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cumbersome and disagreeable and probably contribute little
other than- confirmation that a peripheral neuropathy is
present.
The clinical importance of these tests is that they provide at

the bedside simple and quantitative evidence for the existence
of autonomic neuropathy. The results are usually abnormal
when autonomic symptoms such as diarrhoea are present7; and
if they are not some other diagnosis should be sought. They
are also often abnormal in patients with peripheral neuropathy
but without autonomic symptoms.7 15 The ability to make a
quantitative assessment of the autonomic damage also makes it
possible to examine the natural history of autonomic neuro-
pathy. From such studies we now know that once autonomic
abnormalities are present they are permanent, sometimes
showing progressive deterioration, but rarely if ever improving.
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Expanding role -for
pharmacists
Pharmacists in general practice face difficult choices in balanc-
ing the commercial and professional aspects of their practice.
This dilemma has been highlighted in the recent interim
report' of the working party on the future of general pharmacy
appointed by the Council of the Pharmaceutical Society of
Great Britain in 1975. The working party recommendations
are important for general medical practitioners as well as for
pharmacists. Among the more radical proposals are that
patients should be required to register with a particular
pharmacy for dispensing prescriptions, that pharmacists
should keep patient medication records, and that a limited
counter prescribing service might be introduced by pharmacists
within a patient registration scheme.
The pharmacist ofthe future will, the report suggests, advise

both doctors and patients about prescribed medicines, monitor
adverse drug reactions, consult with doctors about prescribing
and dispensing procedures, advise members of the public
about over-the-counter medicines, and expand his function
in primary care by giving more advice to individuals in response
to the description of symptoms. Pharmacists may also con-
tribute to health education, take part in diagnostic screening
procedures, and provide domiciliary pharmaceutical services
to housebound patients and nursing homes.

These recommendations are in line with evidence submitted
by the Pharmaceutical Society to the Royal Commission on
the National Health Service in 1977, which emphasised the
future expanded role of the pharmacist and his potential

contribution to primary health care.2 The submission recom-
mended that the general public should be encouraged to seek
from pharmacists advice on the treatment of minor ailments,
that pharmacists should be able to supply certain prescription-
only medicines, that the pay of pharmacists should take into
consideration their health care advisory role, and that pharma-
cis-ts should be included in health care planning teams and
participate in health education.

Traditionally pharmacists have been concerned with the
procurement, preparation, and dispensing of drugs and related
items. Many of these functions are now carried out by pharma-
ceutical manufacturers, and most pharmacists now do little
more than the routine dispensing of prepacked medicines;
there is little opportunity for extemporaneous dispensing or
the application of their special knowledge and skills. At the
same time the number, types, and complexity of medicines
have grown enormously, and there is widespread concern
about their use by both doctors and patients. Pharmacists
have become increasingly discontented, believing that their
knowledge and skills are being underused, yet despite this
their education has become ever more scientifically based. The
expanded role which pharmacists are seeking comes under the
title "clinical pharmacy," which describes a wide range of
ideas, attitudes, and activities but is principally concerned
with the appropriate and safe use of drugs.3 To many
pharmacists this provision of clinical services is seen to be
synonymous with professionalism.4

Hospital pharmacists are not faced with the same commer-
cial dilemma as their colleagues in general practice. Even so,
any move to expand the role of either hospital or community
pharmacists will inevitably encounter resistance as it encroaches
on the traditional territories of doctors and nurses. Hospital
pharmacy is, however, making progress with the development
of ward pharmacy and drug information centres-a change
whose impetus came from the Noel Hall Report in 1970,5
which asserted that "the hospital pharmacist today has a
continuing and heavy responsibility for ensuring with his
medical and nursing colleagues that drugs are used safely,
effectively and economically."

Without doubt deficiencies exist in the application of
knowledge about drugs to the everyday treatment of patients,
in the education of doctors about drugs, and in the information
given to patients, who are often left in total ignorance about
their disorders and their treatment. Hence there is a good case
for hoping that doctors should look forward to any contribution
that future pharmacists might make to the safe use ofmedicines.
But future pharmacists must also recognise the clinical know-
ledge and skills of the doctor and his ultimate responsibility
for the care of his patients and must understand that drugs are
part of a patient's treatment. Drug prescribing cannot be
considered in isolation: diagnosis and treatment are inter-
dependent.
The new generalist and specialist roles for the pharmacist

will have to evolve slowly, for both pharmacists and doctors
will need to recognise that there are substantial differences
between present knowledge and skills and those required for
these expanded functions. The speed and ease of the evolu-
tionary process will depend on how much doctors encourage
pharmacists to take on their new responsibilities in patient
care and how much each is willing to contribute to the other's
education and training. Many of the problems faced by phar-
macists have been created by their educational isolation from
health care-compounded by their not speaking the language
of doctors or sharing their medical knowledge. This com-
munication gap can be closed if pharmacists learn about
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diseases and their treatment and are given the opportunity
to learn and practise alongside doctors and nurses. But
pharmacy education is not yet geared to meet such demands.
Pharmacists of the future will need their undergraduate
courses revised and lengthened, and they will want graduate
training programmes and provisions for continuing education
and career structures for pharmacists in clinical services.

