
Letters to the Editor

Sir,
I very much enjoyed Dr Pereira Gray's
lecture on personal care (November
Journal, p. 666) as I have believed
strongly in the value of personal care
during the whole of my 30 years in
general practice, although I have been
able to enjoy the benefits of a com-
pletely separate list within a group only
for the last 10 years.

I think that most doctors who have
had personal lists after a previous ex-
perience of combined lists would agree
that this method of working within a
group is infinitely superior to that of
sharing patients. It appears to be self-
evident that a doctor can only give per-
sonal and continuing care to his patients
if he alone looks after them whenever he
is available. The reason why so many
good general practitioners are satisfied
with combined lists can surely only be
that they have not known any other way
of working.
When patients become attached to

one particular doctor it is surprising
how rarely they want or need to seek the
services of his partners. Most episodes
of disease can wait for a day or two and
many can wait for a week or two before
a consultation is essential. I am sure that
Dr Pereira Gray's percentage of con-
sultations with his own patients will rise
steadily each year.
On looking through the case records

of 100 consecutive patients who con-
sulted me during the last week, I found
that during the last five years I have seen
them myself on 2,532 occasions, while
they have been seen by partners or
locums on merely 218 occasions; in
other words, over a five-year period 92
per cent of all consultations with these
patients have been with me personally.
Moreover 22 of the 100 have not con-
sulted another doctor within the prac-
tice during the five years and another 45
have only seen another doctor once or
twice. I am absent from the practice for
an average of six weeks each year and
although I am on call for two nights
each week and one weekend in three, in
common with my partners I take a full
day off each week.

This percentage of personal consul-
tations is higher than could normally be
obtained in a group practice as we have
no trainee and rarely require a locum.
Moreover, my list has dropped from
2,000 to 1,700 during the five years, as I
have only taken patients onto my list
who have been with me previously or
are joining families which I look after,
so that most of my patients have been
under my care for between five and 20
years. This particular 100 patients may
possibly not be typical of the whole list,
although from the increase in my work-
load before and after a spell of leave I
suspect they are; but at least this small

survey provides additional evidence that
personal doctoring is eminently feasible
within a group.

DENIS CRADDOCK
59 Warham Road
South Croydon CR2 6LH.

Sir,
Is Dr Pereira Gray really wise to ad-
vocate a return to personal list general
practice (November Journal, p. 666)?
There are a good many reasons why he
may not be. Here are a few:
1. Patients prefer it. There has always
been a lot of talk about people's wants
as opposed to their needs. They may
well not be the same in this matter. In
the long run a wide range of skills may
be made more generally available by the
group method.
2. Time is not mentioned by Dr Gray. It
marches on: old partners retire or die,
younger ones retire temporarily, maybe
for longish periods, to start families,
others resign for other reasons and new
doctors take their place. These things
happen, I submit, more frequently than
people like to imagine. The group sys-
tem smoothes the changes.
3. If the personal list system is adopted
why have partnerships at all? Why not
groups of doctors practising from the
same place sharing off duty times and
holidays? This may seem attractive;
however, agreement about changes af-
fecting everyone in such a group is often
impossible to obtain. Rigidity results
and the possibility of, for example, peer
reviews recedes further into the dis-
tance.
4. There is a spread of ability in any
group of people and groups of general
practitioners are no different from
others. Although personal list working
might appear to suit very competent
practitioners the less effective ones
would be less inclined to make changes.
Care might thus be even more variable
than it is now.
No, Sir, we have only begun to see the
benefits of group practice, and I am
certain that the future will be brighter if
we continue in this direction. In many
parts of our national life there is too
great a tendency to reverse new devel-
opments before they have been properly
tried.

D. T. PRICE
83 Manchester Road
Wilmslow
Cheshire.

Sir,
I read with interest the article by Dr
Russell in the November Journal (p.
679) in which he expresses a sense of

disappointment with his group practice
arrangements. His doubts are given
added point in the lecture by Dr Pereira
Gray (November Journal, p. 666) ad-
vocating a personal as against a com-
bined list of patients within a group.

If general practice is nothing else it
surely must be the continuing personal
care of the individual patient by his own
doctor, and I find it surprising that a
senior member of our College, albeit
one with a part-time university appoint-
ment, should at one time have been
seeing only 42 per cent of his own
patients requesting a consultation. Prac-
tising within a group or health centre is
by no means incompatible with a per-
sonal list system, as our experience
shows.

I have been in practice here for 25
years. Eight years ago our practice of
three moved into a health centre with
another similar sized practice and the
team of local social service workers.
Financially we remain two separate
firms, responsible for about 15,500
patients in all, but we share equally in
the expenses of the centre and its an-
cillary staff and operate a joint rota of
six doctors for night and weekend duty.
Our practice has always had personal

lists and this has continued since our
move into the centre. Each patient is
registered with the doctor of his choice
within the practice: should he wish to
change, this is done officially via the
family practitioner committee. Each
doctor's notes are colour-marked for
easy identification and are kept in his
own room, not centrally filed. Holiday
cover is provided within each practice
by the two remaining partners but is not
too onerous, since a full appointment
system is in operation. Such an organ-
ization allows each patient to see his
own doctor on at least an estimated 85
per cent of occasions he needs a home
visit or surgery consultation. At the
same time, professional special interests
within the group are still quite possible:
for example, only two of the six doctors
have the necessary skill to fit IUDs.
Cohesion of the whole group is easily
maintained by the simple expedient of
always having Monday lunch in the
centre's common room: to this we invite
nurses, health visitors, social workers,
consultants, the local Community
Health Council representatives, our
local MP or anyone else interested in
meeting and discussing any problem
with us (Journal readers are welcome!).
The question of the future direction

