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I INTEND this to be my last lecture on contemporary medicine
and I undertake it only because the invitation is the greatest

honour I have received since qualifying 52 years ago. It is just
a few days since the centenary of Will Pickles' birth, which makes
the occasion the greater for me. I had the privilege of knowing
Will because 40 years ago he was a friend of my great chief
Wilson Jameson, who was also a member of the Steering Com-
mittee for this College. Naturally, I know more of him from his
own writing,1 from John Pemberton's biography2 and from
others, like W.S. Macdonald who knew him well and regularly
attended the Doctor's parties at Aysgarth. The inspiration pro-
vided by Will Pickles, and Mackenzie from an earlier time, has
been vital to this College. The kind of service he gave to the
people of Wensleydale was of the best that family doctors could
then give, and few equalled it. I shall suggest to you that pro-
gress in health care technology and professional coordination
makes an even better service possible now, but with complex-
ities that require a large collective effort in addition to the per-
sonal commitment that was so evident in all Will Pickles did.
The justification for this College is not individual achieve-

ment, but the collective effort now required from family doc-
tors as a group. The chief problem the College has been trying
to face is that of promoting quality-throughout general prac-
tice. Poor practice by a few will inevitably occur among a body
of nearly 30 000 professional men and women, but most of our
profession are people of good will; given the opportunity to im-
prove the service, they will take it. What cannot be expected of
them is that the opportunity will be used consistently at serious
financial disadvantage to themselves. The criticisms in the
Collings Report3 of 1951 had enough justification then to be
of actual help to the founding fathers in their efforts. There is
little doubt that a. successor to Joseph Collings today would still
find a small percentage of doctors whose standards are un-
acceptably low, measured as they must be, against a higher
technical bench mark and in a different social climate. That is
worry enough, but the College must be even more concerned
about the middle of the range. Do vocational training, the
organization of practice and the pattern of the NHS do enough
to promote quality of care? Julian Thdor Hart's George Swift
Lecture answers that all too clearly - and negatively.4 Neither

the College nor the NHS can put every individual right, but they
can ensure the opportunity to progress which most individuals
will take in their own ways. That is why the College's Quality
Initiative launched two years ago seems to me one of the most
important yet. To quote Donald Grant from the Caversham
Centre, 'the best medical practice can only be achieved by pro-
viding comprehensive medical care for everyone'5
At nearly 77 years old, and 11 years retired, I can offer you

little more than reminiscence; I do not think myself entitled to
tell you what should be done. But there have been great changes
in the 50 years since my short experience in general practice began
and, looking back, my insistent impression is of change, but with
continuity and evolutionary growth rather than of imposed
reform; it is of that I shall speak.
At any time there are roughly four generations among the ac-

tive practitioners of the day, if one takes the product of a decade
as a generation in practice. Changes in practice have to involve
them all and, even though we all have the same literature available
to us, the frames of reference we each use to link the incessant
flow of information are dated and must differ. Fifty years ago
I could - or thought I could - understand everything I read
in the Lancet; I cannot now. Yet the content of medical care
patients receive from all four overlapping generations needs to
be contemporary and similar. From the different starting points
the same destination must be reached. One of the realities we
will have to face is that of an age limit; four generations will
be difficult enough. Nor is medical science the sole determinant,
for social changes in society, in all its socioeconomic groups,
have greatly altered patients' expectations. People expect to know
why they are recommended this or that regimen and they are
beset by a vast amount of information, often misleading, from
the media and literature as well. Michael Young's recent article
on patients' expectations6 sets the scene as did Marianne Rigge7
and the speakers at this meeting. It is no use hankering after
the easier good old days; they were not truly good then and
would be wholly out of tune today, both socially and medically.
Britain is not unique in this as Paul Starr's book The social
transformation of American medicine8 shows.
Through half a century there have been great changes. There

is an apparent continuity in biomedical science, provided one
has the opportunity to keep in touch - and that does require
suitable analysis and presentation. True,.some stages in the pro-
cess of change seem abrupt at the time, but their application
to the practice of medicine is by assimilation to existing methods,
and that has to be organized.

Individual discoverers are apt to be accorded credit to the ex-
clusion of many who made the discovery applicable in practice.
Fleming noted the presence of a diffusible antibacterial substance
around contaminant Penicillium colonies in bacterial cultures,
but the main credit rightly goes to Florey and Chain, who
developed the first crude penicillin, which could be used clinically
a decade later. There was an even longer gap between the syn-
thesis of sulphanilamide and Domagk's first successful use of
the derivative, prontosil, in medicine and between the synthesis
of DDT and its successful use in controlling insect vectors of
disease. By contrast L-dopa and its derivatives revolutionized
the treatment of parkinsonism within months of their first
availability, because they fitted so easily into current clinical prac-
tice, unlike the corticosteroids. The thiazide diuretics were not
so much discovered as designed for the use that was made of
them. The psychotropic drugs which are so often attacked, as
if they all undermined human independence, have been of great
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benefit to a vast number of patients when properly used - but
not to all who use them. Relief of disability and control of long-
term illness are a far larger part of health care now than is cure
and they have been greatly changed by new therapeutic agents.
Such treatment is only fully effective with understanding pa-
tient participation, often including modification of life-style, as
John Hasler so clearly described in the last Mackenzie Lecture.9
Some of the new therapeutic agents and diagnostic methods now
becoming available will require even closer association between
specialist and general practice, and between specialties; as a
recent 'consumers' view' of the treatment of Parkinson's disease
well shows.'0

