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Medicine and the Common Market

Many doctors are apprehensive about the changes in practice which will come about as a result
of the entry of the United Kingdom into the European Economic Community (EEC). The
symposium organised by the North London Faculty of the Royal College of General Practi¬
tioners on 7 January 1973, at the Middlesex Hospital Medical School, showed the keen interest
of general practitioners in the new political situation.

In opening the meeting, Dr Stuart Carne wondered whether language and cultural barriers
might add to the problems of postgraduate education and management of patients, whether
the arrival of new colleagues from the continent might present a challenge, and whether British
doctors might have to undertake additional training.
The problems
For some years now a committee of doctors from the EEC countries has been attempting to
deal with problems affecting medical practice; the entry of additional countries means that
discussions which are already inconclusive will become even more complicated.

Some of the problems were outlined by Dr J. L. Kilgour (Principal Medical Officer,
Department of Health and Social Security), who said that no decision could be taken unless
complete agreement had been reached between all the member states involved.

The first aim of these discussions is to achieve free movement of doctors within the EEC.
The second aim is to harmonise standards of practice among doctors, nurses, opticians and
pharmacists.to raise standards. It may emerge that not all British standards are the highest
operating in the EEC.

Three aspects of medical practice have been under consideration. The first is the achieve¬
ment of freedom of movement by removal of administrative barriers. The second is mutual
recognition of both general and special diplomas. The third is mutual recognition of basic
medical qualifications, granted by any medical school in the EEC.

This last point has involved problems of assessment and so far it seems that this
must be a quantitive one, and it has been proposed that the medical curriculum should consist
of at least 5,500 hours of training during six years at university. This is not entirely satisfactory
and some consideration of the quality of the curriculum ought to be included. Nevertheless,
a flexible approach to medical education is essential.

One British feature is the increasing percentage of women doctors graduating. In view of
the importance of their contribution, it should be made possible for them to undergo specialty
training on a part-time basis if necessary. So Britain should not agree to the recognition only
of full-time training.

The question of the large number of doctors from the old Commonwealth, whose services
are essential in Britain, also needs consideration. The Government must ensure that require¬
ments for assessment of these doctors are in harmony with the EEC directives.

Yet doctors in the public services, might not, in general, be allowed freedom of movement.
It would be nonsense to maintain that all the doctors in Britain who are paid out of the National
Health Service resources are in the public service and therefore excluded from freedom of
movement.

There will also be some difficulty about the recognition of specialists, since Britain has
decided against registration of specialists. However, in recent years, the educational bodies
have devised acceptable curricula for the production of specialists and it would seem that
individuals who have finished this training should be regarded as specialists. The actual mech¬
anics of this process will take time.

An Anglo-French viewpoint
Problems of Anglo-French communications were illustrated by Dr Julian, who, although a
British graduate, has practised in France for 14 years and found that some apparently identical
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medical terms in the two languages really mean something different. For example, in France
a paediatrician is really a general practitioner who only treats children, while a professor of
pathology is really a professor of medicine.

Problems of definition have bedevilled the situation. For instance, defining a specialist is
difficult, because a specialist on the continent sees patients without referral, and training periods
for specialisation are not the same everywhere. On the continent, many medical specialists
are trained in only three to five years, after which they may undergo further training to become
a consultant. In France also, a general practitioner is anyone who is doing general medicine,
whether in a hospital or outside.

Dr Julian (Paris) said it is no longer relevant to speak of shortages of doctors in Britain when
the EEC as a whole has to be taken into account in assessing medical manpower. He also drew
attention to the paradox that whereas the impact of the late Dr Balint has not been widespread
in Britain, it has been much greater in France. Reading Dr Balint's work on understanding
patients helps us to understand why the lack of formality of changing a doctor in France means
that perhaps 50 per cent of French patients change their doctor quite often.

