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response to a patient's sickness is powerfully influenced by the
nature of its story, either positively or negatively.
Some therapeutic stories might emphasize the localized,

foreign and hostile aspects of an illness such as cancer; so that
it can be 'fought' with drugs, cut away with a scalpel or blasted
with radiation. The meaning is that the illness is not the pa-
tient's fault, it is an evil invader, but 'battling' together doctor
and patient can kill it.
However if the cancer is incurable, and defeat is certain, then

another kind of story would be appropriate. An entirely different
strategy again might be needed for the misery of grief reactions.
Brody tells how one boy was walking in the woods mourning
the death of his father, when suddenly the idea came to him
that his father had been like an old oak tree who had died so
that sunlight could reach his offspring: the young saplings grow-
ing around the trunk. His fresh metaphor produced an im-
mediate sense of meaningfulness and great relief. Admittedly
this kind of instant cure by storytelling is very uncommon, but
if a medical practitioner is able to open up the possibility of
such an insight, this extends the range of therapeutic benefit
far beyond the scope of purely physical treatments.

Stories ofsickness offers no facile answers. In practice it may
be difficult, even impossible, for a professional to achieve what
is beyond the capability of friends and relations.6 The doctor
cannot unilaterally impose an interpretation on the patient, but
'physicians, because of their special knowledge and their social
role, have special powers to construct stories and to persuade
others that these stories are the true stories of their illness'.
This requires listening to the patient's own account of his or

her life, meaningful (unstereotyped) conversation, and a genuine
sense of care (although clearly such a combination is never go-
ing to be universally available in all situations). A family prac-
titioner may be able to add to this present empathy, with a
knowledge of home and community extending into the past. By
such means the patient may be led towards at least a considera-
tion of alternative biographies.

Brody's book provides a satisfying and enriching perspective
on doctors and sickness. It demonstrates that in medicine,
abstract concepts can only get us so far, and that when reflec-
ting on the deepest ethical questions, such as the actual
experience of sickness, we require the vastly richer context of
a story.

BRUCE G CHARLTON
Lecturer, Department of Anatomy, Glasgow University
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General practitioners and psychiatry: an
opportunity for cooperation and research
M OST minor psychiatric illness is managed almost entirely

by family doctors and in this issue of the Journal
Shepherd' challenges general practice to participate actively in
the development of primary care psychiatry and research. The
family doctor is well placed for this role2 in that much
psychiatric illness is connected with family problems and is best
understood and managed in this context. Physical and mental
illness frequently co-exist and often need continuing care In re-
cent years, management protocols for diabetes, hypertension or
asthma have become quite commonplace; audit projects on the
quality of care for patients with these illnesses are rightly receiv-
ing increased attention. It is no less important to standardize
treatment plans and to evaluate the effectiveness of clinical work
in mental health care. Perhaps because less is known about
normal psychology than normal physiology, it is harder to
distinguish between the normal and the pathological in patients
with emotional or mental disturbance. Similarly, psychological
disturbance is often less visible than physical illness and is not
measurable using laboratory tests.

Early work reported by Shepherd and colleagues3 showed
that only about 5% of the patients suffering from psychiatric
disorders who were identified in their survey had been under
specialist psychiatric -care at any time during the survey year.
General practitioners also care for substantial numbers of pa-
tients who suffer from chronic mental-disorders with some degree
of functional impairment. The recent large scale closure of men-
tal hospitals has meant a shift of more 'difficult' psychotic pa-
tients from institutions to the community with more involve-
ment by general practitioners in the long term care of their
physical as well as mental disabilities. This movement has also

brought a welcome increase in personal contacts between fami-
ly doctors and psychiatrists, who now often consult in the com-
munity, with enhanced opportunities for liaison and two-way
learning. Similarly, family doctors have been brought into con-
tact, often for the first time, with community psychiatric nurses,
psychologists and others who can make direct contributions to
the care of their patients.
The research potential of these changes is enormous and large-

ly unrealized. There is now an opportunity for family doctors
in service practices to make valuable research contributions both
in individual and large scale studies. The latter, though valuable,
need to be supplemented with qualitative studies of
doctor-patient interactions. The new developments in com-
puterization combined with the advantage of the registered list
mean that British general practitioners can now make a signifi-
cant contribution to the understanding of the natural history
of these illnesses. For any real advance there is a need for the
'bottom-up approach and some population-thinking', as ad-
vocated by Harris,4 rather than a 'top-down' approach where
data are collected routinely by people who do not know why.
'Bottom-up' data are collected by people who know what the
data mean and how it may be used to improve clinical care.
Although the 'bottom-up' method is slower, more expensive and
collects smaller amounts of data, this type of approach is vital
to meaningful audit of mental health care.

Practice teams need to monitor the care they give to patients
with depression, schizophrenia, dementia, mental handicap and
alcohol and drug misuse. Chronic mental illness in the communi-
ty should also be thought of in terms of handicap as well as
of illness. It is particularly difficult to define and measure the
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quality of mental health care; most 'top-down' evaluation con-
centrates on resources and process rather than outcome.
Jenkins5 has underlined the danger of measuring only that
which is easily quantifiable, stressing the need for outcome in-
dicators relevant to the different categories of illness. She also
advocates specific strategies to prevent disease, to alleviate
disability and to restore function.

