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What price academic general
practice?

One of the most important changes I have seen in under-
graduate medical education has been the development of
teaching of general practice. Less than 30 years ago the
University of Edinburgh created the first independent depart-
ment of general practice; today there are 24 such departments
in our undergraduate schools. The Mackenzie report on
academic general practice (an edited version of which is
published on p 1567) shows how these departments vary
greatly in size and form. It looks at the strengths and
weaknesses of the various systems and makes recommenda-
tions that will inevitably need resources if they are to be
implemented. This thoughtful review deserves an equally
thoughtful response.

Students should be given the opportunity of seeing for
themselves how general practice works and what a general
practitioner does. This applies to all branches of medicine,
but the fact that half or more graduates now enter general
practice makes this exposure particularly important. Teach-
ing in general practice gives the student a chance to see those
minor but important disorders that do not reach the teaching
hospital and to realise that the episode that brings the patient
into hospital has a beginning and an end, both of which are
the responsibility of the general practitioner. One of the most
important qualities of a good general practitioner is the
ability to identify those patients who need referral to
hospital—for an outpatient opinion or urgent admission.
Students are unlikely to gain this insight through a few weeks
or even a few months of attachment to a general practice, but
they should at least learn the importance of this initial sifting
process.

They might also learn something about the consequences
of being admitted to hospital—who cares for the elderly
spouse, safeguards the house and possessions, or feeds the
cat? The follow up of patients discharged from hospital is
equally important. What effect has the illness had on the
patient or the family? What changes should be advised in the
patient’s way of life? At what point can the patient return to
work? These aspects of illness cannot easily be taught in
hospital because they depend so much on local domestic
factors and the personality of the patient.

Teaching within general practice is thus essential, but how
best to provide it? There can be no certain answer because (as
with almost all medical teaching) no study has satisfactorily
compared the impact of different educational systems on
student knowledge or attitudes. Nor, because of the dif-
ficulty of measuring outcome, are such studies ever likely to
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take place. The approach has to be empirical, which provides
fertile ground for bias and preference for those with the most
powerful personalities—a not unfamiliar pattern within our
teaching establishments.

My own preferences (or prejudices) have crystallised over
the years. While I accept the usefulness of general practi-
tioners contributing to the introductory clinical course, I
believe that the bulk of this teaching should be carried out by
a department of medicine. In this phase students need to
spend as much time as possible at the bedside and with
individual patients. Only when they have gone repeatedly
through history taking and physical examination, preferably
spending hours with each patient and even more hours
reading and reflecting about their findings, should they
be exposed to the short cuts that we all learn to take.
The “physicianly approach” is best suited for their intro-
ductory needs, and I doubt if general practice can meet this
requirement.

I agree with the Mackenzie report’s advocacy of one to one
teaching. Clinical medicine is best learnt through apprentice-
ship, and general practice offers an ideal opportunity for this.
I am less happy with the report’s proposal that all patient
presentations should be planned in advance. This selectivity
would introduce artificiality, and students are likely to learn
more, I believe, with fewer set piece presentations and more
exposure to “real life.” I confess, too, that I have come to
regard examinations as unreliable and unnecessary—except
for the cynical, if pragmatic, device of failing a few students
pour encourager les autres. Single student attachments to a
practice should permit assessments to be made of their
ability, attitudes, and knowledge, and I would like to see the
examining process end there. General practice should not
follow the rest of medicine in its belief that you have to
examine students if you want their attendance and attention .

I was disappointed that the report did not give more
consideration to multidisciplinary exposure during the three
years of vocational training. There is no branch of medicine
that fails to provide educationally valuable experience, and I
strongly support the Short report’s recommendation for
widening the range of training during the early postgraduate
phase.

The emphasis given by the report to clinical and opera-
tional research was pleasing. The opportunities for both are
immense, but a one year training in research will not be
sufficient. This may be enough for those who wish to dabble
in research, but there should be a small cadre of “profession-
ally” trained research workers capable of exploiting fully the
opportunities offered in practice and they will need at least
three years’ training. A three year clinical research training,
like those supported by the Medical Research Council, could
be offered to general practitioners as well as hospital
researchers.

The report is disappointingly silent on preventive medi-
cine. Prevention requires changes in attitudes and living
habits, and, although this was not the brief of the report, an
emphatic statement of the crucial role of general practitioners
in prevention might have helped to attract more sympathy
for their needs—and, perhaps, more money.

