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What our practices teach us
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Introduction
WILLIAM PICKLES will be particularly remembered for

his book on his research, Epidemiology in country prac-.
tice. I It is a comforting thought that among the thousands of
biomedical publications each year, this book still stands out for
its quality more than 50 years after its first publication. It of-
fers the reader of 1992 an insight into Pickles' reasoning behind
the collection and analysis of data on his patients.

Pemberton's biography describes the favourable circumstances
which allowed Pickles' exceptional potential as a researcher to
be realized.2 It was reading Mackenzie's book The principles of
diagnosis and treatment in heart affections3 at an appropriate
time in his career that stimulated him to carry out research in
his own practice. In one of his first pieces of research in 1928,
Pickles studied an epidemic of infectious hepatitis, at that time
known as catarrhal jaundice.2 The epidemic was unusually
severe and, as a consequence, many cases could be traced and
analysed. Researchers will appreciate the importance of this
stroke of luck: it offered plenty of opportunities to revise and
adapt his data collection, an experience that prepared him well
for later studies. William Pickles was an outstailding man. The
tools he used for his work, on the other hand, were fascinating-
ly simple: a chart, a map of the practice area, a pocket diary
and a pencil enabled him to unravel the nature of infectious
diseases and their spread in the population - prime clinical
challenges at that time.

There is an additional feature of Pickles' method of research
I would like to emphasize: he studied patients in the context of
his practice, the practice population. The theme for this lecture
will be long term morbidity and practice oriented research. In
the light of the European dimension of Royal College of General
Practitioners' spring meeting, I shall be drawing on European
research, mainly from the Netherlands.
The concept of the practice population as the target of study

has been fundamental in the development of general practice
research in the United Kingdom4 and in the Netherlands.5'6 In
other countries, the organization of health care is different, and
the practice population is a less obvious entity. For many years
this has obstructed the exchange of general practice experience.
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However, the episode-oriented analysis7 enables international
comparison in general practice. It is encouraging that recent
majorgeneral practice studies have emphasized the similarities
in European primary care.
An analysis of morbidity in Belgian general practices8 pro-

duced a diagnostic and therapeutic picture almost identical to
that in the Netherlands despite the differences in the structure
of health care beween the two countries. In the care of elderly
people general practitioners in Germany9 have been facing
clinical problems in prevention, prognosis and psychosocial
impact of disease identical to those in the UK'° and the
Netherlands." The findings of a European study exploring the
reasons why patients consult their general practitioners underline
the essential concurrence between most countries in patients'
reasons for consulting. Therefore, when Dutch practice research
is presented here, it is in the belief that it is relevant to most
family doctors throughout Europe.

In the following examples of longitudinal research on mor-
bidity, I shall focus on respiratory illness (asthma and chronic
bronchitis) in children and adults. Hasler described the challenge
of long term care as the very stuff of general practice.'3 The
relationship between the epidemiological aspects of general prac-
tice morbidity and pathophysiological features of illness was an
important aspect of Pickles' research, a point highlighted in the
studies concerning long term outcome reviewed here.

Trends in morbidity
Many of the clinical challenges in general practice have chang-
ed since the days of Pickles. Studies of morbidity trends in
general practice give a frame of reference for general practitioners
and represent the clinical challenges of general practice today
and in the future. A number of long term studies of trends in
morbidity have been undertaken.

Fleming and colleagues demonstrated changes in morbidity
in general practice in England and Wales between 1971 and
1981.1" The Nijmegen continuous morbidity registration has
been recording all episodes of morbidity presented to the general
practitioner since 1967.1 116 TWo of the four practices involved
in the continuous morbidity registration took part in an earlier
study by Huygen when he analysed family morbidity between
1945 and 1965.5 Linking these two data sets enabled a survey
of trends in presented childhood morbidity between 1945 and
1990 (Van den Bosch, et al. Unpublished results).
Van den Bosch and colleagues found that as expected, substan-

tial changes in morbidity took place over that period. Childhood
diseases such as pertussis, diphtheia and measles virtually disap-
peared. The prevalence of bacterial skin infections greatly reduc-
ed while the prevalence of asthma and fungal skin infections
increased. Many more episodes of non-serious morbidity are
treated today than shortly after the second world war. Interesting-
ly, there has not been a steady increase in mnorbidity over the
years: since the late 1970s the total number of illness episodes
diagnosed, including psychosocial problems has been gradual-
ly declining. Chronic morbidity, however, has shown a steady
increase during this period. This puts chronic disease at the top
of the general practice agenda.

