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THIS is a lecture which will look to the future. But we should
begin by acknowledging the past. William Pickles was 15

years old before the nineteenth century was out, and had died
before I became a doctor. I felt a need to search for him in his
writings, biography and, indeed, at Aysgarth. The pilgrimage
naturally included finding his grave. It is altogether as one would
expect of the man whose character radiates so clearly from every
page written by or about him, a simple unpretentious part of
the community in which he lived. He is buried with Gertrude,
his beloved wife and valued research assistant. Next to Pickles
lies Dean Dunbar, his loved and loyal partner who died 34 years
before him. Not only did they share the responsibility of collec-
ting that famous data, but Pickles took a month's study leave
every year' - how many of us have partners who would will-
ingly cover for such periods? A great deal of Pickles' achieve-
ment must be due to Dunbar's support, and since a large part
of this lecture is about teamwork it seems appropriate to start
by recognizing and remembering this little team, still together
in Aysgarth churchyard.

The scope of modern general practice
Developments in primary care, even in the 14 years that I have
been in practice, have transformed our care at a pace which
sometimes seems daunting, not least because as each area of
general practice becomes better understood, it is highlighted in
its turn as an inspiration for improvement. Bain expressed the
position with clarity when he described the 'should'
phenomenon2 by which 'circulars, reports, occasional papers
and discussion documents accumulate in the in-tray all subscrib-
ing to what general practitioners should do' I am reminded of
a teacher friend who relabelled his 'in'. 'out' and 'pending' cor-
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respondence trays 'too soon'. 'too late' and 'too difficult'. We
need to find a better solution.
One of the more helpful contributions to the 'should'

phenomenon is the consultation analysis of Stott and Davis.3
They demonstrate the potential which each consultation offers
for managing presenting problems, reviewing continuing pro-
blems, taking the opportunity to carry out preventive care, and
- often forgotten - influencing the future consulting behaviour
of the patient. With only a slight change a similar format can
be used to summarize the scope of primary care itself (Figure 1).

Management of Development of
presenting problems patients' participation

and autonomy
Care of chronic Prevention of disease
disease and disability and promotion of health

Figure 1. The scope of general practice.

Management of presenting problems
In the late 1960s and early 1970s it was the management of
presenting problems, particularly in the context of the analysis
of the doctor-patient interaction, which held most attention.
Balint explained how the doctor's behaviour can affect patients'
ability to express their problems, and indeed affect the course
of the illness itself.4 Byrne and Long extended this work to a
detailed analysis in the general practice context,5 and thus the
1970s were spent in debating how best to elicit and handle pa-
tients' real problems. Some of the fun and most of the agony
were curtailed by Pendleton and colleagues, who developed a
system for analysing and teaching the consultation.6 They em-
phasize the broad potential of every consultation, but in par-
ticular remind us of how extensively patients should be involv-
ed in decisions about their care.

Patient-centred consulting takes longer than a doctor-centred
approach. Morrell and colleagues compared doctors consulting
with 10, seven and a half and five minute appointments.7 They
showed that the patients with shorter consultations received less
advice, raised fewer problems and had less preventive procedures
done. Pringle, in an analysis of the effect of being prompted
for preventive procedures, found that while consultation lengths
remained the same, less time was spent on the patients'
agenda.8
We can offer better consultations, but they are more time

consuming.

Care of chronic disease and disability
By the mid-1970s interest was focusing on the care of chronic
disease. It may seem strange that this is so recent a development
- but in the late 1960s it was still being taught in medical schools
that glycaemic control made no difference to the development
of diabetic complications; and as recently as the mid-1960s it
was thought ethical to run the Veterans Administration trial of
hypertension treatment using a placebo group for those with
diastolic pressures of over 115 mmHg.9

It is only since the early 1970s that evidence has accumulated
that the careful treatment of chronic disease greatly improves
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outcome. Thus, as late as 1976 an editorial in the New England
Journal ofMedicine acknowledged that optimal glycaemic con-
trol should be achieved to reduce diabetic microvascular com-
plications:'0 In 1979 and 1980 trials of moderate hypertension
treatment showed a marked fall in the rate of strokes,""2 con-
firmed by the Medical Research Council trial as recently as
1985.13 Other surveys show that inadequate treatment of
asthmatics at the reversible stage may predispose to irreversible
airways obstruction,'4 that patients with epilepsy suffer inade-
quate control'5 and that offering the elderly regular review can
reduce handicap and hospital admissions.'6