Priority in research should be given to the investigation of
the course and outcome of conditions that are managed by
general practitioners and not usually referred. The natural history
of the non-psychotic illnesses that dominate general practitioner
psychiatry remains largely unrecorded and a clearer understan-
ding of the dynamics of the referral process, not only among
doctors but among all health professionals, would lead to more
effective use of human resources. Much of our knowledge of
the action and relative value of psychotropic drugs is derived
from hospital based trials. It is therefore important to investigate
in general practice the reasons for the initial prescription and
use of psychotropic drugs, the effectiveness of these drugs and
the impact of factors such as a patient's personality and the
therapeutic setting in which medicaments are prescribed. Last-
ly, there is a need to investigate clinical applications of com-
puter technology in assisting family doctors to improve the detec-
tion, diagnosis and management of mental disorders in the
community.

While the primary task of doctors in the front line of the
health service is to care for the sick and seek to prevent illness
and handicap, we should not lose the vision of a better future
or cease to work towards it. It is over 40 years since the World
Health Organization6 defined health as 'a state of complete
physical, mental and social well being and not merely the absence
of disease or infirmity. Further research and better understan-
ding of strategies for coping with life stress could one day make
this view of 'positive' health more than a dream.

ALASTAIR F WRIGHT
Editor of the Journal
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Asthma care in general practice time for
revolution?
THE year 1990 was one of remarkable opportunity for asthma

care. The launch of the National Asthma Campaign in
January brought together all the elements of self-help, research
and fund-raising under a single umbrella, and in April the new
contract for general practitioners led to the setting up of asthma
clinics in great profusion. In September peak flow meters at last
became available on prescription and December saw the release
of the new, long-acting bronchodilator drug salmeterol. Perhaps
most significant of all was the publication in the British Medical
Journal in September and October of guidelines from a
consensus meeting for the management of asthma in adults.1"2
Other consensus meetings have also led to guidelines, notably
from Canada3 and London,4 but these have not drawn together
clinicians from both primary and secondary care. The guidelines
published in the British Medical Journal are a result of
collaboration between not only representatives of the British
Thoracic Society, the Royal College of Physicians, the National
Asthma Campaign and the King's Fund Centre but also members
of the Royal College of General Practitioners and the General
Practitioners in Asthma Group. The guidelines have been
generally welcomed.5 What then are the implications of these
guidelines for general practice?
The guidelines describe the aims of management in adults as

'to recognize asthma, abolish symptoms, and restore normal or
best possible function of the airways and reduce the risk of a
severe attack. General practice estimates of the prevalence of
asthma in adults are relatively scarce, with Horn and Cochrane
reporting 3.5% in two London practices in 19896 and Gellert
and colleagues, also in a London practice, reporting 7.2% in
1990.7 However, the evidence for both underdiagnosis8 and
delayed diagnosis9-" in children is strong; these findings, in
conjunction with the known persistence of childhood asthma
into adult life in many cases'2 makes it likely that some adult
asthmatics remain undiagnosed in primary care.

Unfortunately, being diagnosed as asthmatic and being
prescribed treatment does not lead to the abolition of symptoms.
Hilton and colleagues found that 57% of their sample of
asthmatics were avoiding activities because of their asthma and
that work or school was being missed on average 1.2 times per
year.'3 White and colleagues reported breathlessness at least
once per week in 47% of their sample and night wakening on
at least one day each week in 30%.'14 In 1989 Turner-Warwick
reported that 730% of a large sample of asthmatics in the
community were waking at least once per week and 39% every
night.15 Clearly, current management is some distance from
'abolishing symptoms. The increase in the number of deaths
from asthma in England and Wales shows that the risks of severe
attacks are not being reduced,'6 and many sufferers are
accepting the consequences of suboptimal lung function on their
lifestyle.
The therapeutic guidance for chronic asthma given in the

guidelines also presents several challenges to general practice.
Great stress is now placed on the inflammatory origins of asthma
and the need for anti-inflammatory therapy such as inhaled
corticosteroids or cromoglycate-like drugs at very early stages
of the disease. The threshold for starting such treatments has
been substantially reduced to 'patients who need to inhale a
bronchodilator more than once daily or who have night time
symptoms'. ' A great number of patients not currently receiving
these drugs may now benefit from their prescription. Gellert and
colleagues found that only 32%7o of asthmatic adults were
receiving inhaled corticosteroids and 8% cromoglycate7 Turner-
Warwick found corresponding figures of 45%7o and 21% for
asthmatics of all ages,'5 while Horn and Cochrane found
figures of 35%o and 13%.'17 The stress on anti-inflammatory
therapies is made all the more important by evidence published
since the guidelines which suggests that the trends towards the
use of regular, higher doses or longer-acting inhaled beta-
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