Essential for proper care is information on the long term
perspective: the natural course of an illness and its prognosis.
Outcome should be measured not only in terms of survival but
in quality of this survival. This information is vital today, just
as information on epidemic catarrhal jaundice, its early signs
and its spread in the population were important in the days of
Pickles.
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Chronic respiratory problems in children
The childhood morbidity data presented here are based on a
series of cohort studies using the Nijmegen continuous mor-
bidity registration records,'5"6 and data from Huygen's study.5

Early childhood is associated with a high level of morbidi-
ty.'5"7"8 Illness episodes are not evenly distributed among the
children in the practice (Kolnaar, et at. Unpublished results).
There are many factors influencing the recording of illness
episodes at this age including' biological, social and economic
factors. The nmost important of these appears to be the child's
parents and their inclination to consult the general practi-
tioner.'9 But what are the consequences for the longer term
perspective? In a study of 109 patients whose medical history
could be followed for up to 40 years we found a continuity in
presented morbidity (Van den Bosch, et al. Unpublished results).
The number of illness episodes presented by a patient in any
five year period correlated significantly with the number of
episodes presented in the following five years. However, the mor-
bidity pattern of early life did not predict health status in early
adulthood. This was confirmed in an extensive investigation which
took into account pre-symptomatic morbidity.20 It did not
reveal any differences in health withiit the group aged between
21 and 40 years that could be related to morbidity in early life.

Respiratory illnesses are of particular importance in early
childhood.'5 These infections may play a role in the develop-
ment of bronchial hypersensitivity, which in turn may trigger
the development of asthma.2'-24 The failure to control establish-
ed persistent hypersensitivity has been implicated in poor out-
come of asthma.24 The high number of respiratory infections
suffered in the first two years of life remained a characteristic
of the patients for some years, but at eight years old the pattern
seemed to have normalized.'5 A later survey of the same
population of approximately 900 patients in their adolescence
(10-20 years old) found a 21% prevalence of asthma symptoms
(Kolnaat, et al. Unpublished results). On the basis of additional
spirometric data, 14%o were classified as suffering from asthma.
Their early childhood medical history pointed to an increased
prevalence of acute bronchitis and early asthma, compared with
the non-asthmatic adolescents.
Asthma is the principal chronic illness of adolescence.

Respiratory illnesses in early childhood are related to the
prevalence of asthma and represent a potential area for general
practitioners for early recognition and intervention, particular-
ly when the illnesses are acute bronchitis and pneumonia.
General practitioners who have made a diagnosis of asthma in
a young child should be reluctant to drop this label later, even
when the patient may have been free of symptoms for a long
time. As a guideline for management, it should be accepted that
only a minority of children grow out of asthma.

In general, early childhood morbidity predicts the levels of
morbidity in later years (between the ages of 10 and 30 years).
Parental illness behaviour (parents' behaviour when the child
is ill and, more importantly, parents' behaviour when they
themselves are ill) seems to affect the patient's subjective health
status during the first 15 to 20 years of life. Intervention should
concentrate op counselling parents to cope with a sick child.25
The findings of a recent drop in the number of episodes of non-
serious morbidity treated in general practice may be an indica-
tion of the effectiveness of this parental counselling strategy.5'25
Encouraging long term management is essential for a child's
future.

Chronic respiratory problems in adults
Asthma and chronic bronchitis are two of the most common
chronic diseases in adults. The joint prevalence is 30 ppr 1000,
both in the UK26 and in the Netherlands;27 the majority of
these patients are treated by general practitioners. Long term

management includes drug therapy, advice, avoidance of irritants
and other non-pharmacological interventions. Drug therapy and
other interventions will be used by patients for many years.
Therefore, evidence of the long term effects is essential. Long
term objectives should be defined: the lasting control of symp-
toms, the safeguarding of the patient's functional status28 and
the preservation of respiratory capacity. The latter must be con-
sidered in relation to the physiological decline that occurs from
the age of 20 years onwards.29

For the control of symptoms, preventive treatment and bron-
chodilator drugs can be prescribed.30 Bronchodilators can be
easily administered by the patient, who is able to assess their
effect quickly. Therefore, patients can take these drugs when re-
quired, as an early intervention for symptoms, or as a way of
preventing symptoms. In one study, the long term effects of a
regular, fixed daily dose of bronchodilator therapy were com-
pared with use when the patient felt it was necessary (on-
demand).3' A group of 223 adult patients with mild or
moderately severe asthma or chronic bronchitis were studied over
four years. No patients were taking steroids at the commence-
ment of the study and all were being treated in general practice.
During the first two years, only bronchodilator therapy was
prescribed, with patients having been randomly allocated bet-
ween the on-demand therapy group or the regular therapy group.