The final section of the report deals with finance, and this,
I am afraid, is where many of its proposals sink. Universities
and hospitals are under great pressure, and a shift of
resources is improbable; nor, I suspect, is there much chance
of “new money” being found. Yet additional funding for
general practice is needed. The subject is now established as a
university discipline, its teachers form a valued part of the
undergraduate faculty, and most of the research carried out
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by the academic units deals with topics of the utmost
importance and is carried out to the highest academic
standards. The units deserve better funding.

RAaYMOND HOFFENBERG

President,
Royal College of Physicians,
London NW14LE

Severity scoring in intensive
care

Intensive care is demanding in both human and financial
terms. Ethical considerations, common sense, and economic
concerns all require that expensive resources should be
concentrated on patients with potentially recoverable disease
and not squandered on those with a manifestly hopeless
prognosis—or used unnecessarily to “monitor” patients
who are no more than at risk of developing a critical, life
threatening illness.'? These categories are difficult to define
precisely, and there is an understandable reluctance to with-
hold or—more difficult—withdraw treatment when there
seems the slightest chance of ultimate recovery. The tempta-
tion to strive for survival at all costs is difficult to resist, even
when there is no precedent for recovery,’ and unproved,
extravagant remedies are likely to be tried as a last resort.

Clinicians faced with these difficult decisions may be
helped by guidelines based on careful analysis of results
achieved in comparable groups treated by different means—
an approach as valid for intensive care as for other disciplines.
Accurate comparisons are difficult, however, because multi-
system disease and rapid change are common.

Various methods of prediction have been devised to deal
with these difficulties. Some are applicable only to specific
conditions,*” while others require the collection of very
detailed information.* One of the most widely used is the
Glasgow coma scale, calculated from simple variables deter-
mined by clinical examination.® Prognostic information has
been derived from a data bank of more than 1000 patients
with head injury by relating the severity of the initial insult to
subsequent outcome, and this information has then been
used to compare the results of different forms of treatment."
Similar methods were used by Levy et al to predict outcome
from non-traumatic coma' and, more recently, to suggest
individual prognosis after cardiac arrest."

Specific scoring systems provide a means for comparing
results and ensuring consistent standards,” but they are
applicable to only a few patients. A more general indication
of severity of illness and consumption of resources is given by
the therapeutic intervention scoring system, which is calcu-
lated from the frequency with which certain procedures and
treatments are performed for each patient” '*; but its value is
diminished by differences in medical practice among centres
and within one centre with time.

Knaus and his colleagues suggested that the severity of
acute disease could be assessed by measuring the degree of
abnormality of several physiological variables.” They de-
fined an acute physiology score derived from points scored
for the extent of abnormality of 34 variables, and combined it
with a rating for age and chronic health to formulate the acute
physiology and chronic health evaluation (APACHE I)
classification. Higher scores, indicating greater severity of
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illness, were associated with an increased mortality in
hospital. The complexity of calculating the acute physiology
score prompted simplifications," ' most notably by Knaus ez
al, who used the 12 most important and commonly recorded
variables to create a shortened scoring system, APACHE II.
Application of APACHE II to nearly 6000 patients in 13
American intensive care units showed its reliability for
stratifying the degree of risk of subsequent death from a wide
range of disorders.? Similar physiological criteria have been
used to define acute organ system failure and, by recording
serial data, to relate prognosis to the number of systems
affected and the duration of failure of each.”

The APACHE score is an index of risk on a population
basis. Though it may contribute to decision making,” it
cannot be expected to provide an accurate individual prog-
nosis. The importance of any physiological derangement is
influenced by the nature of the underlying condition, and the
APACHE score must be weighted by an appropriate factor
before disease specific mortality predictions can be even
contemplated. Acquisition of a large data bank is necessary
for the assessment of specific risk, particularly for disorders
which are rare or associated with a low mortality.

The APACHE scoring system is a powerful tool for clinical
audit” and for comparing different policies and treatment
regimens.” The decision by the Intensive Care Society to
promote its use in the United Kingdom should be welcomed
as a means of improving standards, rationalising the use of an
expensive commodity, and ensuring that management is
appropriate to individual needs and wishes.

C J MORGAN
Doverdale fellow

M A BRANTHWAITE
Consultant physician and anaesthetist
Doverdale Intensive Care Unit,
Brompton Hospital,
London SW3 6HP
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