
Editorials

Laboratory medicine in primary health care

A LTHOUGH simple laboratory tests have been performed
At'1.in primary health care for many years, recent technological
developments have made it possible to do a much wider range
of tests nearer the patient ('near patient testing').'-3 Many of
these tests require little equipment and a non-technical person
such as a nurse can often obtain a result within a few minutes.
In the United States at least 20% of all laboratory tests are now
done in doctors' offices.4 The proportion is probably smaller
in most European countries, but the growing importance of
primary care, together with economic and social factors, will
inevitably lead to an increase. There are also a few tests which
can be done by the patient. Some of these can be purchased
'over the counter, but others (such as blood glucose meters us-
ed by diabetics) are becoming important for patient manage-
ment. At the same time the use of the hospital laboratory by
general practitioners is being influenced by new methods of com-
munication technology, such as computer linkages which allow
rapid transmission of results and two-way access to information.
At a time of rapid change, a recent conference report' pro-

vides a salutary reminder that both laboratories and doctors in
primary care will need to modify their methods of working to
make the best use of these new opportunities and avoid some
of the pitfalls. Access to laboratory tests is no longer a major
problem: the fundamental question is not whether it is possible
to do the test, but whether it is worth doing and, if so, where
it should be done and who will pay for it. As in all branches
of medicine, the need for cost-effectiveness is paramount.
At present the requirements for laboratory medicine in

primary health care are ill-defined, but they differ in many
respects from those of hospital medicine. The nature of the
clinical problem, the prevalence of disease, and the need for
urgent testing are different. In primary care there are increas-
ing demands for laboratory tests in occupational health, preven-
tive medicine and health educational programmes. There are
wide variations in the numbers and types of laboratory tests
requested by general practitioners.6 The reasons for these dif-
ferences, and their impact on patient care, need investigation.
More data are needed to provide a baseline for assessing the
effect of introducing new technologies and working practices.

Advantages and disadvantages of near patient testing

Some of these new technologies are already well-established in
primary health care: for example, pregnancy tests, blood glucose
meters for monitoring diabetics, and tests for use in opportunistic
screening, such as blood cholesterol measurements. However,
the glamour associated with some new technologies, and com-
mercial pressures for their wider use, create problems. Doctors
need better information about the capabilities, advantages and
disadvantages of near patient testing. The main benefits are
claimed to be that it saves time and is more convenient for both
the patient and the doctor, and that the test may earn a fee.7
The patient's compliance is likely to be improved if the test is
done and treatment or advice given in a single visit. However,
several reports have shown that the analytical quality of tests
performed outside the laboratory is often poor.4'8 In some cases
this seems to be due to the poor technique of the operator,
inadequate training, and the lack of quality assurance pro-
cedures.9 As a result, many laboratory workers are reluctant to
encourage near patient testing because they believe that the
results are inferior to those which they can provide. When tests
are done in primary health care the doctor must take respon-
sibility for the quality of the result, even if one of his staff per-

forms the test. Responsibilities must therefore be clearly defin-
ed, and the implications - legal, social as well as clinical -
understood by all concerned.10 All staff who perform the test
must be trained and mandatory routines for quality assurance
applied.9"' In selecting equipment, the doctor may lack the
knowledge and experience to distinguish a good instrument from
a poor one, or even to realize that there are important differences,
and that no technique is foolproof. He therefore needs help, and
must be encouraged to seek this from laboratories before he
starts testing, and not later when he runs into problems.9
Laboratory staff are more likely to collaborate if they are involved
at an early stage. They can help by evaluating the suitability of
new tests and equipment for use in primary care, paying par-
ticular attention to the degree of skill required and the environ-
ment in which the test is performed. In addition they should
advise on the selection of equipment, help with training, and
supervise quality assurance procedures. It is essential that the
results of office tests do not conflict with those obtained by the
laboratory. As an additional safeguard, it is useful -to consider
the award of certificates of competence to operators who have
demonstrated that their results are reliable. This would give
everyone confidence in the procedures used.

Selection of appropriate tests

As new technologies develop, the range of tests which can be
done in general practice is constantly increasing, and the article
by Hilton in this issue (p.32) draws attention to some of those
now available in the UK. Whether these are worth doing is a
different question. Wherever tests are performed, doctors in
primary health care need advice on how to make the best use
of laboratory medicine, including:
- the selection of appropriate tests for a given clinical situation;
- where these tests should best be done, and the cost;
- preparation of the patient and collection of the specimen;
- safety precautions (for example in a case of suspected
hepatitis or acquired immune deficiency syndrome);
- when the result will be available;
- interpretation, including reference values (which may be
different from those of hospitalized patients);
- the need for confirmatory or supplementary testing (for-
example monitoring), and where this should be done.