Perhaps the clearest examples of the benefit of good chronic
disease management are those which have compared hospital
and general practice care for diabetes. In 1984 in Cardiff a group
of diabetic patients suitable for general practice care was selected
and, with the consent of their general practitioners, half were
discharged from hospital.'7 After two years, review showed that
the general practice patients had been seen less, had had their
treatment changed less, had their blood sugar measured rather
rarely, had been admitted to hospital more often and indeed died
significantly more often.

General practice is ideally suited for the management of
chronic disease. Because of our registered list system those for
whom we have responsibility are easily identifiable. If we look
to preventing mortality or severe morbidity, the numbers are not
large - on a list of 2000 each doctor would find about 30
diabetics and 40 adults with untreated diastolic blood pressure
over 110 mmHg. The priorities are stark - systematic manage-
ment in primary care or preventable loss of life. When we look
at areas of preventable morbidity the numbers rise - each doc-
tor's list may contain only 10 patients with epilepsy, but 100 with
asthma, 300 adults with diastolic blood pressure over 90 mmHg
who need regular observation and 100 patients over the age of
75 years. The workload is larger and priorities have to be set,
but the possibility of relieving preventable disability is clear.

Preventive care and the promotion of health
This is the most recent area of concern for general practice and
it is easy to see why. First, the evidence for causation of the major
modern diseases has been poor until recently. Secondly, the abili-
ty of general practice to intervene has now been shown, for in-
stance by Russell's work on smoking cessation. 18 Finally,
general practitioners have begun to take responsibility for their
own vocational and continued education.'9 Prior to the late
1970s almost all courses were run by hospitals, and who can ex-
pect hospital doctors, whose business is mainly medical salvage,
to teach preventive care, much less the promotion of health?

Problems with preventive care
But there are problems with preventive care which make it
perhaps the most difficult area of medical care to undertake.
Not least is the ethical problem of obtaining the patients' con-

sent. In other areas of medicine, care is usually provided in
response to a patient's request. In the case of prevention the prac-
tice usually approaches the patient. In 1976 Illich wrote that 'the
medical establishment has become a major threat to health'. and
that was when we mainly restricted ourselves to treating ill-
ness.20 If we are going to seek out those whom we wish to keep
well but in the process may upset or even make ill, we must be
scrupulous in respecting the patient's wishes and autonomy; and
we must be certain that the programme we are offering is based
on sound principles.
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Criteria for screening
We need criteria on which to decide whether we are likely to
do good, and Wilson's criteria, first published in 1968, still pro-
vide a good starting point.2' If we are considering screening for
any condition, it should be important, there must be an accepted
and available treatment, there should be a latent or early stage
for which there should be a suitable test, and the costs must
be acceptable. Certain activities satisfy all the criteria and are
clearly beneficial, such as, immunization for rubella or the
prevention of carcinoma of the bronchus by smoking cessation.
But many only partially satisfy the criteria, and if the condi-
tion is so important that we accept a less than satisfactory test
then there will certainly be problems. Thus, mammography, cer-
vical cytology or occult blood testing for carcinoma of the col-
on, where the specificity of the test is poor in relation to the
disease's low prevalence, result in a high proportion of false
positives. Consider breast cancer screening. One in 10 women
screened will have a positive mammogram but of these only 5%
will be found to have cancer and 19 out of 20 will be false
positives.22

The continuum of risk
Wilson's criteria are best applied to all-or-nothing risks. Today
we are increasingly looking at risks which lie on a continuum
where, although treatment of those at high risk is beneficial,
many more are found to be at moderate risk. The argument is
demonstrated most clearly by Rose's graph of cholesterol level
against mortality from heart disease (Figure 2).23 The death rate

Figure 2. Percentage prevalence of serum cholesterol concentration
(bars) related to mortality from coronary heart disease (CHD) (line)
in men aged 55-64 years. Number above each bar is an estimate
of attributable deaths per 1000 population per 10 years. (Copyright
British Medical Journal.)

