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ROUTINE MEDICAL EXAMINATIONS
A small series
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T HIRTY-SEVEN men aged 40 to 49 were offered a routine
medical examination. Twenty-eight accepted and were

examined. The objects of the series were:
1. to discover unknown disease ('the clinical iceberg': Last 1963);
2. to record base-line physiological data;
3. to take a personal and family medical history;
4. to assess the feasibility of routine examinations in present day general

practice;
5. to assess the demand by patients.

Method

All the men in their fifth decade living in one town on our practice
list were identified from the age-sex register, and a letter was sent
to them inviting them to have the examination. A second letter
was sent to those who did not reply to the first: this elicited only one
further acceptance. The examination was performed on one
evening each week in the outpatients' department of our cottage
hospital. The examination usually took just over an hour, and a
short follow-up appointment was made to discuss the findings.

The examination consisted of:
1. a questionnaire for the personal and family history;
2. a Cornell Medical Index (Brodman 1949,1951; Brown 1962; Ryle 1962);
3. a full routine physical examination (including rectal examination);
4. urine testing for albumin, sugar, microscopy and culture;
5. blood testing for haemoglobin (Ashworth 1963), smear, ESR, WR, 2 hour

post-prandial blood sugar (Sharp 1964, Wilkerson 1955, 1959); and
cholesterol (Dawber 1957, 1962; Kannel 1961; Morris 1963)

6. ECG (nine leads);
7. spirometry with a vitalograph (Garbe 1964);
8. Schiotz tonometry (Luntz 1963, Perkins 1965);
9. a chest x-ray appointment was made.

Results

In the selected area there were 802 patients on our list, of whom
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37 were men in the fifth decade. Twenty-eight of these had the
examination.

(1) Unknown illness. The yield was small (table I). I have
omitted the considerable amount of disease already known to the
doctor, and recorded in the MRE, although the opportunity was

TABLE I
PREVIOUSLY UNKNOWN DISABILITIES

Major .. Myocardial infarction

Minor .. Pruritis ani (two cases)
Wax (three cases)
High-tone deafness
Early varicose eczema
Partial nasal obstruction
Mild scoliosis
Mild hypertension
Moderate enlargement of prostate

profitably used by both the doctor and the patient to review the
management of these problems. The physical examinations and
ECGS were otherwise within normal limits.

(2) Base-line data. Table II shows the results of the physiological
measurements, with my assessment of their clinical significance.
There are of course differences of opinion about management: e.g.
a high blood cholesterol (Cameron 1967, Wright 1967 give opposing
views in recent letters). My criterion was to advise the same
management of an alleged abnormality as if it was discovered in
the surgery; I am naturally reluctant to start long-term treatment on
speculative evidence.

(3) Personal and family history. Conversation with the patient
during the examination engendered a personal relationship: I heard
their childhood experiences and early trials, present problems and
future hopes. This result is not quantifiable, but has, I suspect, been
the most valuable outcome so far as subsequent management is
concerned. Some details are shown in table III.

(4) Feasibility. These examinations were time consuming to
arrange and perform. They are unlikely to be possible on a wide-
spread basis until adequate ancillary help, diagnostic facilities and
finance are available. It would be unfortunate if local authority
clinics provided the service instead of general practitioners (Donald-
son 1965).

(5) Patients' demand. There is undoubtedly considerable demand
by patients of all classes and states of health. Our present 'demand'
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TABLE III
SOME RESULTS FROM PERSONAL AND FAMILY QUESTIONNAIRE

Adverse childhood factors (Hamilton 1962)

Total factors per patient 0 1 2 3 4 da-loss of ne parent
Number of patients 15 6 3 3 1 parental discord
Individual factors .. a b c d c-harsh treatment
Number of patients 9 5 2 9 d-poverty, severe

upheaval

Family history of sudden
death under 65 years .. 8 (family not known in 3)

