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Introduction

Iam deeply conscious of the great honour that has
been done to me by my colleagues, the general

practitioners of Wessex, in establishing an annual lec¬
ture bearing my name. It is a great responsibility, and
somewhat unusual, to be invited to give the first of
one's own annual eponymous lectures. It is customary
in this type of lecture to start by claiming acquaintance
with, or at least to knowing of the work of, the eponym.
There seems to me to be little need to do this on this
occasion; instead, I hope to draw your attention to a

few of those doctors with whom I have worked, mostly
in Wessex, and who have affected the development of
general practice since 1946.

In the past 35 years there has been a greater change in
the work and the life style of a general practitioner than
in any other equivalent period. Being generally a very
conservative and traditional group of people, most of us

resent change and, though we accept as a fact the
explosion of technological knowledge in diagnosis,
pharmacology and the management of illness, we tend
to blame 'them'.that is the administrators, associ¬
ations and Colleges.for allowing our general style
to change. In fact, this change has largely occur¬

red not because of increased medical knowledge, but
because of the profound changes in the whole of
society.

In 1946 security of employment with an eventual
pension was greatly sought after.that it involved an 80-
hour week and unsocial hours was of little importance.
Thus employment in the railways, as a postman, in the
police or, nearer to ourselves, as a nurse, was greatly
sought after and carried considerable social status.

Nowadays a 40- or even 35-hour week is normal, and is
also the expectation of many newer entrants to general
practice._
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Better education and the media have together pro¬
duced a new type of patient who is partly informed,
inclined to be enquiring, probably frightened of modern
medicine and who expects their doctor to be able to
communicate with them. Doctors are now expected to
advise their patients, and the phrase "doctor's orders"
is rarely heard. Doctors are judged on who they are and
what they do. Respect is not automatically given be¬
cause he or she is a member of the profession.
What most patients want above all else is a doctor

whom they know and can trust and who will give them
continuity of care, and I am convinced that this matter
of continuity is central to what we call general practice.
On the other hand, the modern doctor and his or her
family generally seek the 40-hour week that most other
people have. We can, I am sure, get this somewhat
paradoxical situation right by good team work; if we do
not we might as well plan for polyclinics and extended
accident and emergency departments. I have seen only
one paper (Ettlinger and Freeman, 1981) that produces
evidence that patients comply with instructions best
from a doctor whom they know well. I am delighted
that this work should have been carried out by a

Southampton student.

General practice before the NHS

I propose to start my recollections in 1946, because
there are not many around who worked as a houseman
and as a general practitioner before the National Health
Service. I think that some observations on medicine
before the NHS might interest you. I shall go on to
mention how the inception of the NHS caused profound
demoralization in general practice and why the College
of General Practitioners had to be formed. I shall then
describe a few developments in general practice, mainly
in education and in the system of providing primary
care, with which I have been involved.

It may seem odd to start one's reflections on general
practice in the Royal South Hants. Hospital, where in
1946 I spent 10 months as a house physician, reorientat-
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ing myself to civilian medicine after service in the
RAMC. The reason is that at that time, in most
provincial general hospitals, many of what would now
be called consultants were general practitioners giving
their services to the hospital, at no salary, as what were
called 'honoraries'. The appointments were much
sought after, as they increased the holder's status and
hence his ability to attract private patients. The senior
'honorary' physician, who seemed to me to carry out
much the same work as was done in my teaching
hospital, was Harold Bower, MB. Another general
practitioner physician was Kenneth Robertson, who did
so much to help develop the modern Southampton
hospitals, and who had gained his MD and MRCP as a

Winchester general practitioner in the practice I was

eventually to join. The senior surgeon, Sammy Cham-
bers, also held only the basic MB. He would carry out a

complicated surgical list and then return for evening
surgery to his St Mary Street practice, or conversely
leave his surgery to help the Resident Surgical Officer
with a tricky emergency. His practice continues still and
his successors are making considerable contributions to
teaching. Many of the other 'honoraries', for instance
all the anaesthetists and the dermatologist, were also
general practitioners, but change was in the air: the
three other surgeons were experienced FRCSs. The lone
pathologist, who coped with the whole of that service
for Southampton, was full-time, and the first high-
technology department, radiotherapy, had already been
founded.
Most hospitals throughout the country were, like the

