
Screening in Practice

Organisation of screening: a practical view

Simon Jenkins

Identifying the population to be screened
In setting up any screening programme it is essential
to identify the target population to be screened. In
British general practice this is the list of patients who
are registered with the practice or a subset of that
practice list.

For a screening programme to be effective, the
age-sex register of the practice has to contain the
correct name, address, age, and gender of each patient.
To ensure accuracy a routine must be adopted so that
new patients are registered and those who leave deleted
and changes of address (and name) are properly
updated. Although a manual age-sex register would
have been adequate five years ago,' it can no longer
sustain the needs of modern general practice. An
automated practice register is central to the many
screening activities required by the new 1990 contract.
A Department of Health survey conducted in March
1989 showed that about a quarter of practices had some
form of computerisation.' The survey is to be repeated
in 1990 and may well show a doubling of this figure.

Perhaps the quickest way to acquire an automated
register is to purchase a computer from a reputable
supplier of computers for use in general practice
and ask the family practitioner committee for a

"download" of the list of patients registered with the
practice. Unfortunately, many family practitioner
committees hold inaccurate registers.35 They may be
unaware of some patients who the practice believes are

registered, but more commonly they hold the wrong
address or surname, particularly for women who have
recently married. The practice that accepts a download
will therefore still have to carry out a check against its
own records.
The practice that chooses the more onerous method

of entering the details direct from its own records may
achieve greater accuracy but will have missed an

opportunity to discover who the family practitioner
committee has recorded as being registered on the
doctors' lists.

Unless the practice agrees with the family prac-
titioner committee over the size and composition of the
list there will be disputes not only over capitation fees
but over identifying the denominator of the target
population of children who require immunisation or

women who require cervical smears. A considerable
amount of money depends on accurately and regularly
checking this target population, which changes every
quarter by gains at one end of the age range and losses
at the other.
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Choosing a computer
Practices vary in their style and organisation and

there is no such thing as the ideal computer system for
every practice. A practice needs to define its own

requirements first, rather than assume that they will be
defined for them once they have acquired a computer.

Cost is certainly a factor, but it is a false economy to
go for the cheapest. Doctors should ensure that the
supplier accepts responsibility for breakdowns of both
hardware and software. It is essential to have a realistic
idea of the time that it will take to obtain a return from
the installation of the computer. Unless it is properly

integrated into the day to day routine of the practice6
the computer will fail to produce the financial and
information benefits that are expected. It is likely that
it will take a year before it becomes truly effective.

Before purchasing a system the partners and staff
should discuss their needs'; identify a shortlist of
suppliers; visit practices that are using the systems
on their shortlist; and ask the suppliers for a demon-
stration. It is only after taking the plunge and buying a

system that the practice truly starts to learn its pros and
cons.

Fundamental to choosing a practice computer
should be the attitude and commitment of the supplier
to general practice computing. The financial soundness
of the company is important so that future needs can be
met without the trauma of changing systems. Reliable
supporting services, both in training and problem
solving, are crucial to success. A supplier should
provide a practice with a development pathway that
allows it to start small and to expand the size and
functions of the system progressively and smoothly.

BMJ VOLUME 300 21 APRIL 1990

Buying a computer system: 20 questions
to ask

1 Do you need a computer? Don't invest in
technology for the sake ofit

2 Has it been specifically designed for your
needs? Beware ofgeneral application packages
thatyou may have to adaptyourself

3 Can the system be expanded or adapted as
your needs change

4 Is it a multiuser system? (Can it be used by
more than one person at the same time?)

5 Is it a multitask system? (Can it be used for
different tasks at the same time?)

6 How is unauthorised access to the system
prevented?

7 What back up facilities are there? (These are
needed to protectyour records ifthe system fails)

8 Are maintenance agreements included or
available?

9 Is there a "help desk" you can ring for advice?
10 What is the call out time? (How long would

it take for the supplier to reach your practice if
there was a problem?)

11 Will the supplier replace your system, or part
of it, during repair?

12 Is insurance available?
13 How much training is provided?
14 Is it "on site" training in the practice?
15 How good are the manuals that come with the

system?
16 Is there a "users group" that is regularly

consulted by the supplier?
17 Can you see a demonstration? Always see

beforeyou buy
18 Can you have a list of existing customers?

Better still, find a customer on your own and ask
for an evaluation

19 Can you lease, rent, or buy?
20 What is the cost and what does it include?
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These principles are embodied in the list of questions
on buying a computer published by the Department of
Health in March 1989 (box).