Immunization history Tetanus Smallpox Polio
Number of patients .. 24 25 2

Cigarette smoking per day 0 1-10 11-20 20 plus
Number of patients .. 13 8 5 2

Alcohol None Moderate heavy
Number of patients .. 5 20 3

Employment in last 10 years 1 2 3 plus
Job .. .. .. 19 5 4
Employer .. .. .. 18 5 5

Allergy Sulfas, rubber, Penicillin
None polyanthus, wvasp/bee sting

tomatoes
Number of patients .. 20 1 each 2 each

Daily exercise (walking) miles 0-2 3-4 5-6 7-8 9-10 Not known
Number of patients .. 8 11 3 1 3 2

Consultation rate (no. for pre-
vious 3 years from MRE) None 1-S 6-10 17, 21 & 36 Not known
Number of patients 3.3 14 7 1 each 1

system of medical practice is commonly felt to be too haphazard
and unscientific. Health education will increase the demand by the
public and the press for facilities for 'check-ups' and early diagnosis.

Discussion
The results of this small uncontrolled series cannot be statistically

significant, but some general guide-lines for the future can be
suggested. Patients feel there is a need for some kind of routine
"servicing', and in spite of our reasonable doubts about present
effectiveness, patients' needs will determine the medical care we
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provide. The future is more promising, as we develop the necessary
technical systems for multiphasic physical measurements, methods
of personality and psychological assessment and the computers to
record and correlate the multitude of variables involved. More
important is the need for more knowledge of the natural history of
disease in order to interpret the results of early examination. The
Royal College of General Practitioners is ideally placed to conduct
this long-term research.
The interpretation of our present results in the individual patient

is difficult and uncertain; e.g. the meaning of the frequent 'abnormal'
vitalograph results, or the high blood cholesterol levels. High
yields in screening surveys can be obtained by setting low levels of
abnormality for the physiological parameters, in order to avoid any
false negatives. This is the temptation of a public health screening
programme, and the false positives have to be sorted out in follow-
ups (probably by the general practitioner). By using a 'border-
line' category I have tried to avoid this danger-as the patients'
family doctor, I can record information for future use, perhaps as
an early warning rather than an indication for action. The general
practitioner should be the doctor to interpret the results of any
screening procedure for his patient, if mechanical medicine is to be
avoided (and perhaps the unwise fashions in prevention that enthusi-
asm can engender), (Handfield-Jones 1965).
The idea of the routine medical examination is not new; it has

been a recurrent theme for most of this century. Many papers have
been published, mostly in USA. (Breslow 1955, 1959; Elsom 1960;
Weinerman 1952; Wilson 1961; Logan 1963; Ashworth 1959;
Wright 1966), yet on the whole, the results have been disappointing,
and only few patients of executive status and income have regular
examinations. The future for presymptomatic diagnosis and indeed
prevention is more hopeful, if the necessary research can be pursued.
Selective screening of particular age-groups for diseases with some
chance of prevention or treatment is likely to be the most productive
in the immediate future (Wilson 1963; Siegel 1966; 'Screening' 1963).

Summary
A series of 28 routine medical examinations is reported, and

tentative criteria for management are suggested. The difficulties
and possibilities of routine examinations are discussed, and a plea
is made for the Royal College of General Practitioners to initiate
long-term research.
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Medical students and general practice. R. J. C. PEARSON, M.A., M.B., M.P.H., T. S..
EIMERL, D.S.C., V.R.D., M.D. and P. S. BYRNE, O.B.E., M.D., F.R.C.G.P.
Lancet. 1968. 1, 81.

This report is based on the answers to questionnaires sent to medical schools
general practitioners who have had students in their practices, and final-year
medical students who have been so attached. The present schemes were found
to be "amateur, haphazard, and to have little academic supervision". A major
defect appeared to be lack of formal follow-up in the medical school after the
attachment-"Reports from the students are -rarely called for and even more
rarely discussed".
On the other hand both general practitioners and students regarded the

attachments favourably. Suggestions for improvement by the students include
better examination facilities, more time per patient and more explanation and
demonstration on the handling of personal and emotional problems in practice.