The speaker noted the aggressive attitude of some French doctors towards a national
health service, the handicap which the British medical profession will have if they become civil
servants, and the hazards of introducing a system of re-examination of doctors every few years.

Organisation of medical care

In Europe, general practitioners are organised internationally in a body known as the UEMO
(Union Europ6en des Medecins Omnipracticiens), which includes general-practice organisations
from the original six member states, as well as UK and Irish representatives. The aim of the
UEMO, said Dr van de Leeuw (Amsterdam) is to promote the professional, ethical, social and
scientific interests of general practitioners; since its foundation in 1967 it has prepared a mini¬
mum programme of two years of educational training for general practice. It has also tried to
establish a travel guide for migrating doctors, based on answers to such questions as:. "What
is the influence of the health system on the doctor-patient relationship?"; "What is its effect
upon the competence of the general practitioner?"; "What are the special regulations for
inclusion of an individual on the insurance list of a general practitioner?"

There are many other problems for UEMO's consideration such as the practice of preven¬
tive medicine by family doctors, the relationship between them and specialists, the system of
referral to specialists, relations with hospitals, and methods and amounts of remuneration.

In the original six EEC countries, the health insurance systems seem to have led to easier
and more frequent consultation with doctors and therefore to increased treatment of minor
ailments and an increase in the general practitioner's workload. This may have influenced
young doctors against general practice and it seems that the number of general practitioners in
these countries is declining.

Legally, the competence of the general practitioner is unrestricted in all countries of the
EEC, but in most of the original EEC countries there is some financial disadvantage if he en¬

larges his field of activity. The opinion of the UEMO is that a general practitioner should not
be performing technical functions in imitation of the specialist, but should be looking after the
general health of his patients.

As regards remuneration, Dr van de Leeuw pointed out that there is a dividing line between
the United Kingdom, Holland and Denmark, who have a capitation-fee system, and Belgium,
France, Italy and Germany, where payment is on a fee for service basis. There is also a difference
as regards general health examinations, which are paid for in Belgium and Italy but not in
France, except for premarital and antenatal examinations, which are obligatory by law. In
Holland, only a limited number of preventive activities, such as immunisations, are paid for
by the health insurance system, and it is only in the last few years that the German health
insurance has agreed to pay for preventive work.

Dr van de Leeuw described the different systems for continuing education, which vary very
greatly, noting the fact that in Germany general practitioners have usually spent at least four
years in hospital work before entering general practice.

The relationship between general practitioner and specialist is a source ofmuch discussion
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with many differences as regards referral of patients or payment of general practitioners for
assisting specialists.

The general practitioner has some hospital facilities for treating his patients in Germany and
Luxembourg and to some extent in France. However, in Italy, he is completely excluded from
the hospital and in Belgium is tolerated only for a limited number of activities.

Lastly, the speaker noted that the UEMO has recently compiled a synopsis of the different
systems of medical education.

Commonwealth anxieties
The discussion after the morning's papers began by reflecting anxieties felt by Commonwealth
doctors in the UK about their future. At the moment, it seems that even when free movement
of medical manpower within theEEC becomes possible, a doctor will have to be a British national
and, if he has a commonwealth qualification, persuade the prospective host country to recognise
it before he can move around the EEC. Incidentally, freedom of movement is not expected
before 1975 at least.

Those who contemplate a nomadic life, with a few months' work in southern Italy followed
by a spell in France, will be free to live this life, provided they are prepared to forfeit any pension
rights. To transfer pension rights between countries would be an almost impossible task.

Because continental general-practitioner earnings seem higher than here, there is a likeli¬
hood that few general practitioners will migrate into Britain (but none of the speakers who
quoted figures mentioned the differential cost of living, which would make it necessary for a
German general practitioner, for instance, to earn much more than his British counterpart to
achieve the same standard of living). However, since there is a shortage of posts for the newly
qualified in France, we may see French graduates streaming into Britain to take advantage of
our better educational facilities.

