
primary medical care. We introduced an appointments
system, we moved into new premises, and we started
work in a primary care team with nurses and health
visitors (Morrell and Kasap, 1972). It was in the course

of these studies that I became aware of the limitations of
recording morbidity in general practice. Morbidity
studies in some way constrain the doctor to make a

diagnosis. In the case of established chronic disease, this
presents no problem.

In many of the illnesses seen in general practice,
however, a mere labelling of a collection of symptoms
with a diagnostic tag does not advance the solution of
the problem and as a source of epidemiological in¬
formation may be very misleading. A possible example
of this is the apparent rise in the incidence of depression
revealed in the Second National Morbidity Survey
(RCGP et al., 1974) compared with the First (College of
General Practitioners, 1968). It is highly questionable
whether the incidence of depression has increased or

whether this diagnostic tag is more often applied to
mixed symptom complexes now that antidepressant
drugs are available.
As a result of this disquiet, I started to look not at the

diagnosis but at presenting symptoms. I related the
presenting symptoms to the diagnosis recorded and
compared the results with French's Index of Dif-
ferential Diagnosis (Hart, 1973). As a result, I suggested
(Morrell, 1971) that maybe the time had come to replace
textbooks of differential diagnosis based on hospital
experience with books based on data collected from
general practice. Some five years later, I was happy to
become associated with such a textbook of general
practice based on presenting symptoms (Cormack et
al., 1976).
Studies of natural history
It was this work which brought home to me how little
we really know about the natural history of the common
symptoms presenting in general practice. This seems to
me to offer enormous opportunities for studies. If
general practice is an academic discipline, then it is
concerned with advancing knowledge of those aspects
of medicine which are peculiar to the work of the
general practitioner. The interpretation of the
presenting symptoms of illness at primary care level is
surely one of these. At an interview in 1964 at the age of
79, Will Pickles talking of the opportunities for study in
general practice commented: "We see disease in its early
stages.very rarely a chance for the specialist.and we

can follow it through from the beginning to the end of
the illness." That there have been so few studies at this
apparently simple level of research probably reflects

that it is far less simple than it at first appears. In
recording, it requires meticulous attention to definitions
applied in the hurly-burly of the consulting room. How,
for instance, do you define the presenting symptom and
how do you rate and record secondary or tertiary
symptoms? And how do you weight different symptoms
and take into consideration their duration in reaching a

diagnosis?
Studying the natural history of the symptoms

demands rigorous follow-up procedures. Analysing the
data requires methods which will deal not only with
single symptoms but with symptom clusters. It is a

challenging field of study for both the general prac¬
titioner and the statistician, and one which is very
necessary if we are to take the next step and look at the
effect of treatment on the symptoms we encounter in
general practice.

Modern problems
In treatment, we again differ from the general practice
in the days of William Pickles. We are indeed more

fortunate and have a variety of drugs available which he
would have welcomed. I wonder, however, if he would
have used them so recklessly and built up the sort of
unrealistic expectations about our therapeutic potential
which is a cause of so much over-prescribing by doctors
and so much disappointment for patients. As a

profession, we have in some ways been hypnotized by
the technological and therapeutic revolutions of the last
two decades. We have read of clinical trials carried out
in hospital and seen them as applicable to general
practice. The first piece of research I ever conducted in
general practice was a randomized controlled trial of
a monoamine oxidase inhibitor called 'Drazine' (Mc-
Whinney and Morrell, 1965). On the basis of hospital
trials this drug was recommended particularly for
depressed middle-aged ladies. I collaborated with lan
McWhinney, who at that time was still in Stratford, and
we carefully defined the depressed women in the
practice who could be entered in the trial. They then
received either 'Drazine' or a placebo, the treatment
being allocated at random by our receptionists. Within
one month 70 per cent of the depressed women were

better but so also were 70 per cent of the control group.
This illustrated the very high placebo response in trials
of drugs in mental illness. More importantly, however,
it illustrated the danger of applying results of
management in hospital patients to general practice,
where illness is seen at a very different stage in its
natural history.

Evaluation of antibiotics

There are of course many illnesses that are seen almost
entirely in general practice. It is perhaps surprising that
only in recent years has the role of antibiotics in the
management of acute respiratory illness been subjected
to rigorous evaluation. The work of Howie (1976) in
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Aberdeen and Stott (Stott and West, 1976) in Cardiff
are examples of high quality research in this field, and
they have shown that these drugs have a limited role in
managing these common conditions. I would, however,
stress that such apparently simple studies must be
meticulously planned and conducted. It is because in
general practice we are called upon to manage ill defined
collections of symptoms rather than clear-cut disease
entities that it is so difficult to evaluate our manage¬
ment. I deprecate some drug trials in which general
practitioners are persuaded to enter patients for the trial
by a per capita payment for the number of patients
entered, with little concern for defining precisely the
type of patient entered or for checking the accuracy of
the data recorded. It is difficult to see how this method
of recruitment can fail to bias the results and to bring
research in general practice into disrepute.

