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challenge facing us today is whether we are prepared to
go out and find some of the answers. Pioneers,
developers, research workers, experimenters and open-
minded computer users are needed for tomorrow's
general practice. Many people do not like change, are
afraid of computers or are not aware of the changing
needs of patients, and at times there is indeed sense and
security in conservatism. In my opinion, now is not one
of them.

Many prophets have warned that we are on the brink
of a quantum leap into the future. I sincerely hope that
we can take that leap while still retaining those aspects
of general practice of lasting value to the patient and
society. Remember our motto - Cum scientia caritas.
Let us go forward under this banner.

M. G. SHELDON
Senior Lecturer in General Practice,

University of Nottingham

Clinical knowledge and education for
general practice
T HE majority of people with the majority of diseases

are first seen in general practice. It is obvious that
the least differentiated forms of illness are the most dif-
ficult to assess and the fact that problems have both
physical and psychological origin and may present con-
secutively or simultaneously adds to the problems of the
medical generalist. The very breadth of general practice
has made it difficult to study the clinical care of com-
mon diseases and there has for a long time been a tremen-
dous need to identify what constitutes good care in
general practice for common clinical problems.
The current preoccupation in general practice with

clinical standards may never end but practitioners are
ceaselessly searching for a frame of reference which
enables standards to be considered more usefully.

In Occasional Paper 27 Dr H. W. K. Acheson from
the Department of General Practice at Manchester
approaches these issues from a different perspective. First
he concentrates on what practitioners know and tests
factual knowledge albeit in a rough and ready way; and
secondly he asks groups of practitioners to describe the
actions they would make in certain defined situations. As
a yardstick he asked the same questions to groups of con-
sultants in the same specialty and thus has opened a new
debate on the relevance and appropriateness of some
forms of factual knowledge and some common actions
in general practice.
Taken alone the replies on factual knowledge are

thought-provoking. They certainly have implications both
for undergraduate vocational training and continuing
education for general practice. Equally the question of
whether or not a random group of practitioners selected
from around the country can validly be compared with
a constant group who tended to be trainers is another
question which merits discussion.

Finally the value of consultant viewpoint is a refreshing
approach but cannot in itself be taken as a yardstick of
care particularly when consultants are commenting on
conditions they rarely meet or which they normally see
at a much later stage in the natural history.

All in all, general practitioners interested in clinical care
will find food for thought in this important study which
is likely to pave the way for further analyses in the future.

Clinical knowledge and education for. general practice,
Occasional Paper 27, is available from the Publications
Sales Office, Royal College of General Practitioners, 8
Queen Street, Edinburgh EH2 IJE, price £3.50 including
postage. Payment should be made with order.

Exercise and cardiac arrest

To examine the risk of primary cardiac arrest during
vigorous exercise, the wives of 133 men without known
prior heart disease who had had primary cardiac arrest
were interviewed. Cases were classified according to their
activity at the time of cardiac arrest and the amount of
their habitual vigorous activity. From interviews with
wives of a random sample of healthy men, the amount
of time members of the community spent in vigorous
activity was estimated.
Among men with low levels of habitual activity, the

relative risk of cardiac arrest during exercise compared
with that at other times was 56 (95 per cent confidence
limits, 23 to 131). The risk during exercise among men at
the highest level of habitual activity was also elevated, but
only by a factor of five (95 per cent confidence limits,
2 to 14). However, among the habitually vigorous men,
the overall risk of cardiac arrest - during and not dur-
ing vigorous activity - was only 40 per cent that of the
sedentary men (95 per cent confidence limits, 0.23 to 0.67).
Although the risk of primary cardiac arrest is transient-

ly increased during vigorous exercise habitual vigorous ex-
ercise is associated with an overall decreased risk of
primary cardiac arrest.

Source: Siscovick DS, Weiss NS, Fletcher RH, et al. The incidence of
primary cardiac arrest during vigorous exercise. N Engi J Med 1984;
311: 874-877.

648 Journal of the Royal College of General Practitioners, December 1984