Anaesthesia is far safer now than 30 years ago and has made
possible previously unimaginable advances in surgery. It was the
development of elective cardiac arrest and the cardiopulmonary
by-pass rather than of new surgical techniques that made open
heart surgery possible. Yet this progress will only be beneficial
if it is applied with the sensitivity and the understanding of or-
dinary living that family doctors have. Ischaemic heart disease,
the principal cause of death in Britain today, can be relieved
in various ways, both medically and surgically. The prospects
for combatting ischaemic heart disease will be improved far more
by changes in life-style aimed at prevention in the community
as a whole than by therapeutic intervention in individuals already
affected. Such changes cannot be imposed by medical direction,
even if we were sure just what they should be, and we are only
certain about the adverse effects of smoking, physical sloth and
over-eating, especially of animal fats. Except for smoking, the
health message so far has been anything but clear. Clearly, im-
proved therapy must still be sought, but far more emphasis and
greater clarity should be given to preventing the need for it. The
CIBA Conference Report" published recently presents the case
and Julian Tudor Hart gives us the prescription in his leader.12

Health promotion and disease prevention have been mainly
responsible for the great reduction in mortality and morbidity
in the last 100 years. Most of this success followed the sanitary
revolution, deliberate environmental change enforceable by
regulation to give us clean water and safe disposal of human
wastes, and improvements in nutrition. There is far too much
poverty today in this still wealthy country with its three million
unemployed and eight million pensioners, but it is less abject
than that described by McGonigle'3 in Stockton-on-Tees 50
years ago. When prevention can be secured by well-promoted
medical intervention, such as by immunization, it has been
substantially, though incompletely achieved. Will Pickles as a
rural medical officer of health in Wensleydale was a pioneer of
immunization against diphtheria because he was essentially the
doctor to his community as future general practitioners must
be. When misinformation of the public or the lack of a major
threat to the lives of most children causes many parents to
hesitate, as over the use of measles and pertussis vaccines, neither
the vigour of central governmental promotion nor the general
use of persuasion by family doctors has been effective. Bluntly,
we have not achieved the degree of health promotion and disease
prevention we could and should have done, even by these means,
because the effort has been made in too few places by too few
people, who have indeed succeeded. Neither government nor pro-
fession can escape blame, though each shows readiness to accord
it to the other. Still less can a former Chief Medical Officer
exonerate himself. If the USA, Israel and several other countries
can reduce the incidence of measles by over 90 per cent, why
do we not do the same? Why do we accept up to 100 000 cases
a year?

Nearly 37 years of the National Health Service have naturally
brought about great changes, including regrouping of and clearer
objectives for general practice. If there is still much to be changed

in general practice, at least we have moved in directions which
seem to have made it viable and capable of much improvement
in the foreseeable future. But good general practice is only possi-
ble if it is supported by good and well differentiated specialist
practice. The two have to evolve together in partnership, not an-
tagonism. John Horder propounded this clearly in a lecture eight
years ago'4 and John Hasler repeats the message.9 Nevertheless
it sometimes seems as if the old battles still rumble on, or Lord
Moran's gaffe about falling off ladders is still believed. William
Styles' review of a book entitled Proper doctoring gave the retort
courteous in the most emphatic way.'5
The first great achievement of the NHS was the deployment

of effective specialist practice throughout the country. Very
quickly every hospital centre was given its own specialist team
and linked with regional centres, for the less commonly required
specialties. In that process some doctors who were also members
of hospital staffs lost their hospital privileges, unless they turned
wholly to specialist work. There are still people who lament this,
but it was no more than the completion of a process that had
been in train for over half a century. As John Horder argued,
general practitioners were given the greater opportunity to
develop real family doctoring outside the hospitals, unhandi-
capped by specialist blinkers. Yet this gain is still completely
misunderstood by some, as in a recent book on the so-called
Hospital at home by Freda Clarke'6 or the articles by Frank
Honigsbaum.'7",8 Nevertheless there is a necessary sequel to the
completion of this dichotomy, and I do not think we have fully
achieved it.