After two years, approximately 300o of patients showed a
decline in their respiratory capacity of a mean of 160 ml yr-
in excess of the physiological declixie, as measured by the forced
expiratory volume.32 This finding was true for both patients
with asthma and those with chronic bronchitis. Decline in
respiratory capacity was not related to the frequency or severity
of symptoms and it could not be predicted from the
sociodemographic, clinical or spirometric information available
at the start of the study.33 Of particular interest was the effect
of regular and on-denand use of bronchodilators: patients on
a regimen of regular bronchodilator therapy showed a decline
in their respiratory capacity of 72 ml yr-' compared with those
only using their drug. when they felt the need to do so, who
showed a decline in their respiratory capacity of 20 ml yr-1.32

In the second part of the study, inhaled corticosteroid treat-
ment (beclomethasone diproprionate) was offered to all 57 pa-
tients with a fast decline in their respiratory capacity. During
the first six months of this additional treatment, the mean forced
expiratory volume increased by 226 ml yr -'. Between six
months and 12 months of therapy, the mean forced expiratory
volume declined by 41 ml yr-1. However, this decline was less
than the decline experienced when patients were on bron-
chodilator therapy alone.34 Restoration of the respiratory
capacity was achieved for patients with asthma. Patients with
chronic bronchitis improved to a lesser extent but there was still
a downward trend in their respiratory capacity. Control of bron-
chial hypersensitivity could be related to this outcome;
The study teaches general practitioners of the importance of

managing chronic respiratory disease: asthma and chronic bron-
chitis are progressive diseases with a long term development. This
progression will be seen in general practice but so far cannot
be inferred from symptoms or from other clinical data. As a
consequence, there is a case for the systematic monitoring of
lung function in patients with asthma and chronic bronchitis.
This study contributes to a better understanding of the essen-
tials of airflow obstruction, and particularly of the role of
hypersensitivity and inflammation. Effective long term interven-
tion depends on the control of the process of inflammation24
Elimination of irritants and the use of inhaled corticosteroids
may be essential elements of treatment. Bronchodilators are im-
portant tools in controlling symptoms, but should be'restricted
to short term, on-demand use. These drugs have no role in the
long term prevention of symptoms and might, when used over
a long period and as the sole therapy, do more harm than good.
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It is vital to explore further the mechanisms of airflow obstruc-
tion. Clinical research in general practice can make a valuable
contribution.

Lessons from the practice
The challenge of general practice is to provide comprehensive
primary medical care over many years for patients in their social
and family environment: this is its accepted role in most coun-
tries. The challenges change over time as a result of the changes
in the prevalence of diseases and the diagnostic and therapeutic
possibilities of medicine, but also as a result of changes in
patients' demands and expectations.

It is a long time since Pickles studied his patients in
Wensleydale; medicine, and with it general practice, has altered.
But there is one similarity between the Pickles' era and today:
the answer to most challenges can be found in general practi-
tioners' clinical experiences - the practice.

This paper has concentrated on examples of the long term
perspective of primary care. This was a deliberate choice because
long term care is essential in the treatment of chronic diseases
and general practice is the correct place for such care to be pro-
vided. From this position, it is a logical consequence to build
a case for longitudinal research in general practice.

In studying patient outcomes, it is essential to use patient
oriented outcomes together with a disease specific frame of
reference, an area of development where much remains to be
done. However, international cooperation in general practice has
been remarkably successful in classification, 735 in defining a
glossary of general practice36 and in exploring patients' func-
tional status as a relevant outcome37 for general practice
research and patient care.

Research has to be thorough and needs specific expertise: this
requires concentration and specialization. The programme of
longitudinal research in Nijmegen was a deliberate choice, but
chance also played a part. The stability of a practice
population'5"6 enhances longitudinal research. In this respect,
it is important that the clinical content of general practice care
is essentially the same in many European countries. In other
words, as it will be possible to exchange clinical lessons from
practice, general practice researchers should be encouraged to
concentrate on the type of research at which they are particularly
good. This is an incentive for focused primary care research pro-
grammes and for more exchange in international general prac-
tice research.
The results of long term studies have important consequences

