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group premises both for private consultations, as well as for health service patients.
Clinical meetings can be held in group premises, which consultants and housemen

can also attend. A constant feed-back is essential between general practitioners and
hospital doctors at all levels.

7. Communication with drug houses
It has been found that where one member of the group specializes in interviewing

all the drug house representatives by appointment, he can develop an enhanced dis-
crimination of what is of value and then feed back this information to the group. This
leads to intelligent communication in this field, which is a vast improvement on the daily
mail bags full of advertisements.

8. Committees
A less obvious, but no less valuable, field of communication is on various pro-

fessional committees, where different disciplines are represented as, for example, the
local medical committee. Here general practitioners of the area meet representatives of
the local authority, the regional hospital board, hospital consultants, the regional medical
officers from the Department. Group practice facilitates attendance at such meetings,
with the consequent feed-back and dissemination of information and opinion.

Conclusion
Thus, it is apparent that communication is enhanced by anything which encourages

or facilitates the frequent personal contact of general practitioners with each other, or
with doctors working in other fields, or with local authority paramedical workers. Group
practice can help in all these ways.

Good communication is a vital ingredient of good medicine and of progress in
medicine.

Discussion

Dr A. J. Whitaker, in introducing the circulated paper, said that anybody who had served
on a medical services committee would realize that at the end of a long day nine times out of
ten the doctor had not been found incompetent or negligent but there had been a breakdown
of communication between the doctor and patient. They had got their lines crossed and from
then on all hell was let loose.

The chairman agreed that services committee cases always arose from a failure of com-
munication. Recentl yat a symposium on the consumer's view of medicine, held at Bristol
University, the main burden of the complaint had been that the doctor had not treated the
person like a human being, but as a case rather than a patient.

Dr M. Drury said that in group practice buildings, with more and more rooms, doctors
had a tendency to become isolated in their consulting rooms from what was going on in the
rest of the building. It was important to have regular contacts and meetings, particularly with
the staff working in the administrative area. In the survey which he had spoken about earlier
it was found that something like 94 per cent of the staff working as receptionists said that they
exercised a degree of discretion in assessing the urgency of cases. The lower the pay of the
worker in general practice the more, it seemed she was asked to exercise this discretion. The
more highly she was paid, the more she was withdrawn from contact with the patients. Com-
munications ought to be kept open with the administrative staff.

Dr Law said that it was essential for the patient to be able to communicate. In large
practices the patient should be able to identify with the receptionist, each knowing the other's
name. Staff in centres ought to wear name badges. With teams of ten or more people working
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together a building should be so designed that there were groups of not more than four doctors
each with their own staff. They should meet regularly with the health visitors and speak closely
with them, as with the district nurses.

One of the advantages of group practice was that doctors could raise each other's standards.
This was important but it could only happen when the members of a group were prepared to
have self-criticism concerning their treatments and diagnoses. How many groups could stand
fairly rigorous self-criticism among the members? A lot of groups did not have this and it
would put great strain on the practice if they did, but the end result could only be good. The
joint lunches even once a week are an excellent opportunity for this.

Points raised in discussion covered such items as: uniform definitions for morbidity, a
flashing device on the consulting-room telephone, rather than a bell, (if unanswered the practice
staff will have to answer the call as best they can themselves), linking with the hospital PBX
system for a centre in the neighbourhood of a small hospital, a small tape recorder which
allowed the doctor to dictate anywhere and get the appropriate information duplicated for
nursing sister, medical officer of health, or house officer, or partner at the same time.

Diagnostic facilities in group practice

Dr J. G. Rider, M.B., ch.B., M.R.C.G.P., D.Obst.R.C.O.G.

A SURVEY of over 70 practices in the North Midland Faculty was made by question-
naire to discover the diagnostic facilities in use at the present time and what further

facilities would be required if working from a health centre or group practice building.
The information so obtained forms the factual basis of this paper. The opinions expressed
in the discussion are mainly my own, but they are also held by the majority of those who
added valuable comments to their completed questionaires.

All practices have complete access to their local hospital pathology laboratory-
the comments about these services were most complimentary. The laboratories provide
a full range of bacteriological, biochemical and haematological investigation, but the
general practitioner is responsible for the collection and delivery of the samples. In
some instances the patient can be sent direct to the laboratory for e.g. venepuncture or
collection of a clean catch urine specimen, and in some areas a service for the collection
of samples is organized. The degree of access to the radiological departments varies
considerably-in some departments a general practitioner can only order straight x-ray
whereas in others he is much less restricted and can order in addition, x-rays using con-
trast media e.g. barium meals.

Ninety-nine per cent of the practices used one or more of the various stick-tablet
tests, e.g. Albustix, Clinitest and about 50 per cent estimated haemoglobins and or
EsRS when necessary. Thirty per cent do some form of microspy, mainly looking at
urine for pus cells, etc. or at vaginal discharge for trichomonas or monilia. Two practices
used their microscopes for postcoital tests. Twenty per cent owned and used their own
ECGS whilst 15 per cent estimated respiratory function, either by the peak flow meter or
vitallograph. Six per cent did audiometry, some in conjunction with the local authority.
Pregnancy testing, skin testing and tonometry were done occasionally by a few practices.

Turning to the hypothetical question "What additional investigations would you
hope to do in a health centre?", in 13 practices (19 per cent) about one fifth stated
that they had all the facilities they required within easy reach of their surgery and that
there was therefore no need to extend their diagnostic facilities. Of the other four fifths,