As to relative shortages, Dr Kilgour struck the right note when he pointed out that it is
best for everyone if equilibrium between medical care needs and medical school output is
achieved, so that patients can be looked after by doctors without linguistic or cultural
barriers.

Training for general practice
The system of training for general practice has been highly developed in the UK in recent years,
in fact, to an extent not paralleled anywhere else in the EEC. Dr John Horder (Chairman
of the Education Committee, Royal College of General Practitioners) explained the system for
the benefit of foreign participants, but suggested that this pattern might not be in accordance
with the concepts of other EEC countries, or rather with their governments. He also noted
that within recent years the quality of individuals entering general-practitioner training schemes
has been particularly high and that nine out of ten of the posts for trainees (240 at a recent
count) were now filled, although it would finally be necessary to have about 1,000 of these
posts. There is every hope that by 1977 every young doctor will be able to have proper training
for general practice which will pay attention to psychological and social factors as well as the
physical side of medicine. In addition, medical students are seeing something of general practice
before they graduate.

No European country has a comparable programme. The four years which a young German
graduate puts in before he starts general practice are, in fact, a training in hospital medicine.
One British problem is how to indicate the completion of training. Individuals may sit for the
examination for the MRCGP, but this is voluntary. Perhaps others may receive some kind of
certificate. Figures for continuing education are also improving and about 70 per cent of general
practitioners in Britain now attend some of the many courses available.

Training in Holland
Training particularly directed at general practice only began in Holland in 1965, when Professor
van Ess became the first professor of general practice in Utrecht, according to Professor H. J.
Dokter of Amsterdam, who outlined training in general practice in Holland. At present, the
six university years are terminated by an assistant-doctor examination, after which there is a
seventh year for vocational training. This, of course, is less than the British minimum of three
years, but it is better than nothing.
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During this year, the candiate spends six months in a clinic and six months in general
practice; during the latter he attends The Institute for General Practice one day a week. Prob¬
lems have arisen because specialists do not understand the value and aims of vocational training
for general practice. Professor Dokter also pointed out the fact that medical students at inter¬
vals in their undergraduate curriculum are given opportunities to hear about and to see general
practice in action.

The impact of the EEC on British practice
There are likely to be three main effects on medical practice in Britain because of our entry into
the EEC, said Dr Derek Stevenson, Secretary of the British Medical Association. The first is
obviously going to be a long-term effect and concerns the organisation and financing of health
insurance and social security systems. It is unlikely that continental states will decide to adopt
a national health service on British lines; it is equally unlikely that the British system will be
broken up into a series of separate schemes and services, such as is common on the continent.
Nobody knows yet how the EEC will tackle this problem.

The second effect is likely to be much more immediate. This is a migration of workers
who will need medical services, so that it is possible for a country such as Britain to have its
health service flooded by massive migration. However, it may be that European doctors will
move with these labour forces and fill the vacuum that may occur if nationals of common¬
wealth countries cease to come to Britain.

The third and most important effect ofEEC entry arises from the requirement that medical
qualifications throughout the EEC must be mutually recognised. This is a problem for the
future, but migration of doctors may force this country into a system of registration of specialists.
Who will look after the registration is as yet uncertain, but it may be that the General Medical
Council will be asked to do so. Certainly, in Dr Stevenson's view, specialist registration and
the education leading up to it must remain in the hands of the medical profession.

Dr Stevenson speculated on the possible effect of the EEC on fashions in medicine. Will
we give more injections and fewer bottles of medicine? Will we revive spa treatment? Will our

attitude to advertising change ?

Specialists and others
The definition of specialists may cause more problems than the definition of general practitioners.
For example, in France some doctors with specialist experience are described as 'competent';
only if they take further training and register as specialists are they recognised as such. Dr
A. J. Rowe, Chairman of the BMA committee on the Common Market, pointed this out in
stressing the need for a glossary of medical and social terms which would promote better under¬
standing among the medical professions of the various countries. He also pointed out that if
British doctors thought they had a lot of form-filling to do, they should see what happened to
their continental colleagues who were being paid on item for service.