Royal South Hants, voluntary, and relied almost en-

tirely on charity for their survival. They had to count
the cost of everything to a degree that would seem

unreasonable even in the stringency of 1981. As an

example, the nurses on casualty at night would spend
any spare time they had rubbing gypsum into coarse

bandages, for plastering fractures. With growing spe-
cialization and increasingly expensive, sophisticated
medicine, some authority would have to pay for the
future hospitals.either the State, which was already
running the war-time Emergency Medical Service, or the
local authorities, many of whom already ran their own
hospitals.for instance, the Southampton General.in
the old workhouses. These financial problems, together
with the presence of many doctors trained for a special
branch of medicine and accustomed to being paid for
hospital work, and who were now seeking employment
on discharge from the armed forces, or because of the
closure of the EMS hospitals, meant inevitable change.
The days when the able, hardworking and determined

general practitioner could hope to become an 'honor¬
ary' in his local hospital were ending. In the new NHS
there would be consultants and general practitioners;
but it would not be possible to do both jobs part-time.

In October 1946 I became a junior partner at St
Ciements, Winchester. In those days an incoming part¬
ner had not only to buy his share of the premises and

equipment, but also to pay for what was known as

goodwill. In effect, I had to give my partners two and a

half years' net salary before I had the right to be paid.
The NHS fortunately got rid of this barrier, which
prevented many from joining a good practice.

St Ciements was very unusual at that time, as it was a

large group practice working from purposely designed
premises. It was well staffed, with a secretary and several
receptionists, and employed its own nurses. The worst
feature of the practice was our patient records, which
varied from appalling to non-existent. In those days,
general practitioners gave personal and continuing care

and it had not occurred to anyone that records were

needed. We are a conservative profession and traditions
die hard, so I am not surprised that records are still one
of the great weaknesses of general practice.
The patients were divided into three main groups: the

well-off private patients who provided most of our

income; people in employment who were insured by the
State in a similar way to NHS patients; and the depen-
dants of these workers, who might subscribe to Friendly
Societies (which paid the doctors very little), or who
might pay minimal fees or nothing at all. Bad debts were

a perpetual problem in pre-NHS practice.
There was every incentive to practise a high standard

of medicine and to provide good premises. The well-off
demanded these standards and, before asking a new

doctor to care for them, would judge him on his
reputation for caring for the less well-off. As one of my
seniors, John Penny, colourfully put it, "You will only
find your way to the lady's boudoir after several visits
up the servants' staircase". There was also a need to
think very carefully about prescribing costs, as most
people had to pay for their medicines.
Up to the mid-1940s general practitioners as a whole

enjoyed a very high status in society. They were their
own men making their own decisions, whether they
worked in industrial areas or county towns. The more

able, determined and hard-working ones would aspire
to high professional status as an honorary at a voluntary
hospital. A successful general practitioner could earn

what was then a very large income.

The early years of the NHS

Suddenly, in July 1948, the NHS arrived and all this
changed, or seemed to change. Many general prac¬
titioners felt that, professionally, they had no future
and that the best they could hope for would be to get as

much income as they could from the new health service.
There were two main reasons for this feeling. The

first was that the explosion in medical knowledge, the
development of high-technology medicine and the need
for properly trained specialists had already arrived. It
was essential to establish the NHS to finance this very
expensive style of hospital medicine, in which there was
little place for general practitioners. Young doctors
generally aspired to become consultants and it seemed
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to most of them, and to most patients, that hospital
doctors were 'better' (whatever that means) than general
practitioners.
The second reason was the method of payment of

general practitioners, which was by a fixed capitation
fee for each patient. The number of fee-paying patients,
who had been the chief source of income, was greatly
reduced in all parts of the country and became negligible
in many areas. In the new system there was no longer an

inducement to provide good premises and employ sup-
porting staff. The present system of payment, which
includes basic practice allowance, the recovery of rent
and rates and partial payment of staff, was not to be
introduced for nearly 20 years as a result of negotiations
carried out by, amongst others, a Winchester general
practitioner, Ronald.now Sir Ronald.Gibson, and a

future president of the College, Ekke Kuenssberg.
All drugs were free to NHS patients, so there was no

inducement to prescribe economically. There was no

access to hospital diagnostic services.even a blood
count or straight chest x-ray could be obtained only
through a consultant outpatient appointment.so that it
was difficult to practise good modern clinical medicine.
The only incentive for many general practitioners

