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1950s-on the sole evidence of a declining propor-
tion of general practitioners to population and
a rising mean age of practitioners. The College of
Practitioners, its Journal by whose courtesy his
paper appears, the postgraduate medical centres,
the whole body of primary care research ("the
negligible amount of research published by
general practitioners"-filling 180 foolscap pages
in the last bibliography prepared by the college
librarian), the extension of group practice, the use
of ancillary and attached staffs, the university
departments of general practice, the considerable
beginnings of vocational training, and all of these
created largely or whol.ly by working general prac-
titioners--all are either ignored or dismissed as
without proven effect on quality. Public opinion,
so generally favourable to British general practice,
and so hostile to its equivalents in the United
States, is likewise dismissed.

In these terms there is no case to answer; the
serious criticisms of primary care made in many of
the papers quoted by Honigsbaum were con-
structive and valuable in their own right, qualities
entirely lost by selective accumulation in an antho-
logy of failure and negligence. The most obvious
conclusion must be that review papers should con-
form to the normal standards of scientific journals,
by evaluating all the evidence relevant to the
author's hypothesis, not just the bits and pieces
that can be made to appear to support it. It might
also be a good rule that authors seeking to review
such a wide area should have some substantial
personal experience of it, or have carried out origi-
nal field studies before settling down in their
libraries.

It is to be hoped that some qualified person will
now write a serious paper on quality in general
practice. Irvine and Jefferys', whose very important
paper Honigsbauim does not quote, have summed
up the evidence on changes in quality since Cart-
wright and Marshall2 and Cartwright3 did their
studies in the early 1960s; they show improvement,
accelerating since the package deal, but are clearly
worried at the relatively small proportion of prac-
tices showing a real shift to patient-orientated
teamwork.
There is so far no evidence that the concentration

of poor clinical standards in industrial areas which
was truthfully described by Collings,5 has
changed; there certainly has been an improvement
in absolute terms, but relative to standards in
'desirable' areas where most doctors want to live
and work, there is no evidence of improvement, or
of any serious planning to obtain it.4

In the present atmosphere of infatuation with
managerial solutions, typified by the recent White
Paper on National Health Service reorganisation,
and with inevitable pressures to conform with
West European primary care services heavily
biased toward the conservation of private prac-
tice, a return to a dual clinical standard conforming
to social inequalities is a real danger. The very
complex task of developing appropriate scales for

measuring the main components of quality, and of
setting up valid population samples for continuous
or semicontinuous monitoring of quality, cannot
be left to managers who for their own personal
care can bypass the normal channels of use of the
NHS, have a merely academic interest in equality
of care, and no conception of fraternity. It is a job
that should be undertaken by those of us whose
careers have been mainly devoted to rectifying the
horrifing truth described by Collings.
Mr Honigsbaum is no Collings.

JULIAN TUDOR HART
Glyncorrwg Health Centre,
Near Port Talbot,
Glamorgan, Wales.
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Sir,
The paper by Frank Honigshaum (July Journal)

on the quality in general practice in the United
Kingdom was most stimulating and its provoca-
tive contents, as suggested in the editorial of the
same issue, need to be closely examined and
answered by admission or denial as the charges are
laid at the very foundation of general practice.

Before commenting on the article it must be
frankly admitted that within the confines of general
practice there exists a very wide range of quality of
service and witness to this fact is the very existence
of the Royal College of General Practitioners
which, in common with the other Royal Colleges,
aims to maintain standards.
The various activities of the College in connec-

tion with the education of doctors to participate in
a more profound way in the field ofprimary medical
care are aiming directly at this problem of com-
placency with attending low standards.

Honigsbaumn's paper appears to be a summary
with personal conclusions of statistical material
concerning health in Britain compared with the
world in general and the U.S.A. in particular. The
figures relating to life expectancy may have little
to do with the quality of primary medical care but
may well reflect the rise in the death rate from such
conditions as coronary thrombosis and bronchitis
which is known to affect males more than females.
Over the past 100 years the average maximum ex-
pectation of life for males in the United Kingdom
has only increased by approximately four years.
This superficially reflects poorly on British medi-
cine as a whole, until a more detailed analysis
reflects a lowering of early death but an increase of
those in the 40-60 age group. Medicine has
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changed the pattern of mortality and morbidity
statistics and new problems are continuously being
produced.