from coronary heart disease rises steadily with cholesterol level;
but relatively few people have high risk levels of cholesterol. So,
of the coronary deaths attributable to cholesterol, only about
207o would be affected by treating those at high risk. It can be
shown that a far greater effect on overall death rates would oc-
cur by lowering the cholesterol level of each person a little,
although the benefit to each individual is then small, so small
that we must be careful, in counselling or treating, that we are
indeed enhancing well being and not inducing disability. The
same argument applies to many risk factors blood pressure,
weight and alcohol intake, to name a few.
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The multiple risk factor approach
There is a further approach to preventive care which is particular-
ly appropriate in general practice. Patients who have adverse risk
factors or a family history of disease are particularly in need
of screening for associated risks. Thus, patients with high blood
pressure need their cholesterol level checked and patients with
a family history of colon cancer or glaucoma are especially liable
to these diseases. With our comprehensive personal records we
should be in a good position to apply this approach.

Three approaches to preventive care
We have then three possible approaches to preventive care: fin-
ding and managing those relatively few patients at high risk;
making a particular effort to evaluate and manage those who
have known multiple risks, taking especial notice of family
history; and counselling all patients for a healthier lifestyle, the
population approach. There can only be one answer to the dilem-
ma, and that is to use all three approaches appropriately and
all together.

But let us be under no illusion. With the ethical dilemmas,
the difficulties of instituting procedures which do not fully satisfy
screening criteria, and the problems of handling risk factors
which are on a continuum, the task of implementing a preven-
tive care service is not straightforward. It is not whether we do
preventive care but how we do it that is becoming critical if sav-
ing the potentially sick is not to be outweighed by harming the
healthy.

The importance of social class
Black, in his report on inequalities in health,24 showed clearly
that social class is a major determinant of health - or the lack
of it - and Marmot has since shown that the gap is widen-
ing-5 Any preventive programme for which most candidates are
employed and non-manual is likely to be missing the important
target group. With our registered lists we should be in an ideal
position to provide comprehensive cover.

The challenge of change
Here then is the challenge of recent change. A challenge to pro-
duce high quality consulting. A challenge to offer the best clinical
management for the chronically sick, especially for those con-
ditions which otherwise lead to severe morbidity and death. And
a challenge to provide comprehensive preventive care, concen-
trating on those most at risk, recognizing ethical constraints,
and working together with patients to promote understanding
and health.

Teamwork - the response to the challenge
If the tasks for primary care have dramatically changed, so has
the response. In the face of such an enlargement of the role of
primary care the response has to be based on teamwork. Indeed,
the development of primary health care teams has been ac-
celerating with doctors employing clerical and nursing staff, and
with widespread attachment of health authority employed staff,
both health visitors and district nurses, to general practice. There
is increasingly clear evidence that these teams are effective. We
should not neglect subjective evidence. The Cumberlege report
stated that 'nurses are at their most effective when they and
general practitioners work together in an active primary health
care team'.2 But there is also good objective evidence. Let us
look at the very cases where we have just shown a hugely in-
creased need for clinical care in recent years.
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Teamwork in chronic disease management
In the area of hypertension management we should not forget
that the Medical Research Council trial,13 with its rigorous
criteria and careful follow up was largely run by nurses. Since
then nurses have increasingly worked with doctors on controll-
ing cardiovascular risks. For instance, evaluation of a nurse run
hypertension clinic, by Kenkre and colleagues, showed that at-
tendance was good after the patients were looked after by nurse
as well as doctor; far more blood pressures came under con-
trol, not only of new patients but also those previously cared
for by the doctor alone; and patients also gave up smoking and
lost weight.27

Returning to diabetes, we can instance a similar study to that
quoted before - but on this occasion the general practice pa-
tients attended minidlinics, with doctors and nurses working
together. Blood sugars and other indices were no different in
hospital or in general practice3n

Teamwork in preventive care and health education
In regard to preventive care the role of the nurse has been even
more clearly emphasized. In 1980 Fleming and I surveyed the
practices of 38 highly motivated doctors attending a residential
course at Oxford;29 the rate of recording of preventive pro-
cedures in the notes was extremely low. In addition, we showed
that doctors who said they carried out preventive procedures on
an opportunistic basis did no better than these who had no policy
at all.30

In response to this and the College's report on prevention of
arterial disease,31 a preventive programme was set up in Oxford
by Fowler, Muir Gray and Fullard encouraging the establishment
of nurse run preventive care clinics with the reception staff in-
viting patients directly to the nurse.32

Audits carried out in Oxfordshire practices show that recor-
ding rates for blood pressure, smoking habit and weight are im-
proving generally but tending to level off, implying that this is
the best that can usually be done on a opportunistic basis. But
practices with nurse runclinics are continuing to improve.