Dr Rowe noted the different attitude to medical secrecy at home and abroad. In Europe,
medical secrecy is absolute; in Britain the law gives it no protection whatsoever. He also
suggested that European doctors attracted here might mostly be those seeking to benefit from
the high standard of postgraduate training in Britain. He pointed out that the criteria so far
set up for periods of undergraduate and postgraduate training are minimum criteria; if a

country wants to train people for 15 years to do a job, there is nothing to stop it. However,
titles acquired by training are protected by law in Europe, whereas they are not in Britain; this
is another problem that will need solution.

Dr Rowe, for the first time, mentioned the question of adaptation. If a doctor moves from
one country to another, he will need time to adapt to the different culture. To help him to do so,
centres of information should be set up where he could also learn about social security systems,
ethical attitudes and so on. However, common sense would suggest that some formula can be
devised to deal with adaptation and also to take into account the fact that after a period of
years of medical practice, doctors from all countries must have much in common.

Teaching general practice to hospital doctors
During the afternoon discussion period, someone raised the question of exposing hospital
doctors to the discipline of general practice. In theory, said Dr Horder, this is not difficult, but
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we in the UK are waiting for specialists to demand such training. In Holland, said Professor
Dokter, the student is shown enough about general practice so that, if he becomes a specialist,
he will already know something about the problems of other colleagues.

Not only doctors, but all other types of health service workers will be involved in the
EEC. Dr Rowe noted that there are already directives for all these professions and careful
definitions of what each of them should do and should not do. However, there is a fundamental
difference of thinking on the two sides of the Channel. In this country, a nurse does what she
thinks is within her competence; in Europe, the limits of activity are most carefully defined.

Dr Julian, while realising that British thinking is hostile to laying down strict criteria for
medical auxiliaries, pointed out that problems do arise in France through individuals trying to
deal with conditions they are not trained to manage. Questions about entry into general practice
in the EEC elicited the fact that apart from two relatively minor requirements in Denmark and
Germany, there is nothing to stop anyone from going into general practice immediately after
qualification. In Denmark, the graduate would be obliged to take one year of compulsory
training and in Germany he would have to do 18 months of training in a hospital.

During the discussion, the enormous benefit from exchange visits to general practices in
other countries was stressed. Such a visit destroys many myths and produces the realisation
that all doctors have much in common, and each has the same dissatisfactions.

One point should be emphasised and that is that nobody intends to deprive any practitioner
of his rights. All proposals for vocational training refer to future entrants to general practice.
There is also no possibility of introducing some national examination on the lines of the ECFMG
for medical migrants. Such an examination would be completely contrary to the Treaty ofRome.
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SUGGESTIONS FOR FUTURE GENERAL PRACTITIONER RESEARCH

The general practitioner working in a stable community has an excellent opportunity to
answer some of the queries raised by infant feeding practice. For instance, does an increased
salt intake in early life lead to later hypertension? No-one else in the medical community can
follow his patient so closely from birth through their adult life.
Davies, Pamela A. (1971). British Medical Journal. 4, 354.

OBESITY

The major finding of our study is that it confirms the conventional view that in spite of
repeated anecdotes to the contrary, overweight people lose weight when their diet is
restricted to 1,000 calories a day. Calories do count.

Yudkin, J. (1972). Practitioner, 209, 355.

DIVERTTCULAR DISEASE

Whatever the exact mechanism (for the production of diverticular disease of the colon)
may be, my own experience has fully convinced me that the change from the old low-
residue diet, which was so often unhelpful in treatment, to the present-day high-residue
diet, most ably advocated by Painter, marks a notable advance in the relief of symptoms.
Hunt, T. (1972). British Medical Journal, 4, 689-694.