and aims of our College are often de-
bated. The answer must surely be that
which leads us back towards the ideal
that impelled its formation in the first
place-the continuing personal care of
the individual patient by his own per-
sonal physician in optimum surround-
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ings and with all necessary ancillary
help. Whether in town, country, or
inner city this should not be an un-
attainable goal for a caring, forward-
looking profession, nor one of which we
should be ashamed. The buck indeed
should stop with us as general prac-
titioners. Conceptions such as combined
lists, zoning of home visits, and an
industrial item-of-service type contract
have little place in this essentially per-
sonal approach.

ANTONY BARTER
The Health Centre
North Allington
Bridport
Dorset DT6 5DU.

Sir,
I was interested to read Dr Pereira
Gray's article on personal care
(November Journal, p. 666). The fol-
lowing figures (Table 1) refer to face-
to-face consultations in our practice and
include consultations both in the sur-
gery and on home visits. There are three
partners and there was a partnership
change in 1975; only patients perma-
nently registered with the practice are
included. There was one trainee
throughout the period, and the average
list sizes were: 1975: 5046; 1976: 5280;
1977: 5510; 1978: 5785.

B. JARMAN
The Lisson Grove Health Centre
Gateforth Street
London NW8 8EG.

NATIONAL TRAINEE
CONFERENCE

Sir,
May I give general practice trainees ad-
vance notice of the National Trainee
Conference to be held on 15, 16, and 17
July 1980 in Exeter?

This triennial Conference is to be
hosted by the trainee group of the De-
partment of General Practice of the
University of Exeter. The theme will be
"Vocational Training after the Act".
Further details of the programme will be
available later.

I should like to take this opportunity
to invite ideas from all trainees on topics
within this theme that they would like to
discuss at the Conference. Any ideas or
comments would be welcome.

CLARE RONALDS
Chairman, Exeter Vocational Trainees

Department of General Practice
Exeter Postgraduate Medical Centre
Barrack Road
Exeter EX2 5DW.

BALINT REASSESSED

Sir,
With reference to Dr B. R. Barnett's
article (September Journal, p. 520)
about the scientific status of Balint's
work, I think that it is important to
emphasize that Popper's hypothetico-
deductive method is only one of a num-
ber of theories about what constitutes
scientific conduct.
Hayek (1967) and Goudge (1961)

have both tried to temper Popper's
hard-line view of falsifiability being the
hallmark of scientific endeavour by
allowing various interpretations of what
exactly counts as a prediction. They
feel, for example, that 'post-diction'
(the testing of competing theories by
reference to past events) has a place in
science.

However, Toulmin (1963) shows how
this got out of hand, leading to almost
anything being able to display some
'predictive' power. He suggests that
scientific conduct involves the fitting of
phenomena into theoretical frame-
works, leading to a more profound
understanding of their structure, the
testing of predictions having only sec-
ondary importance. He gives the
example of predicting tides: these can be
accurately predicted, but this tells us
nothing about why they happen.

I believe that research into various
aspects of medicine would benefit from
a balanced synthesis of such ideas. Such
an approach would be of more use than
shouting people down merely because
they do not conduct their work within
the narrow constraints of the hypo-
thetico-deductive method.

K. PRISCOTT

Interdisciplinary Higher Degrees
Scheme

University of Aston
Duke Street
Birmingham.
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DEFINING PARADIGM

Sir,
I wish to thank Dr Greene (December
Journal, p. 754) for drawing attention
to a more conventional meaning of the
word 'paradigm'.

I am not, however, guilty of the error
that he implies since the definition
quoted in my article refers to the usage
of Thomas Kuhn (1971) in his seminal
work to which I referred in my article.

If Dr Greene cares to consult
Mackenzie (1977) he will find a dis-
cussion on Kuhn's use of the term
'paradigm'. Mackenzie points out that
the concept is not without ambiguity
and quotes the Shorter Oxford Dic-
tionary as giving 'example' or
'exemplar' as one of the uses.

Nevertheless, Mackenzie says:
"While Kuhn goes on in his treatise to
use the concept of a paradigm in a
variety of other related ways, the sub-
sequent uses are all derived from this
original meaning (i.e., universally
recognized scientific achievements that
for a time provide model problems and
solutions to a community of prac-
titioners) and are all compatible with
it."

BERNARD R. BARNETT
Child Guidance Training Centre
120 Belsize Lane
London NW3 5BA.
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CARING WITH
CONFIDENCE

Sir,
I feel a reply is required to the critical
review of the Scottish Health Education
Unit's booklet Caring with Confidence

Table 1. Number of doctors consulted by each patient 1975 to 1978.

Total number Percentage of
Number of doctors consulted of patients patients seeing

Year 1 2 3 4 5 consulting one doctor

1975 1,823 939 344 101 12 3,219 57
1976 1,943 956 321 76 0 3,296 59
1977 2,100 949 350 81 0 3,480 60
1978 2,260 1,108 413 79 0 3,860 59
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