Indeed, this system, using doctor, nurse and reception staff
together, appears so much more efficient that it would seem time
to coin a new term for this approach - opportunistic screening.

Screening methods in general practice
On the one hand we have opportunistic casefinding (Figure 3a),
when doctors and nurses note preventive care needs during a
consultation, and carry them out. Accessibility is good - we
know that at-risk lower social class groups consult more - but
we all get weary sometimes, or it may not be appropriate, or
we may be late, so patients and procedures get missed.

In traditional screening (Figure 3b) a special clinic is set up
and patients are called in from a register - anexample would
be a district based programme for cervical cytology. This may
be effective for major items, but is expensive and we know that
at-risk groups tend not to come.33

In opportunistic screening (Figure 3c) we use a combination
of these methods, deploying all the resources of the team. Recep-
tionists can invite patients to the clinic, doctors and nurses can
work at case finding during consultation, and, crucially, prac-
tice audits can identify those who are missed, and either invite
them in or highlight their need for when they next attend for
other purposes - the method employed so effectively by Marsh
in his practice on Teesside.34
The argument between opportunistic case finding and screen-

ing can only be resolved by saying that both are necessary,
together. Clinics are efficient at managing those who come while
case finding remains important for those who do not.

(a) Opportunistic case finding

I I I 1 | | RIECEPECEPT|l

K IconsulDr consult Nur

(b) Screening

l l l l REC RECEPTION

Dr consult CLINIC

_/ AUDIAUDIT

(c) Opportunistic screening

*I . I.
Tseconsult_j

Figure 3. Screening methods in general practice.

The structure of primary health care delivery
Such joint management of chronic disease and preventive care
is available to any general practitioner, because the team con-
sists of the doctors and the staff that they are able to employ.
Those of us fortunate enough to work with practice attached
staff will know the benefits of working with health visitors,
district nurses, midwives and community psychiatric nurses.
Many would criticize me for not having considered the wider

team of voluntary, community or social workers, or the extend-
ed medical team produced byliaison with hospital services. But
I make no apology for concentrating on employed and attached
staff, because I believe that this is the team that we must con-
solidate if we are to develop the strength of primary care, and
from that base, influence the community.

If together we can care for patients with their acute, preven-
table and chronic problems, and show we are doing it, then
primary health care teams will prosper. From this base we can
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4 team members
6 connections

8 team members
28 connections

12 team members
66 connections

16 team members
120 connections

Figure 4. As the size of teams increases, connections increase at a faster rate.

use the technology of hospitals economically and interact closely
with community social services. If we cannot handle our core
work, then nurses and health visitors will be geographically based
and relate to district health authorities; hospitals will care for
the chronically ill through outreach services; community mental
health teams will deal with the mentally ill; community paediatri-
cians with children; obstetricians with pregnant women; and
district health authorities will organize screening programmes
- there are examples of all of this wherever you look. General
practice would be left with caring for self-limiting or presen-
ting disease, and have no authority to influence health matters
outside the consulting room.

Future needs
If primary health care teams are to work then certain basic needs
must be satisfied: education, communication and evaluation.

Education
For most medical students over 95% of teaching takes place in
hospitals. Chronic disease management, preventive care, team-
work, management skills and even patient-centred counselling
and care tend to take second place to the biomedical manage-
ment of the acute illness. There are then hospital appointments
and one vocational training year in general practice, followed,
for many general practitioners, by self exile to an educational
desert.

For practice nurses the position is, if anything, more difficult.
Most of the work they are asked to do is quite outside tradi-
tional nursing training. Taking cervical smears and blood may
be new tasks: running chronic disease or preventive care clinics
even newer. It is crucial that nurses obtain further education for
these new tasks. General practitioners involved with teaching
must cooperate with nursing colleagues to offer suitable train-
ing for practice nurses. But in particular, general practitioners
as employers must help their staff attend such training. District
nurses are offered a year, health visitors a year, we must realize
that practice nursing is a specialist job which requires more
educational recognition than the odd day release.