Common clinical problems
I have drawn attention to the natural history of the
common presenting symptoms in general practice and
their management. There is, however, another vast area

open to the general practitioner who is prepared to
undertake epidemiological studies. He may not be able
to identify the cause of peptic ulcer or hypertension, but
he can study the natural history of these and other
related chronic diseases. Fry (1966) has set an example
by keeping careful records over two decades. Nobody
has challenged his findings that peptic ulcer and
hypertension are relatively benign conditions in the
majority of sufferers identified in general practice.
Nobody has applied the same meticulous care to record
keeping. He may be right but I am sure he will be the
first to encourage others to repeat his work so that our

decision making may be based on experience gained
from a larger sample than he can study in his practice in
Beckenham.

Epilepsy is a diagnosis which has important medical
and social implications for the sufferer and has at-
tracted some attention in the medical journals in the last
year or so. It has been stated that the medical care for
epilepsy is far from optimal. In order to examine this
contention, we have reviewed in our practice all those
patients labelled on our morbidity register as suffering
from epilepsy. Of 54 such patients, nearly one third no

longer have fits or drug therapy and yet the original
diagnosis was made in almost all cases in hospital. We
did not realize before that the prognosis of epilepsy is so
good. Four of the patients in our practice are presenting
serious problems in the control of their fits. They are the
four patients whose care is currently shared between the
hospital and the practice. I am not suggesting that it is
the sharing of care which presents the problem; what I
am indicating is that the 'difficult' patients are referred
to hospital and that facts based on hospital populations
of patients must not be extrapolated to the population
atlarge.

Population screening
Population screening for presymptomatic disease is
another subject which has generated more heat than
light. In America, the annual physical check-up oc-

cupies a large proportion of the general practitioner's
time and it is interesting to note that in the New Charter
proposed for general practice in this country it is
recommended that it should attract an item-of-service
payment (GMSC, 1979). And yet a randomized con¬

trolled trial in two general practices in South London
carried out by my Department has not revealed any
benefits in terms of mortality, morbidity, hospital use,
or time off work over a follow-up period of five years
(South East London Screening Study Group, 1977).
Theoretically, population screening offers enormous

benefits. In practice, as Sackett and Holland (1975) and
Tudor Hart (1976) have suggested on the basis of well
designed experiments, case finding in the course of the
normal consultation may be far more cost effective.

Contributions by general practitioners
I have given just three examples of ways in which
general practitioners can contribute to the body of
knowledge about general practice by research: the study
of the natural history of symptoms, controlled trials of
treatment, and studies of the natural history of chronic
disease. There are many other topics of interest. There is
the whole, wide, almost untouched subject of human
behaviour in response to illness and the modification of
behaviour by health education. For those more in¬
terested in the organization of the delivery of medical
care, there are numerous experiments waiting to be
carried out to measure the effect of changes in the
method of delivering care on the outcome of care. All
these fields of research can be exploited only by general
practitioners and it is this fact that justifies the claim
that general practice is an academic discipline. It
contains within it a unique body of knowledge which
must be developed and expounded by those who
practise in this discipline.

I come back then to my original question: Why have
so many of the topics described by Mackenzie as ripe for
exploration by general practitioners been left almost
untouched? I have tried to demonstrate the op¬
portunities and at the same time to illustrate some of the
difficulties. I would like to end by looking for a moment
at the selection and training for general practice which I
believe to be one of the most important reasons for the
lack of progress in this area.

Today, probably more doctors enter general practice
as a first career choice than at any time since the advent
of the National Health Service. They choose this career

for a variety of reasons. Some are disillusioned with
technological medicine; others see the satisfactions of
providing primary and continuing care for a com¬

munity; others feel it has financial or social attractions
or value the freedom it offers compared with a career in
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hospital medicine. Few enter general practice, however,
because it offers an opportunity to carry out original
research. This, I might say, was far distant from my
mind when I settled in rural Hertfordshire 22 years ago,
As I became involved in teaching, however, I felt the
need for research because I became aware of the vast
areas of ignorance concerning the subject which I was

supposed to be teaching.
If we look at our vocational training schemes for

general oractice, few of these will evoke in the hearts of
those taking part a burning desire to break new ground
and add to the corporate body of knowledge required by
general practitioners. In many ways, they resemble re-

orientation courses. They are concerned with adapting
the knowledge acquired in hospital to the primary care

setting. The time of one year in general practice in a

three-year course is little enough to achieve this ad-
justment and is totally inadequate to develop a research
project.

If we look at continuing education, we find that with
few exceptions this tends to be delivered by specialists
and the general theme is keeping up to date with
hospital medicine. Only rarely do we see a course

designed to teach general practitioners research
methods. What we desperately need are courses which
question current therapy and provoke general prac¬
titioners to ask questions and develop research.