seemed to be to collect as many patients as possible and
spend as little money as possible on running the prac¬
tice. Little wonder that by the early 1950s the morale of
general practitioners was at a desperately low ebb.
Having reached the depths, general practice, if it was to
change, could only improve, and I hope now to describe
some of the events which have raised it to its present
status.
When I became a partner at St Ciements the only

local postgraduate activities available were the meetings
of the Southampton Medical Society, which took place
exactly as they still do at the Polygon Hotel, and an

annual BMA lecture in Winchester. On entering practice
I was profoundly ignorant of how society worked, of
social security arrangements and of the medical and
welfare services provided by the local authority. I knew
little about the normal course of most common diseases
and did not even know how to write a prescription.
What was worse, no one seemed to have time to explain
any of these things to me.

My first introduction to any concept of education,
specifically for general practitioners, was when I be¬
came secretary of a group of the Winchester Division of
the BMA, which was studying The Training ofa Doctor
(BMA, 1948), a report written by a working party
chaired by the late Lord Cohen. It contained this
exciting phrase, "general practice is a special form of
practice which must be founded on general basic princi¬
ples and appropriate postgraduate study". In theory
this could now happen, as one of the good features of
the NHS had been the establishment of the trainee
scheme. However, the original concept was not conduc-
ive to sound training. The regulations suggested that
trainers should be selected on grounds of "their known

success and general suitability". They added that a

trainee would allow the older doctor, the trainer, to
treat more patients. A considerable number of doctors
at this time became trainees, not because they saw much
educational virtue in the scheme but because there was a

dearth of vacancies for new principals.
Not only was there little educational activity for

general practitioners, but we were very isolated from
each other and from the profession as a whole. Pat
Lowden of Winchester, and Honorary Secretary of the
Hampshire LMC, suggested that we should form a

general practitioner society so that we could educate
ourselves from our own experience and also get to know
each other. We called it the EC1 Club because we

thought that all that many of us had in common was

collecting "Executive Council 1" forms.a patient's
application to go on a doctor's list. Pat Lowden antici-
pated by 30 years the present-day call from the BMA
and the College to form audit groups.

Origins of the RCGP

The EC1 Club was one sign of renewed enthusiasm for
general practice, but there were many others throughout
the country. It was for John Hunt, now Lord Hunt,
who had a fashionable private practice in Mayfair, and
Fraser Rose, who was an NHS practitioner in Preston
and who had a bent for medical politics, to call for the
formation of a College of General Practitioners in the
autumn of 1952. At first sight this seemed an unlikely
partnership, but I suppose that what brought them
together was a passionate belief in the future of general
practice. A steering group had already been formed and
done much preparatory work. It called for general
practitioners to become Foundation Members, to in-
form the group of interesting ideas and to say if they
would be willing to work for the College.

I told them of the work and ideas of the EC1 Club
and the next I knew was a telephone call at a very early
hour one morning. "Hullo! George Swift? This is John
Hunt. We've put you on the College Council. Next
meeting three weeks next Wednesday at the Apothe-
caries Hall. You'll come, won't you? Send you the
papers. Goodbye." I have no recollection of saying
anything in reply; later I was to learn that this was

typical of John's methods.
The response was surprising: nearly 2,500 general

practitioners became Foundation Members. But there
was great resistance both within general practice and the
rest of the profession. The general practitioner resis¬
tance divided into those who thought they were pretty
good and did not need a College, and those who
resented and feared us as trouble makers trying to alter
the rather negative, but fairly comfortable, status quo
that they had learned to accept. Both groups asked the
same questions: "Who do you think you are?" and
"What do you expect to do?" Fraser Rose answered the
first question at the first AGM by saying, "We are not

Journal of the Royal College of General Practitioners, August 1982 473



The George Swift Lecture

here because we think we are good but because we want
to be better."

