
EDITORIALS

Statistics - again

AN editorial in the Journal in 1982' discussed statis-
tics and general practice. We are raising the subject

again, not only because of its importance, but also
because the British Medical Journal has drawn attention
to the need for statistical guidelines for contributors to
medical journals.2 Although the suggested guidelines
are not designed specifically for general practice, they
do provide a useful standard against which to judge the
statistical content of those papers submitted to this
Journal that use (or should have used) statistical
methods.
The purpose of statistical analysis is to draw scientific

inferences about a general population on the basis of
data collected from a particular sample drawn from that
population. More specifically, the role of a statistical
test is to assist the investigator in deciding whether a
particular phenomenon observed in the sample can be
attributed to chance in the selection of that sample. If
the phenomenon cannot easily be explained by chance,
then the investigator will infer that that phenomenon is
true of the population as a whole. (In statistical jargon,
the phenomenon is said to be 'statistically signifi-
cant'.)

It follows that statistical analysis is unnecessary in
many original papers. In particular, statistical analysis
is not needed in purely descriptive papers-those that
report observations, typically from a single general
practice, with a view to stimulating other general prac-
titioners, rather than drawing scientific conclusions,
either about that practice or more generally. Thus if the
Journal were to adopt these statistical guidelines for
contributors,2 descriptive papers would not be affected.
The Journal will continue to publish papers which
present original observations about general practice
clearly and accurately.

In principle, only those researchers who seek to draw
inferences about a population wider than that from
which they collect data need to consult these statistical
guidelines.2 As the authors point out, however, the
guidelines are not intended as a substitute for statistical
skill or experience. At best, they show that statistics has
much more to contribute to scientific interpretation
than mere significance tests, and give general advice on
statistical design, analysis and presentation. Although
the guidelines-or the checklist summarizing them3
would serve as a basic agenda when planning inferential
research, the general practitioner who intends to under-
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take such research would be well advised to take two
other precautions.

First, we would encourage him to seek statistical
advice on his project, especially before collecting data
and before writing up. Two years ago,' we suggested
that such advice was more widely available than was
often realized, and listed many possible sources-depar-
ments of medical statistics and community medicine
within medical schools, statistical departments in uni-
versities, polytechnics and regional health authorities,
and the College's research units and faculty research
committees. Although the demand for such advice has
perhaps increased in the meantime, we believe that the
intending researcher will still find t-hat it is almost
always given freely and sympathetically. In our experi-
ence, the typical research project in general practice
needs only two short statistical consultations, the first
and more important before data collection, and the
second before writing up.

Second, we would encourage him to familiarize him-
self with statistical methods and, more importantly,
statistical thinking. Although the number of suitable
courses is increasing, many intending researchers will
want, or be obliged, to read up the subject. Unfortu-
nately, there is no book on statistics written specifically
for general practitioners. We therefore suggest that the
intending researcher should consult both Altman's ex-
cellent introduction to statistical thinking,4 and Swins-
cow's brief but sound summary of statistical methods.5
As these two books are very different, however, he may
prefer a single coherent account of statistical thinking
and methods. Among the many books on offer, we
would mention Hill's classic textbook on medical statis-
tics,6 Castle's programmed textbooks,7'8 and Reming-
ton and Schork's more comprehensive textbook.9

All these textbooks give more prominence to the
normal distribution than would have been appropriate
if they had been written for general practice. Both the
annual number of episodes of illness per patient and the
duration of those episodes provide examples of varia-
bles that are common in general practice and have a
distribution far from normal. Such variables are conve-
niently analysed by statistical methods which make
fewer assumptions about their underlying distribution.
These methods, often described as 'distribution-free' or
'non-parametric', are well described by Siegel'" and
Sprent."
A measure of the fact that the British Medical Jour-

nal's statistical guidelines2 were not designed for general
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practice is that they pay too little attention to distribu-
tion-free methods. Nevertheless, we commend these
guidelines to the authors of inferential papers intended
for the Journal. They provide both a fair target for
these authors to aim at and a useful yardstick for the
Journal's statistical assessors. Most importantly, they
underline the basic message of this editorial: statistical
advice is often needed and readily available.

IAN RUSSELL
Statistical Adviser
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To classify is to clarify
IF it is to improve, any discipline must be able to
analyse itself so that it can develop its strengths and

diminish its weaknesses. The process of analysis fre-
quently consists of the three C's-classifying, counting
and comparing-and it is no accident that general
practice emerged as a discipline at a time when systems
of analysis became more common.

It has been a particular contribution of the research
units of the Royal College of General Practitioners that
they have created some of the most important tools for
the job. For example, it was the Birmingham Research
Unit, led by Drs Crombie and Pinsent, who in the 1950s
and 1960s developed the age-sex register,' the first and
still the most important basic analytical tool of general
practice. This simple device, which divides patients in a
practice by their two most fundamental variables, can
be considered as a classification of the consumers of
medical care. It has moved during the last 30 years from
being an interesting research instrument in the 1950s, to
a tool of training practices in the 1970s and a part of the
day4to-day service arrangements of the majority of
general practitioners in this country in the 1980s. In-
deed, the Royal College of General Practitioners is
currently selling, through its Information Service, as
many as three million age-sex cards a year.
However, although this classification is excellent as

far as it goes, it provides no information about other
important factors, namely the nature of the problems
which patients bring to doctors, the diagnoses which
doctors make, and the activities of medical practice.
Clearly some other system of analysis is required, and
the E book2'3 (named after Dr T. Eimerl, who invented
it, and developed by the Research Committee of the
then College of General Practitioners), which is a
morbidity or diagnostic register, is the next most im-
portant system. The central idea is very simple. Categor-
ies are created which represent the main problems dealt
with by doctors, and entries are made accordingly. A

diagnostic register may be comprehensive and cover
every single contact between patients and doctors
throughout the year, or it may be partial and limited to
a shorter defined list of common or especially important
diseases. Thus the diagnostic register answers the ques-
tion of what a general practitioner does, while the age-
sex register answers the question of who he does it for.

Following the development of the diagnostic register,
the Birmingham Research Unit subsequently arranged
for two national morbidity surveys4'5 to be undertaken
using this system. This early RCGP system also influ-
enced other international systems of classification6'7
and helped trigger worldwide interest in the nature of
diseases seen in primary health care.

A new classification

The news that in December 1983 the Council of the
Royal College of General Practitioners had approved a
new form of diagnostic register came as a surprise to
many people. Why should yet another version be intro-
duced? Why should it differ from those used in the past
or those in current use today? The answer lies first in the
need to relate the College's system of classification to
the WHO International Classification of Disease
(ICD),6 and secondly, in the need to adapt it to make it
as suitable as possible for microcomputers in general
practice.

ICD
The International Classification of Disease is accepted
internationally and is in use worldwide. Furthermore, it
is not necessarily based on primary, secondary or terti-
ary health care, although the pathological basis of its
system of classification makes it in some ways more
appropriate for use by hospital-based services. There-
fore, as primary health care became more involved in
the comparison of its work with secondary care, it
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