Learning together
Concern for the educational needs of doctors and practice nurses
must not lead us to neglect the training needs of practice
managers, and all the clerical and reception staff. Our president
has been in the forefront of the development of such courses.
But perhaps the most exciting educational development is the

prospect of practice teams learning together. Jones has described
the progress of this ideal with doctor, social workers and health
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visitors running common days at Exeter since 197835 and this
has developed into a multidisciplinary MSc course. Anticipatory
Care Teams (ACT) is a society recently established to promote
the development of teamwork in primary care, and membership
on equal terms is open to all professionals working in primary
health care teams.36 But we still fall short of the ideal propos-
ed by the Exeter group that 'a minimum of one week of inter-
disciplinary learning should be obligatory in all curricula of
studies for primary care.35 Most new and insecure groups or
professions look to education to develop and define their iden-
tity. If integrated primary care teams are such new and insecure
groups we should be fostering educational opportunity.

Communication
Inevitably when any system gets larger there are more possibilities
for communication failure. C.P. Snow made the point in rela-
tion to the expansion of the British telephone service - as the
number of people using the service grows the number of ser-
vice problems grows at an even faster rate;37 Figure 4 illustrates
the principle. Many a practice team has more than 16 members
and, in addition, primary health care teams contain members
of different professions, with different employment conditions
and different areas of responsibility. Communication can be a
major problem.

Improving communication
There are several possible ways of improving communication.
One is to attend a management course, such as those run by
the King's Fund. Then we must devolve responsibility to smaller
units, what Pritchard calls functional teams.38 An example
would be a team for managing child health consisting of health
visitor, doctor, nurse and records officer.
A third essential is to agree policy and write protocols without

which we shall confuse ourselves and our patients. Writing a
protocol is itself an educational opportunity - the days of doc-
tors writing protocols and others following them are surely over.
A protocol written jointly is a major step in developing true
teamwork.

Finally, we need to meet. A recent survey of practice nurses
showed that 45% met with doctors less than monthly and 14%
never at all - and these were highly motivated nurses willing
to come on a weekend conference.36 Unless we set aside time
to meet, joint planning and mutual respect cannot develop.

Evaluation
Evaluation is important once care is being delivered by teams
because teamwork can be an excuse for avoiding responsibility.
We need evaluation not only to maintain our own standards,
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but also to improve morale and enthusiasm in the team, and
to demonstrate our performance standards to others.

Again, help is at hand. Fraser has demonstrated that general
practitioners are keen to participate in audit providing the data
collection is not too onerous;39 there are increasingly ways of
minimizing the effort. As we begin to work in teams, there are
more team members available to undertake the evaluation. Just
as doctors should not plan all the work for the team, so they
should not evaluate it all each member of the team should
evaluate their own work.
A second source of help in evaluation is computerization. To

give an example from my practice, a survey of a sample of 250
records that took one doctor nine hours in 198029 can, in 1988,
be done on the whole practice list from a single computer com-
mand. The data does not have to be collected especially for audit,
it is collected in the routine running of the practice, and it enables
us to run the practice better, monitor our progress and
demonstrate our performance to others.

The wider team patients and government
There are two components of team effort which have as yet only
briefly been mentioned. We do not carry out medical care in
a vacuum, but in the context of patient self care and the en-
vironment in which we live.

Patient participation and autonomy
Patients are in no way passive participants in the process of
achieving and maintaining health. We have already noted a con-
sultation analysis model which expects a high level of patient
involvement and understanding, and it is becoming clear that
such participation is a powerful determinant of the outcome of
the interaction.6 Some practices involve patients in participa-
tion groups, others share records. All acknowledge that the
understanding patient is an important member of the team.
Of course, the understanding patient can produce difficulties

for the medical team. Patient participation recognizes patient
autonomy, which implies that our advice may be rejected, but
this rejection of medical paternalism is long overdue. At least
we are now moving towards an adult relationship, by which we
and our patients agree on management which then becomes all
the more effective, or else we disagree, in which case we can at
least negotiate honestly what plan we intend to follow.