Academic departments of general practice
If we look at our academic departments, we find that
most are financially under-endowed and overstretched
in satisfying demands for undergraduate education and
patient care. Very few have continuing research grants.
The senior members of these departments are, like me,
converts from service practice and not trained in
academic disciplines and the juniors are so poorly paid
compared with their contemporaries in service practice
that they can rarely sustain such a post for more than a

few years.
In the College we tend to talk about the un¬

dergraduate departments of general practice as though
teaching undergraduates was their entire responsibility.
This is nonsense. In 1913, the Royal Commission on

University Education in London (the Haldane Report)
argued that academic units were essential for the
systematic advancement of knowledge and practice and
to provide for the whole profession an education
designed to develop habits of critical thinking.
The functions of an academic unit were defined as:

involvement in patient care at the highest possible
standard; furtherance of the subject by research; and
teaching with the twin purposes of encouraging a spirit
of enquiry amongst undergraduates and of providing
for the training and postgraduate development of future
academic practitioners of the subject.

If exposing undergraduates to general practice is the
sole occupation of academic departments of general

practice, then they have no right to exist. Their role is to
advance knowledge of general practice and to feed this
into both undergraduate and postgraduate education in
the discipline.and, dare I say it, to set standards in
patient care. This is the role of academic departments in
all other subjects and the College must encourage this
role in the departments of general practice.

If we look at the departments of community
medicine, we see in many cases very little collaboration
between them and the emerging department of general
practice. I think I have said enough to show that the
type of research required in general practice is highly
sophisticated. It presents problems of sampling, data
collection in an uncontrolled and pressurized situation,
and complex methods of data analysis. In this, the
departments of community medicine have a great deal
to offer us.

Preparation for research
Those who enter general practice because they see this as

an emotionally fulfilling career, and that applies to most
of us, are ill equipped to undertake this work. There are

a few who are so dedicated that they can acquire the
requisite skills often at the expense of their wives,
families, and even patients. For the majority, this is not
possible.

If we are to see high quality research carried out in
general practice, it will be necessary to develop research
fellowships which will pay general practitioners to take
time off from their practices to learn the skills which are

necessary to undertake this type of work. In addition,
courses must be developed to provide for their needs.
There was in existence an excellent course in
epidemiology and statistics at the London School of
Hygiene and Tropical Medicine but this demanded half
daily attendance for six months and has now been
discontinued. Very few general practitioners could
attend such a course. What is required is more courses

organized on perhaps a half-day per week basis,
possibly spread over two years to respond to the needs
of general practitioners interested in research. Such
courses could incorporate project work for the doctor to
undertake in his own practice, carefully designed and
supervised by the course organizer. This seems to me the
way to encourage high quality research in general
practice.

I am very often asked to act as a referee for articles
for medical journals describing research in general
practice, or to referee applications to Trusts or the
Department of Health and Social Security for research
proposals. So often, the completed work or the
proposal is so amateur that it cannot be supported. This
saddens me because a great deal of work has often been
carried out but it has been inadequately planned. This
could be overcome if the type of training course which I
have suggested could be developed. In addition, I think
it is extremely important that those who undertake
research in general practice should be in close contact
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with epidemiologists and statisticians. In theory, the re-
organization of the National Health Service should have
brought general practitioners into close relationships at
district level with community physicians, who have such
skills and resources available to them. Unfortunately, in
practice, few community physicians have been able to
take advantage of these opportunities which the ad-
ministrative changes have theoretically placed at their
disposal.

In this situation, I believe academic departments of
general practice have a special part to play. They should
be an integral part of the research effort of the school or
university in which they are established and the district
in which they work. They must accept some respon-
sibility for giving an example in the quality of general
practice care in that district and be provided with the
resources from National Health Service funds to im-
prove the quality of primary care services in their
district, through relevant courses and relevant research.

Will Pickles

Will Pickles might be disappointed as he looks down on
us from his eternal home, but I am sure he will un-
derstand if we look a little jealously on the opportunities
for infectious disease epidemiology which were
presented to him and feel that it is not really quite so
easy today. At the same time, I am sure he will condemn
us if we become so obsessed with the problems that
confront us that we are afraid to take the first step into
those unexplored fields which surround us. In con-
cluding his Cutter Lecture at Harvard (1948), he said,
referring to general practice:

"It may, of course, be a mere repetition of irksome
tasks but this is probably the fault of the practitioner
who, like Bunyon's man with the muck rake, rakes to
himself the straws and sticks and dust of the floor and
can look no way but downward regardless of the crown
which is being held above his head."

I am happy to conclude my lecture with the same words.
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Screening for mild hypertension:
costs and benefits

It is important to understand the full implications of
introducing a new screening and treatment programme
into the National Health Service. In this paper, we
calculate, for mild hypertension, the cost of
community-based screening and the cost of case finding
in general practice. We show that case finding in general
practice is both less expensive and more efficient. We
calculate the cost of running a programme in general
practice for five years and* divide that cost by an
estimate of the number of deaths that might be
prevented as a result of introducing such a programme.
This calculation gives a minimum cost for extending a
life by the programme.
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