Practice based "call and recall"
The success of any computer ultimately depends on

how well its operation is integrated into the routine of
the practice. Any procedure that is carried out, as well
as the outcome, must be recorded on the computer.
Invitations for patients to attend (call) or reattend
(recall) must be generated, and defaulters, non-
responders, and refusals must be noted.

Personalised letters on the practice's notepaper are
the first means of patient contact. Non-responders may
be sent a second letter that emphasises the importance
of the screening procedure and shows concern that
they have not yet managed to attend. The dates of both
letters are recorded on the practice notes so that if the
patient attends for an unconnected consultation the
doctor will be reminded to discuss the lack of response
to the screening request. Follow up of non-responders
by telephone is often well received providing it is
carried out sensitively by a suitably trained member of
staff. The few patients who fail to respond despite such
measures often have hidden reasons that are revealed
when they are given the opportunity to discuss their
objections!

Clinic or consultation?
Should patients from the practice be screened

systematically in special clinics, with time specifically
set aside for the purpose-or should the screening
procedure be undertaken "opportunistically" as part of
an extended consultation in a "normal" surgery?
Certainly the 1990 contract would encourage the
former by offering payment for specially organised
clinics, usually of 10 patients, lasting at least an hour.
The new terms of service also require examinations of
newly registered patients; patients over the age of 75;
and patients aged 16 to 74 who have not seen a doctor or
been offered a health check by the practice for more
than three years. Such examinations are to include a
detailed medical and social history; the recording of
height, weight, and blood pressure; and analysis of
urine for albumin and sugar.9
There may be merit in determining the medical

needs of new patients and regularly assessing those
aged over 75, but considerable professional concern
has been expressed about the need for examining the

non-attenders in the 16-74 age group. Well man and
well woman clinics may be a means of obtaining
remuneration for examining this cohort of patients.
But general practice provides a setting where the
advantages of both the opportunistic and systematic
approaches to screening can be achieved.1'
Manual records are likely to be in use for several

years to come, although they will progressively be
supplanted by the desktop computer terminal. For the
time being we must accept the need for dual recording.
When a patient is sent for by the computerised system
as part of a systematic screening programme this fact
must also be clearly recorded in the manual notes, as
must the patient's response or lack of it. If the patient
consults a doctor who is not using the computer that
doctor will be alerted to the need for discussing the
procedure in question with the patient. The converse is
also true: doctors with computers in the consulting
room may have their attention drawn to the fact that
the presenting patient has defaulted on a request for
screening.

Participation of the primary health care team
A practice that assumes a responsibility for the

health of its registered population needs to involve all
members of the primary health care team (table). A key
member is the receptionist, who gives out appointments
to patients, may draw their attention to the fact that a
screening service is being offered by the practice, and
may discreetly remind patients that they have not yet
been seen. If the policy is to contact patients by
telephone instead of, or as a follow up to, a written
invitation then this task may be delegated to an
experienced receptionist.
Most screening procedures are undertaken by the

nurse in the team. The participation of nurses is central
to the success of adequate population coverage.
Arguments that they are unlikely to detect "pathology"
when undertaking screening examinations are not only
false but also inappropriate. A cervical screening
programme is designed to take a smear from the
woman's cervix, not to do a vaginal examination that
may detect fibroids or ovarian tumours, and a nurse is
just as likely as a doctor to spot a cervical polyp.

Health visitors are central to paediatric surveillance
and achieving high uptakes in childhood immunisation.
Their examinations are complementary to the doctor's
and their efforts often determine the success or failure
of a doctor in achieving a target.
Communication among and cooperation of all

Participation of health care staff in screening

Practice staff Specialist staff

Geriatric Diabetic Psychiatric
Health Computer liaison liaison community Clinical

Receptionist Secretary Nurse visitor manager Doctor Midwife nurse nurse nurse psychologist Dietitian

Administration
Inform patients of the service * 0 0 c
Offer invitations * 0 0 0 * c
Record invitations * * 0 0 * c
Follow up non-responders * * 0 0 *

Procedures and special clinics
Cervical smears 0 * a
Lifestyle screening 0
New patients * 0
Over 75s 0 0
16-74 (Well men, well women clinics) * 0
Paediatric surveillance *
Iminunisation * * I
Hypertension clinics * *
Diabetes clinics * * * I

Other clinics
Antismoking *
Alcoholism * *
Stress counselling * * I
Obesity 0 0 0
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members of the team are thus essential. This is
enhanced by the newest recruit to the team of a
successful screening practice-namely, the person
nominated to be responsible for maintaining the
proper functioning and integration of the computer
into the practice routine: the computer manager.
Where then does the doctor's responsibility lie? It is

the doctor who is responsible not only for ensuring the
overall organisation but also for vetting any invitations
that are to be sent. It is the doctor's judgment and
personal knowledge of patients that will prevent
inappropriate requests from being made. It also falls to
the doctor to deal with the results of the screening
procedures, either sensitively to inform of positive
results or to ensure that negative ones are promptly
and accurately conveyed to the patients. The time
consuming job of offering reassurance on the doubtful
result is best done by a general practitioner who is
known and trusted by the patient.

