
severe hypertension to tertiary referral centres. We do not
recommend mass screening to detect children who may not
have hypertension at later measurements and for whom there
may be no benefits of detecting mild hypertension. Screening
and long term follow up are indicated for children with renal
diseases, neurofibromatosis, diabetes mellitus, and probably
those with a family history of hypertension, however difficult
this may be to define.
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The quality divide in primary care

Set to widen under the new contract

The evidence for a clear geographical divide in morbidity,
mortality, and performance in primary care is consistent and
indisputable.'` Yet it appears from the current debates over
the new contract for general practice' and the NHS review6
that there is still confusion about the underlying cause.

If disparities in, for example, rates for immunisation
and cervical cytology are caused mainly by environmental
factors2 7-l' then social action (including subsidies for primary
health care) is necessary. If, however, the root cause is the
complacency, or even incompetence, of general practitioners
in delivering care (failing to organise, computerise, or
employ staff) then incentives and penalties are indicated.
As the new arrangements in primary care seem to assume
that complacency is the problem and that commitment"
and organisation'2 in general practice may override social
pressures, high quality evidence in this debate should be
warmly welcomed.

In their book Family Doctors and Economic Incentives"3
Bosanquet and Leese enlarge on previous publications'4" to
provide such evidence. The evidence is inevitably complex.
They visited 260 practices in six areas of the country chosen
for their socioeconomic diversity. These practices were scored
on three markers-employing a practice nurse, vocational
training, and using the cost rent scheme-and divided
into innovators (two or three markers), intermediate (one
marker), or traditional (no marker). Bosanquet and Leese
looked for the characteristics, rewards, and penalties for these
innovative practices.
The book provides ample evidence that the social milieu of

the practice is the key predictor of performance: "Decisions
on strategy seemed to be determined mainly by local environ-
ment rather than the personal characteristics of the doctors."'3
Practices in deprived areas had less income because of smaller
lists (they were less likely to have a rising local population to
allow funding through expansion) and fewer partners (and
thus higher running costs for each partner). They were more
likely to have Asian partners and were much less likely to
innovate. Even within a predominantly affluent area such as
the Thames valley the urban practices were not innovators.
Practices in deprived areas thus have a substantially lower
income than practices in more affluent areas and are, not
surprisingly, therefore less likely to invest in their practices.

Low investment combined with falling populations leads to
reduced income and even less likelihood of investment.
There is, however, also some support for the complacency

argument. Regardless of social area the innovating practices
are more likely to be larger partnerships, to have a partner
who is a member ofthe Royal College of General Practitioners,
and to hold separate baby, antenatal, and well person clinics.
As innovating practices are more likely to be well equipped
and well staffed this offers some pointers to the behaviour that
the profession and the government might wish to encourage.
We should remember, however, that larger practices may not
always be popular with patients'7 and that screening may
unnecessarily medicalise the healthy. 8

Although the new contract rewards holding clinics, it
removes the group practice allowance. By concentrating
substantial funds on attaining high targets it will differentially
penalise the practices in deprived areas, and by altering the
balance towards capitation fees it will further penalise those
practices in areas of static or declining population. The only
mitigation, the deprivation supplement to the basic practice
allowance, was ill thought out in its original guise, and a new
version is awaited. Unless its final form offers substantial
rewards the disincentives to investment and innovation in
practices in deprived areas will increase under the new
contract.

If the Department of Health persists with its current
strategy the incentives for vocational trainees to enter practice
in socially deprived areas and for existing doctors in these
areas to develop their care and services will decline. Rather
than following the philosophy that "unto those that hath shall
be given," rewards for achievement should relate to the
magnitude of the task; otherwise the quality divide will only
widen.
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Disulfiram treatment for alcoholism

Deserves re-examination

Over the past decade in Britain there has been a "demedi-
calisation" of the response to alcohol problems. The disease
concept of alcoholism has been heavily criticised, cognitive
and behavioural methods for modifying drinking behaviour
have been increasingly used, and there has been a growing
influence in the treatment and counselling of problem
drinkers by professions other than medicine. All this may be
the major reason why treatment with disulfiram has become
generally unpopular. It is seen as drug treatment associated
with an outmoded "medical model" of alcoholism. But
fashions in treating alcoholism often bear little relation to
research evidence. In Britain Brewer in particular has argued
the case for disulfiram,' and these arguments deserve objec-
tive appraisal.