Vocational training
We ourselves did not know the answer to the second
question, but we decided to set up committees to study
undergraduate education, continuing education and re¬

search. We felt it to be fundamental that all students
should know something about general practice, that we
ourselves must keep up-to-date and that there must be a

wealth of information, so far unrecorded, about disease
as it was seen in practice. It took the College some years
before it began to realize the importance of vocational
training or of the organization and management of
practice. For these I must bring you back to Wessex.
Wessex was fortunate in having a small group of far-

sighted medical administrators who worked on a theory
that in the 1950s was exceptional, and is even now not
accepted by all. Their theory was that the hospital
services and medical services supplied by the local
authorities can only work at their best if they are

supported by sound general practice.
The giant among these administrators was John, now

Sir John, Revans, the Senior Administrative Medical
Officer of the Wessex Regional Hospital Board. He set
out to discover what general practitioners themselves
really thought they needed (Wessex RHB, 1964). If he
was satisfied that their requests were sensible he did his
best to meet them, and thus we began to get access to

diagnostic facilities and to have, in many places, a much
closer relationship with the hospital. John Revans be¬
lieved in our College and looked to it for advice and
information. It was largely because of his attitude that
this Wessex Faculty was formed, from parts of the old
South East England and South West England Faculties,
so that the new Faculty could represent the whole of the
Hospital Board area.

In the 1950s Donald Bowie, a retired army surgeon,
was Postgraduate Adviser (precursor of the postgradu¬
ate dean) for Wessex, and also represented the Post¬
graduate Medical Federation on the General Medical
Services Committee of the BMA. At that time the
trainee practitioner scheme had a very bad reputation
and there was a strong medicopolitical move to abolish
it, as most trainees were no more than underpaid and
overworked assistants. Donald was convinced that a

traineeship could be of great value, and with financial
support from the Nuffield Provincial Hospitals Trust
(NPHT) and its director Gordon McLachlan, set up, in
1959, the first training scheme in England at the Royal
Hants. County Hospital. It consisted of one year in
hospital and one in general practice (British Postgradu¬
ate Medical Association, 1962, 1966). I was the trainer
and Christopher Brill the trainee; neither of us knew
anything about training and just had to work it out as

we went along. Next year the scheme was extended to

Southampton and Portsmouth, with David Ramsay and

Malcolm Duncan as the trainers. With the support of
John Revans and successive postgraduate deans, we

have now, for better or for worse, expanded to 45
appointments a year in three-year rotations. In addi-
tion, about 60 doctors each year carry out a trainee year
after their own selection of SHO and registrar posts.
The triumvirate of Revans, Bowie and McLachlan, all

of whom subsequently became Honorary Fellows of the
College, were driving forces at the important national
conference on postgraduate education in medicine af
Christ Church, Oxford, in 1961 (Nuffield Provisional
Hospitals Trust, 1962). Amongst other important deci¬
sions, this conference started the national move for
postgraduate centres, clinical tutors and hospital librar-
ies that now seem commonplace. I attended, represent-
ing the College, the only other general practitioner being
John Fry, attending as trustee of the NPHT.

I remember the proceedings of the first morning,
which started with what are called 'position papers'
from the Presidents of the Physicians, the Surgeons and
the Obstetricians and the CMO of the Ministry of
Health, Sir George Godber. At coffee I asked the
Chairman, Sir George Pickering, if I could say some¬

thing on behalf of the College. He seemed a little
surprised but, being a kind man, agreed to my request. I
do not think that until that moment it had occurred to
most of the august gathering that the College of General
Practitioners would have a position to state on matters
that were thought to be understood only in teaching
hospitals.
Donald Bowie was succeeded by Patrick Shackleton

as Postgraduate Dean; Patrick was a distinguished
anaesthetist who had established in Wessex very success¬

ful day-release courses in preparation for the Fellowship
of the Faculty of Anaesthetists. Because of this interest,
he understood and gave every support to the idea of
starting a day-release course for the trainees in Wessex.
With his help and that of Bill Angus and Professor John
Smith from Southampton, we started our course at
Winchester and Southampton in the autumn of 1965
(Swift, 1968). This was the first day-release course

specifically designed for trainees in the country. We
started in a very small way, and sometimes only five or

six trainees attended. I am gratified to find that 16 years
later the broad pattern of our original course is still used
in the five courses we now run in Wessex, and indeed in
many other parts of the country which I have visited.