for the definition of adequate primary care. The field of quali-
ty assurance was reviewed by Boland in the 1991 William Pickles
lecture.38 The study of the long term outcome of the treatment
of airflow obstruction is a useful example. It pointed to the un-
favourable outcome in a substantial part of what were, at first
sight, mild cases. It also pointed to the need to focus the treat-
ment in this group on airway inflammation. This experience will
be used by the Dutch college of general practitioners in its cur-
rent standard-setting strategy39 to set a standard for the
diagnosis and treatment of asthma and chronic bronchitis. It
illustrates the close relationship between patient oriented research
and quality assurance. This close relationship was the reason
for introducing a working party on quality assurance into our
patient oriented research.40 This working party works together
with members of the Maastricht department of general prac-
tice and exemplifles the possibilities of structural cooperation
in research.
The impact of-what the practice can teach us is essentially

even broader. Long term outcomes, understood in a patient
oriented frame of reference, is what all of medicine is about.
This should, therefore, be included in the clinical teaching of
all medical students. There is a growing concern about the chang-
ing role of the teaching hospital in academic patient care.

Teaching at the patient's bedside has been fundamental in
medical education since its introduction by Boerhaave in Leyden
University in the 18th century and has been important for the
development of medical schools throughout Europe.4' Bedside
teaching is now under pressure, time and financial constraints
having resulted in an increasing number of technological inter-
ventions in teaching hospitals having to be performed on an in-
creasingly select group of patients. Medical faculties are becom-
ing the place 'where ever more is taught about less and less'.42
This development should be seen as an extra stimulus for general
practice to contribute its share in medical undergraduate
teaching. So far, the emphasis of general practice teaching has
been on vocational training at the expense of the teaching of
medical students. General practitioners must take up that task
and we should teach what we in our practices are good at: the
lessons from our practices. Long term care is but one of the ex-
cellent examples of what general practitioners are able to con-
tribute to medical education. There is also a vast teaching culture
we have to offer: the teacher-learner approach used in vocational
training43 offers a direct student centred, patient oriented ap-
proach so relevant for today's medical students. In this way, the
teaching of knowledge can easily be combined with supervision
of skills. It is our obligation to organize our teaching and
teaching practices" in such a way that all future doctors are ac-
tively included in the lessons from our practices.

Conclusion
This paper has concentrated on the long term perspective of
general practice. Much has changed since Pickles enriched
medicine with the magnificent observations from his patients.
What should not be forgotten is Pickles' overall lesson: it is from
our practices that we learn the essentials of medical practice.
In the first chapter of his book,' he acknowledged the inspir-
ing words of Mackenzie, stating 'that it was the family doctor
who alone saw disease in its true perspective, as he had the ad-
vantage of observing early symptoms and following an illness
from beginning to end. Years later this statement has lost none
of its value.

Pickles summarized the obligation of general practice at the
close of his first chapter: 'We are in a position to supply facts
from our observation of nature, and it is, I feel most strongly,
our plain duty to make use of this unique opportunity.' I am
convinced Pickles had medical research in mind when writing
his message. With Pickles' help we have come a long way in
research. The message, however, is still as true today as it was
in 1939.

It is probably even more important today to add medical
education to Pickles' message and to live up to it. It is our duty
to supply our unique observations to the education of medical
students. Essential fields of medical education will be left unex-
plored unless the general practitioner takes up the position of
a teacher for medicine generally. The general practitioner has
lessons to offer from the practice, including long term care of
patients and their families. Here, research and teaching com-
bine the knowledge, wisdom and skills vital to provide what has
always been the hallmark of the Royal College of General Prac-
titioners, and what must be the hallmark of every doctor prac-
tising in whatever field of medicine: cum scientia caritas.
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College Publications
CLINICAL CARE

Information folders on clinical care contain a booklet, usually by
a practising GP, a protocol for management of the disease, and
other material such as record cards and patient leaflets. Titles
available:
Epilepsy £5.00 (£6.00 non-members)
Cervical Cytology £5.00 (£6.00 non-members)
Diabetes £12.50 (£15.00 non-members)
Parkinson's Disease £7.00 (£8.00 non-members)
Coronary Heart Dlsease £6.00 (£7.00 non-members)
Terminal Care £13.00 (£15.00 non-members)
Depression £14.00 (£16.00 non-members)
Rheumatoid Arthritis £14.00 (£16.00 non-members)
Minor Surgery £13.00 (£15.00 non-members)
Multiple Sclerosis £14.00 (£16.00 non-members)

All the above can be obtained from the Sales Office, Royal College
of General Practitioners, 14 Princes Gate, London SW7 1PU.
(Enquiries, Tel: 071-823 9698). Prices include postage. Cheques
should be made payable to RCGP Enterprises Ltd. Access and Visa
welcome (Tel: 071-225 3048, 24 hours).
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