According to Fuller and his colleagues, disulfiram is
normally used in clinical practice in combination with
alcoholism counselling and given to patients to take at
home.2 This procedure formed the basis for two of the best
designed trials of treating alcoholism.>-3 A first study showed
that patients instructed to take either a standard regimen or a
pharmacologically inactive dose of disulfiram took longer to
relapse than those in a control group given riboflavin.34
(Patients were blind to which disulfiram group they were
in, which suggests that it is the deterrent effect of disulfiram
rather than its pharmacological effect that is important.) This
finding was not replicated in a large, multicentre trial using
the same design.2 But in this trial older, more socially stable
patients instructed to take the standard dose of disulfiram
reported significantly fewer drinking days in the follow up
period than those in control conditions. These results are
unimportant only if one believes that the sole objective in
treating alcoholism is total abstinence; to those who are
primarily interested in reducing harm the results are of much
greater interest.

Despite the focus of the research by Fuller and others on
the "unsupervised" use of disulfiram it has long been clear
that compliance is the outstanding problem with disulfiram
treatment, and since the early 1970s there have been attempts
to find ways of increasing compliance. Surgical implants were
tried" but have been largely abandoned because of evidence of
a lack of pharmacological and clinical effect.78 A more
successful method depends on providing reinforcement or
punishment contingent on whether or not the drug is taken.
Punishments include loss of a financial security deposit,9
termination of clinic services,'1 or reinstatement of suspended
jail sentences among habitual drunk offenders.""'3 An ex-
ample of reinforcement was to provide access to methadone
for patients dependent on both heroin and alcohol.' These
efforts are helped by improvements in assessing compliance

by testing for metabolic products of disulfiram-that is,
urinary diethylamine'5 16 and exhaled carbon disulphide.'7
When patients know that compliance is being monitored it
tends to increase. 19

It is, however, the simple principle of "supervised" use of
disulfiram that is of major interest. Supervision may be by
doctors, probation officers, or the patient's close relatives and
may be on an informal basis or accompanied by a formal
"behavioural contract" setting out mutual rights and obliga-
tions between the patient and the supervisor.20 Using a form
of contract Azrin and others found that for male alcoholic out-
patients disulfiram use supervised by wives was significantly
superior to unsupervised use.22 For single patients the addi-
tion of behaviour therapy resulted in an improved outcome,
but for married patients supervised disulfiram alone gave
optimal abstinence rates in the month before follow up.

Disulfiram with "enforced" compliance has also proved
useful in treating recalcitrant0 groups of alcoholics, such as
concurrent heroin addicts'4 and repeated drunk offenders. 12 13
Much of this evidence relies on using patients as their own
controls-that is, showing a much improved outcome after
treatment among those with poor adjustment and treatment
failures in the past. What is needed is a large, properly
designed treatment trial comparing supervised with unsuper-
vised use of disulfiram. We also need more information on its
use with women and other groups. But even without this
evidence doctors and researchers should pay more attention to
treatment with supervised disulfiram because treatments of
proved effectiveness are few and desperately needed.

Perhaps psychologists and others might take a more open
attitude to disulfiram if they realised that it is in fact a
behavioural treatment; its only strictly "medical" aspect is
that it requires a medical qualification to prescribe and
monitor its use. Disulfiram works mainly by altering the
possibilities for reinforcement that apply to drinking-that is,
by replacing delayed with immediate negative consequences.
This leaves open the question of what happens when the new
contingencies are no longer in force-in other words, when
the patient eventually stops taking the drug. Brewer has
suggested that disulfiram entails a naturalistic form of "cue
exposure with response prevention"-that is, where the
patient is exposed to circumstances with a high risk for relapse
while the response of drinking is prevented-similar to that
used for obsessive-compulsive and phobic patients, thus
introducing the possibility of more lasting benefits.23 This
interesting suggestion should be researched. At the least,
successful disulfiram treatment provides the patient with a
respite from the ravages of heavy drinking and a break in the
vicious circle of mounting personal and social problems
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