In 1967 Gordon McLachlan and the NPHT set up
groups to study various aspects of postgraduate medical
education; that for general practice, not surprisingly,
included John Revans and Patrick Shackleton.
Amongst other things they recommended the establish¬
ment of a regional general practice education commit¬
tee, local organizers and a regional adviser in general
practice (NPHT, 1967). As a consequence I found
myself on 1 January 1968 to be an experiment for three
years to discover what an adviser could or should do.
No one had much idea, but it was thought the work
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should include -running a regional day-release course,
expanding the number of three-year training rotations
and generally helping to develop continuing education
for general practitioners through the postgraduate cen-
tres. I felt the opportunity was a great challenge and
offered enormous potential. It seemed to me that the
first need would be to meet and get to know everyone
who might help.
John Revans told me, not so much as an order but

rather as a statement of fact, that in my three years I
would increase the three-year rotations from six to 20. It
is not easy in a region like Wessex, which attracts SHOs
from some of the best UK graduates, to convince
consultants that their SHOs should be training for
general practice. I cannot say that we did achieve 20
posts, but I am grateful to many understanding consul-
tants who allowed their SHO posts to become part of
rotations which we set up in Basingstoke, Bourne-
mouth, Poole, Dorchester, the Isle of Wight and Salis-
bury. The role of the clinical tutor was, and remains,
central to the establishment and maintenance of rota-
tions.

I think my three-year Nuffield experiment must have
been a success, because in 1970 the DHSS decided that
all regions should have an Adviser. I believe that the key
to the role lies in the word 'Adviser'-he is not a
'Director'. What we have been able to achieve in Wessex
has been the result of continual consultations, meetings
and listening to clinical tutors, general practice tutors,

course organizers, large and small groups of trainers
and the trainees themselves. My contribution has been a
source of information from the debates at the College,
the Council for Postgraduate Medical Education and
with the other regional advisers.

In the early 1970s the pioneering days of vocational
training were ending. The new men in the College
realized, rightly, that our teaching methods should be
based on sound educational principles and turned to
professional educationalists for advice. It saddened me
that much good sense that appeared in books and
papers was shrouded in a strange new jargon that
antagonized many within and without the College
against the writers, and indeed against the College itself.

In Wessex we would not have been able to start our
own trainers' courses without the help of the few
doctors who had attended the comprehensive prep-
aration provided by the College, through its Nuffield
Modular Course. We have, however, tried as far as
possible to avoid jargon and to discuss educational
principles with our trainers in terms with which they are
already familiar. I believe that our policy was right and
that our courses have improved teaching standards and
yet been enjoyable.

The team

Remarkable changes have taken place in general prac-
tice during the last 25 years-from what Lord Taylor

6 What the busy physician wants most ofall s to know, when he has a patient with psychiatric
problems, what to do about it. That is what this book aims to tell him.

R.G. Priest, Professor of Psychiatry,
St. Mary's Hospital Medical School,

London

Jsychiatrjy injA4earadicc
The book, edited by Professor Priest, contains ten chapters written by individuals, experts in their field, who
aim to write as simply as possible about the treatment and management of the wide range of psychiatric problems
that the non-psychiatric medical practitioner is likely to come across.

CONTENTS INCLUDE:

Techniques of Behaviour Therapy Disturbances of Behaviour: A Consideration
Talking Treatments of Their Causes and Management
Useful Psychotropic Drugs Psychological Help for Physical Illness
Diagnosis and Management of Sexual Coping with Mental Handicap

Inadequacy Childhood Emotional Problems in Medical
Dealing with Common Fonns of Drug Practice

Dependence Therapeutic Management of the Elderly

Publication: July 1982 SBN 07121 1672 9
HARDBACK £19.50 512 pages

X Macdonald & Evans, Estover, Plymouth PL6 7PZ.
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described as a "cottage industry" to groups of doctors
working together with supporting nursing and secretar-
ial staff in specially designed premises. The principles
are the same whether they are health centres or group
practices.
Many of the early experiments in this type of develop¬

ment were started by Ivor MacDougall, the Medical
Officer of Health for Hampshire. (We must remember
that at that time MOHs were responsible not only for
medical services but also for community nursing ser¬

vices and often the welfare services.)
In the early 1960s he began to attach health visitors to

practices (Swift and MacDougall, 1964). The first two
attachments were in Winchester and excellent working
relationships developed. This success came because at
least some of the doctors took the trouble to learn what
the health visitor does and, in turn, the health visitors
were specially selected and motivated to work in close
relationship with the doctors.

Unfortunately, as attachments increased in numbers,
some practices seemed to me to accept health visitors as

a status symbol, without much knowledge of their role,
and some health visitors were pressed unwillingly to
work in this way. Inevitably in such practices a good
working relationship is not established. It is important
that this trend is not allowed to continue.