Finally, though it is self evident that the initiative for
setting up practice based screening services must fall to
general practitioners, the availability of adequate
resources may prove a major stumbling block.
Resources for these activities, defined in terms of staff,
premises, and time, must be adequate if the return in
cash and clinical outcomes is judged to be worth while
when viewed against the competing need to respond to
patients' demands for treatment of self referred illness.

Protocols for screening
Special inserts for maternity care or contraceptive

advice, for management of diabetes or hypertension,
have become commonplace in general practice
records." The design of these cards is the result of
protocols for supervising these conditions and prompts
the doctor to carry out certain procedures. The
omissions are reduced, and clinical care is improved.
Unquestionably the computer will extend the range
of such protocols and also provide help in clinical
management. But the computer can incorporate
the screening philosophy into the therapeutic environ-
ment. A normal blood pressure measurement taken
during an examination in a consultation initiated by the
patient will obviate the need for including that patient
in the screening programme for the detection of
hypertension.

Audit of results
The friendly competition engendered by comparing

one partner with another will encourage those with
lower uptakes to pay more attention to raising their
position in the practice's league table.

For comparative audit to work within practices the
population for which the doctor is responsible needs to
be defined and agreed. Such a list of patients should not

be the list of patients registered with a particular
partner, but those for whom the general practitioner
assumes responsibility-that is, the patients the doctor
usually sees. A computer should be able to differentiate
these two denominator populations. In practices
that operate a strict single list philosophy the two
populations will be identical, and this arrangement
may simplify comparative audit. Audit of activity
(measuring the number of appointments or visits per
1000 patients) then becomes meaningful, particularly
if allowances are made for the age, sex, and social
structure of the differing lists. Differences may,
however, simply reflect the style of consultation
practised by the doctor'2 rather than any difference in
the patients being cared for.

Audit of morbidity may reflect the varying interests
of the partners or identify a need for a refresher course
in some subject. Audit of referrals may reveal areas for
which one doctor is more perceptive in identifying
potential problems or, conversely, it may mean that a
lack of specialist knowledge forces a doctor to seek
reassurance through more referrals.
The discussion, and ultimately the judgments,

must be practice based for them to be acted on in a
non-defensive and productive manner. Without
information presented in a timely and understandable
form, however, these debates will never take place.
Of paramount importance to all members of the

practice team are the results of their efforts in terms of
positive findings. The real test is in reducing morbidity
and mortality. The data for this assessment may take
some time to accumulate, but the data collecting
activities of some general practitioner computer
suppliers may quickly provide significant feedback.
Such data will enable a practice to compare its own
outcome with that of similar practices both locally and
nationally over the increasingly wide range of activities
for which general practitioners are now responsible.
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THE MEMOIR CLUB

In my mind I have had many memorable words spoken to me by some about
whom I have not enough material to make a full portrait. For example, there
was H J Butchart, secretary ofAberdeen University in my student and early
postgraduate days. He was a retired army colonel wholly devoted to what he
regarded as the good of Aberdeen University. He was sincere and
incorruptible. Had he been otherwise he would never have got away with his
way of running the university. A young lecturer once complained to him
bitterly about his professor's maladministration.

"I readily understood his complaint and told him so," said Butchart.
"'What are you going to do about it then?' asked the young man. 'Nihil,' I

replied," said Butchart. When the voung man asked why, Butchart
answered, "Universitatis vita longa; professoris brevis." (The life of a
university is long, that of a professor is short.)

"When the young man seemed disappointed," said Butchart, "I added a
second reason for inaction: 'Dog does not eat dog."'
Then there was Miss Ragnhilde Gulbransen, assistant to Carl Browning,

under whom I worked as a research student in 1932-3. She learnt with
disappointment that I was to do yet some more work on acriflavine instead of
having a go at penicillin-a proposal she had put forward. Her comment
was: "It's this old Mary's against Middlesex battle. You cannot be a great
man in more than one part ofLondon at a time."

From Portraits from Memory by James Howie. Published under the BMJ's
Memoir Club imprint. ISBN 0 7279 0243 1. Price: Inland £14.95; abroad
£17.50; USA $29.00. BMA members: Inland £13.95; abroad £16.50; USA
$27.00.
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