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Scenes from Postgraduate Life

Upstream Medicine

New Zealand is a long, long way from anywhere and
local professionals like doctors complain that their
people and facilities cannot compete with those in
Britain or the US. Yet the district hospital of 600 beds
where I taught had recently acquired a whole-body CT
scan, and all the hospitals I visited were new and clean
and well furnished and equipped. (One ofthe patients I
met had been taken ill in the north ofEngland while on
holiday; she was scathing about the sorry state of the
hospital she had been admitted to.) As is the way ofthe
world some of my hosts complained that they could
not get what they wanted from a parsimonious
administration, though the situation might improve
(they thought!) when the area health board was in
place. And the medical school hit the front page of the
Otago Daily Times because the teaching hospital was
one and a half million NZ dollars over its budget,
having treated too many patients. It was odd to read of
cross-boundary flows and special money for teaching
hospitals so far from home.

I went to take part in postgraduate teaching but also
to talk about alcohol, as great a problem as it is in
England, especially among the Maoris. Earlier detec-
tion and thus the prevention of irreversible damage
must surely be the appropriate message but how
difficult it is to get across. The fledgling doctor is an
interventionist, largely due to the milieu in which he/
she is brought up; a more subtle approach is needed in
the setting of primary care, where most of the work
does not involve high technology medicine. Much of
the illness is self-induced, self-limited, or determined
by the unspeakable environment in which many
people live. Hospital consultants invent ever more
ingenious ways of alleviating mostly incurable condi-
tions; often they work in a sort of monastic isolation
from the cares of the majority of 'patients'.
Another visitor to the hospital talked about preven-

tive medicine: Alan Clark, former professor of surgery
at Dunedin and now dean of the medical school, used
the phrase 'upstream medicine' to describe what he
saw as today's priority. Most of the cancer surgery he
had previously carried out was palliation of end-stage
disease (downstream); comparable in my case to the
treatment ofalcoholic cirrhosis. He discussed the three
areas of cancer prevention which had definitely paid
off: mammography for breast cancer, cervical
cytology for carcinoma of the cervix, and endoscopic
removal of intestinal polyps to forestall malignant
change. Such efforts were not cheap, and one had to
accept the individual distress caused by occasional

false positive results. Compliance in screening
programmes was also a problem when people did not
feel ill. This, and increased personal responsibility for
health (surely the greatest challenge for preventive
medicine), were the ingredients for success. Of course,
if doctors were to be replaced by technicians and other
types of health worker - or better still by diagnostic
machines which individuals could use themselves -
costs would fall dramatically.
A little later I met a businessman and his wife who

helped people with alcohol and drug problems
through their local church. They found it valuable to
talk about people who were addicted as having fallen
over a cliff. The important thing was to prevent
individuals from falling and ideally from getting near
the edge in the first place.

Preventive programmes will have to be based on
community networks in order to identify populations
and people at risk. At present medical input is minimal
and most of the expertise is provided by other health
workers and volunteers. The Cumberledge report'
suggests that each health district could be divided into
a number of local wards of a size which could be
managed by a team of health professionals who would
keep an eye on the health of their clients. The
important question is how doctors, who spend most of
their time in surgeries or hospital clinics, will adapt to
the practice of preventive medicine.
As someone who has to deal daily with the ravages

of alcohol abuse, I find it hard to understand the
apparent indifference of government to what I see as
the obvious benefits of prevention. It suppressed the
recommendations of its own 'Think Tank' report2 in
1977 and ignored advice from the World Health
Organisation3 in 1979 to take positive steps to keep
consumption levels steady and then gradually to
reduce them, and not to liberalise licensing laws. Its
thinking does not seem to have been influenced at all
by authoritative reports from the Scottish Health
Education Coordinating Committee4 and the three
royal colleges of psychiatrists,5 general practitioners,6
and physicians,7 all of which pointed to the dangers of
inaction. Why?

Health ministers are on record as saying that public
opinion is not yet ready for government intervention.
The lobbying power of the brewing industry and
advertising is well known. I suspect that most doctors
are indifferent, partly because of lack of knowledge
about the extent of the problem and partly because of
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their personal permissive attitudes (like most of the
population) to alcohol. To show that something is
being done, money is provided for national advertising
campaigns although their effectiveness is increasingly
questioned.

It is not just alcohol. Advice about eating fats,
sugar, salt, red meat is bedevilled by vested interests;
more could be done to encourage exercise and weight
reduction. The negative attitude is exemplified by
failure to do anything to improve the health of the
poor. Even the successful campaign against cigarettes
(which has taken 25 years) seems to be slowing down;
present levels of smoking among young women are
distressingly high. Instead, public obsession with illicit
drugs and AIDS, which together cause a fraction of
the premature deaths from preventable disease,
provides a ready-made excuse for inaction in other
areas. It is ironic to think that if AIDS were as
common as alcohol abuse only cosmetic steps would
be taken by government.

Official neglect of prevention is worrying on
another score. We are repeatedly warned about the
difficulties facing the acute sector of our hospital
services, especially in the cities, where wards are being
closed (over 1000 beds in London in the last few years)8

and yet the demand, both for beds and especially for
out-patient consultations, continues to increase. It is
well-known, at least to those in the business, that many
patients who attend or are admitted to hospital have
alcohol-related problems. The same may well be true
for other preventable conditions. Even a small reduc-
tion in alcohol-related damage, for example, could
have a major impact both on demand and on hospital
costs.

Increased emphasis on prevention, though not of
course to the exclusion of 'curative' medicine, could
have two important consequences. Firstly, individuals
and especially health workers, might be persuaded to
shift from an obsession with illness to a concern for
health. And secondly, the public burden of sickness
which threatens to bankrupt health services worldwide
might actually diminish in time. How long will we in
Britain have to wait before Beveridge's dream of a
health service becomes a reality?

Alex Paton
Postgraduate Dean

North East Thames Region
British Postgraduate Medical Federation

33 Millman Street
London WCIN3EJ
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