Ivor MacDougall believed that his nurses and mid¬
wives, as well as the health visitors, should work as

closely as possible with general practice and that other
services that he was responsible for, such as child
health, should be more closely related to general prac¬
tice. This association could not happen in many places
because practice premises were inadequate and short of
space. Similarly, clinics were held in very unsuitable
premises. Ivor's thoughts inevitably began to turn to

purpose-built health centres, built by the local author¬
ity, in which general practice could work in close
harmony with local authority health services. Thus the
concept of the primary health care team, whether
working in health centres or privately owned purpose-
built practice premises, began to develop.
The Hythe health centre was one of the first in the

country, and Hampshire was soon to take the lead in
providing health centres.
The intentions behind these developments were en-

tirely laudable: the doctor would practise better medi¬
cine and have time for preventive work if he or she
worked in congenial premises, co-operating with nurses

and supported by experienced receptionists and secre¬

taries; appointment systems would result in patients not

being kept waiting; and duty rotas would ensure con¬

tinuity of care. These were the ideas but, unfortunately,
in too many practices the team concept has not worked
well and doctors, nurses, other staff and, most import¬
ant of all, the patients are dissatisfied.
The College did not "invent the primary care team".

It appeared by a process of spontaneous and, too often,
uncontrolled combustion. What the College Council

and Members have tried to do is to define ways in which
the primary care team can work well and thus invalidate
the usual, and sometimes justified, criticisms.
There seem to me to be three principles vital to

success. Firstly, everyone must understand and respect
the role of the others in the team. Secondly, there must
always be good communication within the group; this
includes written communication and good records.
Thirdly, there must be a continuing review of the
service.for instance, the effectiveness of appointment
systems. So we come back once more to the theme of
education. Courses for general practice vocational
training, for receptionists, for health visitors, for com¬

munity nurses and for social workers must include full
discussion of the role of all members of the team and,
most important of all, the needs, expectations and
psychology of the consumer.our patients.

I believe that much can be achieved to increase
understanding and break down barriers by students on
all the courses meeting together, in small groups, to
discuss common problems from actual situations pre¬
sented by families or individual patients.
The present fashion is to call for a new form of

continuing education through audit. What better audit
group can there be than for the various members of the
primary care team to meet and review the service they
are giving?

Conclusion

I have spoken mainly of general practice in Wessex since
1946, for that is where I have worked and what I
understand. If I have a message it is that general
practice will always be changing and that we must
always be vigilant, examining new ideas and discarding
old ones. We need to develop preventive medicine in
general practice and carry out more research. I believe
that we must watch very closely the management of the
new autonomous health districts, where the role and
needs of primary care may not be understood and where
the principles which guided Revans and MacDougall
may have been forgotten, or may never have been heard
by the new administration. We must do our best to
ensure that primary care obtains a proper and fair share
of resources.

To the new entrants to practice, I say the future is in
your hands. Francis Bacon wrote in 1605 in The Ad-
vancement of Learning, "A man must make his oppor¬
tunity as oft as he finds it." You will all have an

opportunity to do something new or original. Watch for
your opportunity and make it when it comes.

There are so many people, many here today, who
have helped me make my opportunity. I thank them all
and particularly my long-suffering partners and family
who have borne with all my absences.

Finally, I thank the Provost, Officers and Members
of the Wessex Faculty of the College for inviting me to

give the first George Swift lecture.
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Drunkenness

In 1980, 2,530 people went to prison for non-payment
of fines for drunkenness offences. Ninety-seven of these
were women and approximately 5 per cent of the total
were aged between 14 and 21.

Source: Federation of Alcoholic Rehabilitation Establishments.
Newsletter, December 1981/January 1982.

Economics of world health
"Awareness of the effect on a community's health of
economic and other factors surfaced again and again in
the discussions of the thirty-fourth World Health As-
sembly, Geneva 1981. Dr H. Hellberg of Finland re-
called his first visit to Africa with a medical team.
'About the same time', he said, 'a batch of 50 saws were
delivered to the same part of country I was in. It was a
teak-growing area, so local people quickly got a feel for
wood. They made things from the wood and sold them,
and the money flowed in. With more purchasing power,
they were better able to look after their health. Presently
I realized that those 50 saws produced more in terms of
people's health than all our medical clinics put
together'.

Source: WHO Chronicle (1981). 35, 170.
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