The need for collaboration
Educational programmes and refresher courses on these topics
should be organized by staff in laboratory medicine and sup-
plemented by handbooks and newsletters on how to make the
best use of the local laboratory. At present it is difficult to iden-
tify which tests would be most effective in general practice
because there is little information about what testing is done
now. There is an obvious danger that testing will proliferate as
it becomes easier to do, particularly when its unit cost appears
to be small. However, cheap tests done in large numbers cost
a lot of money. The best approach to these problems might be
the preparation of local guidelines jointly by laboratories and
general practitioners. These should include information about
the effectiveness of the tests in terms of the clinical actions taken
and the outcome. These should be followed up by continuing
and regular monitoring and audit of test usage, in which everyone
should be encouraged to participate. This collaboration should
include advice on which tests can (and which should not) be
done in primary health care and which should be sent to the
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central laboratory. There is considerable scope for research on
the most cost-effective ways of providing laboratory services to-
primary health care: for example, tests could be done in larger
health centres at predetermined times, by a visiting member of
a local laboratory (or even by a peripatetic laboratory) who could
also replenish reagents and quality control materials which may
be unstable, used infrequently, and relatively expensive. The
choice between these and other alternatives will depend on many
practical factors, which will change with time. The best blend
between them will only be found through local discussion and
agreement.
Much greater effort needs to be made to involve laboratory

staff working in hospitals, who are often unaware of the needs
and problems of primary health care and who need education
about these. They should be encouraged to visit primary health
care centres where they can see the problems at first hand and
can help with training and quality assurance. Although they are
familiar with quality assurance techniques used in laboratories,
they may not appreciate the difficulties which practitioners have
in applying these to office testing, or some of the wider aspects
of quality assurance.-For example, laboratories rarely have the
information about outcome which could be used to assess the
effectiveness of the tests they do.

Although the proposals made in the World Health Organiza-
tion report5 seem practical and sensible, incentives are needed
to improve the effectiveness of laboratory medicine in primary
health care. Reimbursement policies can be used to influence
the quality, and sometimes quantity, of analytical work. For ex-
ample, reimbursement can be made conditional on participation
(and satisfactory performance) in approved quality control pro-
grammes. However, this would have little influence on the ap-
propriateness and effective use of tests. For these, the best incen-
tives are professional accountability, peer review, the intellectual
pride and curiosity of health care professionals, and social press-
ures. All of these need nuturing and encouragement to make
them effective. Communication and collaboration must be im-
proved at all levels - local, national and international. Every
country is now facing similar problems of cost-effectiveness of
laboratory medicine, and regular exchange of information would
enable everyone to learn from the mistakes and successes of
others.

PETER M G BROUGHTON
Wolfson Research Laboratories, Queen Elizabeth

Medical Centre, Birmingham
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RCGP
Information LIBRARY SERVICES
Resources Library
Centre The Geoffrey Evans Reference Library

at Princes Gate is open to visitors from
9.00 to 17.30 hours, Monday to Friday,
and general practitioners and their staff
are always welcome.

The Library has been collecting material
on general practice since 1960 and has
a unique collection of literature in-

cluding over 5000 books and 150 general practitioners' theses.
The Library subscribes to over 180 periodicals and has over 300
subject files containing articles, reports and pamphlets on
specific topics from A4 Records to Young Practitioner Groups.
Also available for consultation in the Library are collections of
practice leaflets, annual reports, audits, premises plans and
record cards.

Particularly important for the information services provided by
the Library has been the development of a database of general
practice literature (GPLIT). This covers bookstock held by the
Library together with journal articles, newsletters, reports,
pamphlets, audio-visual material and any other information
source relating to general practice. Established in 1985, the
database at present consists of 8000 subject-indexed items with
350-400 items being added each month. The current awareness
publication, New Reading for General Practice, which is
circulated widely to postgraduate medical centres, researchers,
trainees and trainers, is now produced from this database, as
is the College Journal author index, theses list and various book
lists.

Enquiry Service (Ext 220 or 230)
Using the resources of the Library and in particular the unique
GPLIT database of general practice material, the Enquiry Service
can provide information on all aspects of general practice except
legal and financial matters.

Photocopying and Loans Service (Ext 244)
The IRC runs a photocopy service for journal articles which is
available to Fellows, Members and Associates at a discount rate.
These requests can often be satisfied from the Library's
periodical holdings but may also be obtained from the British
Library or other local medical libraries through the inter-library
loan service.

Although the main bookstock is for reference use, College
publications are available for loan.

Online Search Service (Ext 254)
This service is available at a reduced rate for Fellows, Members
and Associates and offers access to numerous commercially
available computerized databases on virtually eVery known
subject, specializing in the Biomedical Sciences. Online searches
take a fraction of the time involved in a manual search and can
more easily accommodate multiple search terms or specific
research parameters. Results are normally sent out within three
working days on receipt of the request but if required, urgent
searches can be undertaken within 24 hours. Staff are always
happy to discuss search requirements and can advise on other
sources of information, such as the College's own database,
which may also be of relevance

All the above IRC services are available to personal callers from
9.00 to 17.30 hours, Monday to Friday and can also be accessed
by telephone or letter. Demonstrations of the College GPLIT
database and the Online Search Service can be organized by
prior arrangement.

Reader Services Librarian: Clare Stockbridge Bland.
Technical Services Librarian: Leonard Malcolm.
College Librarian: Margaret Hammond.

RCGP, 14 Princes Gate, London SW7 1PU. Telephone: 01-581
3232.
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