Putting it another way: health promotion comprises three
areas which overlap (Figure 5). Preventive care is, on the whole,
what the doctor does for the patients; health education is

Figure 5. A model of health promotion.

teaching patients what they can do for themselves; and what
Tannahill calls health protection,4 is providing an enabling en-
vironment. Increasingly we realize that the health education com-
ponent, by which patients are enabled to help themselves, is
crucial.

The responsibility of government
The health protection component of health promotion, the pro-
vision of an environment which enables the maintenance of good
health, concerns the final member of the team, the government.
And in the last analysis the environment will be the most im-
portant determinant of health. We correctly encourage im-
munization for whooping cough but the disease was on the
decline long before immunization.4' The same applies to
measles, and the decline in deaths from tuberculosis accelerated
after chemotherapy, but had fallen steadily since the first descrip-
tion in 1838. This is equally likely to be the case for our present
killers, especially lung cancer and. arterial disease. We struggle
in one to one consultation, counselling about smoking and diet,
but we do it in an environment in which sport sponsorship by
cigarette companies is tolerated; the relative price of cigarettes
is cheap; unhealthy food is subsidized and served in state con-
trolled schools and hospitals; even compulsory food labelling,
which would cost the government nothing, is not introduced.
It is as if John Snow were permitted to counsel the inhabitants
of Broad Street about the relative merits of different water sup-
plies but banned from removing the handle from the pump.
Although Promoting better health was the title of the white

paper,42 and the words health promotion are used throughout,
health promotion seems to be equated with preventive medical
care. The government appears to be absolving itself of its ma-
jor role of health promotion, the provision of a healthy environ-
ment, by passing the buck to the medical profession for rescu-
ing the casualties.

The government and primary health care teams
In the UK we have the cheapest medical care in the developed
world: in primary care we are realizing the potential of our
registered lists and our team approach to provide high quality
comprehensive care at a low price. The government white paper
states that 'the government attaches considerable importance to
the strengthening of the primary health care team'42 and its of-
ficial circular on community nursing services issued in November
1987 stated that 'the department favours only those organiza-
tional changes which contribute to the development of primary
health care teams'. Yet, now the Secretary of State for Social
Services has stated at a recent conference that he is seeking to
impose cash limits which 'will apply only (sic) in respect of
development of practice teams and practice premises. This is a
relatively small part of the totality of general medical services.
Teamwork may be a small part, but it has been acknowledged
to be a crucial part. It needs fostering not limiting and we must
continue to demonstrate its effectiveness to a degree that govern-
ment cannot but support the concept with resources as well as
words.

All together now

Here then I present my hope for the future, well into the twenty
first century. A future in which all partnerships provide the
highest quality care, and demonstrate that it is happening; in
which all team members work together in mutual respect, in-
volving the patients to promote their health; in which acute care,

chronic care and preventive care are managed carefully and com-

prehensively; in which all of the registered practice population
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is cared for, using a performance review which ensures that those
at risk are not missed.

I believe it is a prospect with which William Pickles would
be pleased. Soon after the National Health Service was introduc-
ed he wrote 'I am sad that so little has been said about group
practice in the new health service. In the opinion of many, there
was fresh hope for the efficiency of general practice in the sug-
gestion that doctors should work, not as detached individuals,
but in a group! Our teams would be very recognizable to him
as we consult, record and evaluate.

In my practice at Chipping Norton I care for children at a
National Childrens Home's school for handicapped children.
One of its past pupils, John Buchanan, became a famous
illuminator of manuscripts. He illuminated a quotation by Henry
Thoreau 'If you have built your castles in the air your labour
need not be lost: that is where they should be. Now put the
foundations under them! I think Will Pickles would enjoy that
quotation too.
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CORRIGENDUM
In a letter in the May issue 'Malaria and its prevention in
British residents visiting west Africa' the anti-malarial drug
Fansidar (Roche) is given as pyrimethamine; this should have
been pyrimethamine and sulfadoxine.
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The Enquiry Service provides information on a broad range of general
practice topics. Resource lists, bibliographies and photocopies of
articles may be provided in response to enquiries. In addition,
collections of practice leaflets, health information leaflets, audits,
premises design sketches and medical record cards are available for
reference and examples may be photocopied on request.

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