Reference to the comparison between British
general practitioners and their American counter-
parts needs to be correctly evaluated. Primary
medical care in the U.S.A. is well below standards
in this country. More American doctors specialise
and the general practitioner, as seen in that country,
is getting a rarer species much to the detriment of
the patients in America who not infrequently
cannot afford to go to their doctor or, as is now
occurring, cannot find one in their locality if it
happens to be in a poor-class area.

The fact that American doctors spend more time
with their patients each week may only indicate
the fact that if a patient is paying his doctor he may
expect more of a doctor's time. Statistics can be
misleading for if the figures quoted by Honigsbaum
for the average consultation rate for patient per
annum in Britain is four as compared with America
at 4-5 and bearing in mind that American doctors
work 50-60 hours per week compared with a
British doctor's total of 39-43 hours and with the
periodic medical examinations and their multi-
phasic screening examinations, why, it may be
asked, is the life expectancy for the American male
I * 3 years less than his counterpart in England and
Wales and 0- 5 years less with respect to American
women.
The age of the British practitioner, according to

Honigsbaum, is a notable feature responsible for
the poor quality of medical practice in this country;
seven out of every ten doctors are now 40 years or
over. A case could easily be made out for active
principals being nearer the 40 mark in the future
after the initial training in general practice has been
increased and time allowed for a doctor to settle
into the environment of the practice in which he has
become established; surely experience, which is
only acquired at the expense of youth, must count
for something.
Although much of the immense data collected by

Honigsbaum does not prove where specific weak-
nesses are to be found, he does justify satisfactorily
many faults with general practice. Negligence in
prescribing, poor practice accommodation and
staffing, low personal standards, inadequate
records, low standards ofreferral letters and insuffi-
cient use of laboratory facilities in an intelligent
way are frequently encountered. These are signs of
poor quality of practice, the root cause of which
may well be low standards of personal achievement
and professional interest on behalfofmany doctors,
which obscures the efforts ofmany whose standards
are higher and whose abilities benefit not only the
patients directly under their care but serve British
medicine as a whole.

The College is gradually making its mark in
primary medical care in this country and eventu-
ally it will tum more of the profession towards the
way indicated by such individuals as its first

President and thereby create the true nature of
medical practice cum scientia caritas.

J. N. GRAHAM EVANS
Norfolk House,
Felpham,
Bognor Regis,
Sussex.

REFERENCE
Journal of thte Royal College of General Practi-

tioners (1972). Editorial, 22, 425-6.

DIAGNOSTIC CERTAINTY
Sir,
Dr C. K. Drinkwaterl in his letter (August

Journal) identifies an important problem which
arises in comparing the research findings of dif-
ferent workers.

In our study of symptoms2 we attempted to
define levels of diagnostic certainty so that we
could subsequently compare the performance of the
doctors taking part in the study. Symptomatic was
defined as the mere repetition of the patient's
presenting symptom, provisional indicated that the
doctor proposed to take further diagnostic action,
but this included a positive decision 'to wait and
see'.
A presumptive diagnosis indicated that the

doctor was prepared to and indeed in our training
programme challenged to defend his diagnosis to
his colleagues. This probably acted as a disincen-
tive to the doctors to record a presumptive level of
certainty unless they were very confident. In con-
trast many research projects encourage the doctor
to record a precise diagnosis in order to simplify
the classification of diseases.

It may be that the differing objectives of the two
studies which Dr Drinkwater has considered
account for the apparent anomaly which he has
detected.

D. C. MORRELL
Reader in General Practice
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PREPARATION FOR GENERAL PRACTICE

Sir,
The Royal College of General Practitioners

recommends that vocational training courses
approved for the MRCGP examination should
include at least 18 months' experience in hospital
appointments, in subjects 'relevant to general prac-
tice'.

This recommendation seems to us to blur two
entirely distinct issues. The first issue concerns the
training appropriate to doctors entering general
practice; the second is about the training appro-
priate to becoming a member of the College by