Like medicine and nursing, pharmacy is in transition.
Both pharmacists and doctors need to remember that whatever
problems there are in dispensing and prescribing in the NHS
have not been created by any one group and are not going to
be solved by any one group. Without the help of doctors the
expanded role of pharmacists will not develop, nor will it
develop if doctors feel threatened rather than recognising that
future pharmacists could complement their services to their
patients. In the future, pharmacists, doctors, and nurses should
be less concerned with the protection of professional boun-
daries and territories and more concerned with patient care.

Interim report of the Working Party on the Future of General Practice
Pharmacy, Pharmaceutical Journal, 1978, 221, 11.

2 Evidence from the Pharmaceutical Society of Great Britain to the Royal
Commission on the National Health Service, Pharmaceutical Journal,
1977, 218, 72.

3Brodie, D C, Knoben, J E, and Wertheimer, A I, American Journal of
Pharmaceutical Education, 1973, 37, 591.

4 Parish, P A, Pharmaceutical Journal, 1976, 217, 241.
5 Department of Health and Social Security, Report of the Working Party on

the Hospital Pharmaceutical Services (chairman Noel Hall). London,
HMSO, 1970.

Basics

Anyone struck down by sudden, serious illness or injury needs
medical care in four phases-on the spot, during transport to
hospital, in the hospital itself, and finally during rehabilitation.
Experience in hospital accident and emergency centres and
intensive care units has shown that immediate mortality and
morbidity can be reduced if the right measures are taken in the
right order before the patient reaches hospital. This immediate
care includes resuscitation but extends beyond preserving life
to preventing complications and relieving pain.
The concept is not totally new: it may be traced back to its

embryo form in the Napoleonic wars. Obstetric flying squads
have now had decades of experience of bringing skilled
emergency treatment to the patient, and in more recent years
teams have attended victims of road accidents. Pantridge
and Geddes' have shown the value of schemes for mobile
coronary care. Units of that kind, however, have been aimed
at selected and relatively small groups of patients. Such an
approach is less than ideal on economic grounds. The skills of
immediate care may be applied to a wide variety of patients,
whether they have had a serious postpartum haemorrhage, a
myocardial infarction, or a major injury, or have taken an over-
dose of tablets. What is needed is a team trained to provide
such care irrespective of the emergency.
The organisation of immediate care schemes is dictated by

geographical factors. In rural areas primary attendance by a
hospital-based service is impracticable owing to distance and
time factors. In reality the local general practitioner is likely
to be the first expert on the scene. In urban areas, however,
where distances are less, the ambulance service can respond
quickly, and the central location of the district general hospital
provides a logical base for a mobile resuscitation unit.

Both types of service are now established in Britain after the
pioneering work of Easton's original road accident after-care
scheme.2 Some 1200 general practitioners now belong to over
60 rural and semirural immediate-care schemes. Some schemes
have the services of only one or two doctors working together
with the local ambulance and emergency services. Others
include well over 100 doctors covering large sectors of the
country. These schemes are voluntary organisations set up in
each community, with their money for equipment usually
provided by local fund-raising activities and charity donations.
Most are equipped with.radio communication, usually linked
to the local emergency services network. Typically, transport
is by the doctor's own car and he carries full resuscitation and
life-support equipment. Some of these schemes have concen-
trated on trauma incidents, but many are now attending to
any patient who is in need of immediate care irrespective of
the cause. Cover is less widespread in the urban areas, though
hospital-based schemes are now increasing. Most are based on
the ambulance service working in conjunction with the district
general hospital medical and nursing staff.
The British Association of Immediate Care Schemes was

established in 1977 under the chairmanship of Dr Kenneth
Easton to co-ordinate and support all types of mobile resusci-
tation units. Advice is available from committees on fund
raising, public relations, radiocommunications, disaster-
planning iinsurance, research and data collection, emergency
equipment, training, and scientific meetings. Included with the
doctors on these committees are members of the emergency
services and advisers from government departments and other
interested organisations. Financial support for the association
comes from membership subscriptions, donations, and a
support grant from the DHSS.
The ambulance service is still, however, the backbone of

immediate care in Britain. Ambulances attend virtually every
single incident, whether a doctor is present or not. Experience
in Britain and elsewhere has clearly shown that selected
ambulancemen can be trained to a high level of skill in
resuscitative techniques (an achievement not shared by every
doctor).3-6 Given a period of in-hospital training, paramedics'
can provide comprehensive care including techniques such as
endotracheal intubation, intravenous cannulation and trans-
fusion, the recognition of electrocardiographic abnormalities,
and electrical defibrillation.7 Interest in this topic is increasing
in Britain and standards ofemergency care from the ambulance
service seem likely to rise progressively as the higher training
schemes proliferate.

In 1978 the Association of Emergency Medical Technicians
was formed for advanced-trained ambulancemen as a parallel
body to the British Association of Immediate Care Schemes.
The two groups have identical aims and have become affiliated
to one another, so co-ordinating the major groups in the
country providing advanced immediate care on site and during
transport.8
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