In the USA family practice or primary care is infiltrated by
internists, paediatricians and gynaecologists, and specialists will
commonly accept patients who are not referred. There is no
clearly recognized division of function. In the USSR the nearest
equivalent to general practice is very much subordinated to
hospital-based specialist practice. In many other countries the
boundaries are blurred. In this country one usually finds some
degree of mutual respect even if it falls short of full mutual
understanding. Teaching in and about general practice is a feature
of varying importance in most of our medical schools, but
Occasional paper 28, Undergraduate medical education in
general practice, 9 shows the real deficiencies that still exist. We
have compulsory training of intending general practitioners
before they can become principals - though I note considerable
differences of opinion about the content, including one
specialist's proposal that time in the senior house officer grade
in hospital should be lengthened to provide more junior medical
manpower in hospitals. We do not have compulsory indoctrina-
tion about general practice for trainee specialists, as Norway once
had. Yet the rapid growth of sub-specialization, the refinement
of diagnostic procedures, the greatly increased cost of non-
surgical therapy and the steadily expanding capacity of surgery
all make it ever more important to have mutual understanding
and good communication between generalists and specialists.
That cannot happen if one side is ignorant. The cry is all for
reducing days of care in hospital - not as is often said hospital
admissions - because they cost so much. There are good reasons
for doing this other than cost, but effectiveness should be para-
mount, and for that, understanding and good communication
are essential. It hardly needs saying that communication with
the patients is more important still.
The health services are organized within districts in accor-

dance with regional plans. The separation of family practitioner
committees does not diminish the need for functional continuity
at district level, though it could be impeded. It is not too much
to claim that the future of the NHS depends on making the
district work as a functioning unit; and the future of British
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medicine depends on the NHS.
Whatever is done in domiciliary care (the term Donald

Acheson20 rightly prefers to community care) is dependent on
the support function of the district general hospital. Whatever
is done in the district general hospital is equally dependent on
the general practitioner and must be sensitive to his need for
diagnostic services before referring the patient and the problems
of after-care which he, with others, must handle on discharge.
Clinical pharmacology provides the best example of this need
for two-way communication and two consultants have written
that half their time is spent on the relevant teaching,2' they
showed a refreshing awareness of this need and incidentally com-
mented on the paucity of comparable consultant posts. Valman's
recent leader 'Preventing infant deaths'22 is another example. I
wish it could be said that all consultants were equally aware of
their responsibilities in this respect, and that they could fairly
say that an initiative would meet an equal receptiveness from
their colleagues outside hospital. If we had developed this area
properly, would there have been the recent fuss about limited
lists of drugs? The restricted drugs policy at St George's Hospital
works inside the hospital and could have been made to work
outside. There has to be a constructive way out of the present
confrontation and neither side should be standing on its dignity
- else patients will be the sufferers.

Thirty years ago the NHS allowed a payment for postgraduate
courses, though the attenders were said to be at most a fifth
of general practitioners who, like Will Pickles, tried to go every
year or at least every other year, and really had to go away to
teaching centres for the purpose. John and Valerie Graves
audiovisual library grew from their pioneer attempt to solve this
problem. The programme of postgraduate courses grew very
slowly until a spontaneous explosion of interest in the early
1960s, given focus by the Nuffield-promoted Christ Church Con-
ference of 1961, led to the establishment of postgraduate cen-
tres with libraries, ultimately in every district. The same interest
led on to training programmes for new entrants; it seems odd
that Bristol, where Arthur Gale helped to develop this, should
be reported as the one medical school with no formal
undergraduate teaching in general practice now, but are the rest
good enough? A World Health Organization report last month
from a group chaired by Denis Pereira Gray urges radical reform.
There are districts now where a high proportion of general prac-
titioners take part in and specialists both give and receive
postgraduate education, and that is more important than more
distant and infrequent courses. While there was a link between
regular postgraduate work and seniority payments the propor-
tion of general practitioner participants was at its highest level
as John Fry recently recorded. The College's Quality Initiative
may reestablish and even better that position. There has been
continuity in this development over more than 30 years, but is
there enough incentive or for that matter disincentive for those
who do not take part? I think not: and, as Tidor Hart's George
Swift Lecture emphasizes,'2 this is the central dilemma for the
future of general practice. There should be, as a matter of course,
an organized two-way exchange with hospital staffs, and the
postgraduate centre, more than the hospital where it is located,
should be the focus of medicine in the district. Nor should this
concern medicine alone. Benjamin Gooch's original hospital at
Norwich, now 200 years old, became a multidisciplinary
postgraduate centre, which I had the pleasure of opening dur-
ing my last month as Chief Medical Officer and then a decade
later of speaking at again, alongside Jim Cameron, at a
celebratory conference. Medical people on both sides are apt
to argue about the dividing line between primary and secon-
dary care. I do not think myself that it need be rigid or always
the same, the important point is that the patient crosses it,

wherever it is drawn, and the medical people must communicate
and most of all cooperate across it. One point should be univer-
sally accepted - generalists and specialists must be equal
colleagues.
We use the term community care too lightly, and, as Acheson

says, incorrectly, as if it were apart from and the antithesis of
hospital care. The district general hospital which is not a part
of community care is nothing. Generalist and specialist have a
joint responsibility for providing the medical component of
health care for the people living in a district. Not only should
they form a kind of extended family or partnership, they should
also share responsibilities with the other professions and the
public themselves. More health care, including health promo-
tion, is provided by families, often with good neighbourly sup-
port, than by the health professions put together. Any of you
who have read Anthea Tinker's report for the Department of
the Environment, Staying at home,23 will have noted both the
relative significance of the general practitioner, home help and
home nurse to the elderly and the precarious situation in which
the recent savage cuts in expenditure have left so many. The Black
Report24 shows very clearly the need to improve general social
factors which now increase illness and the number of deaths.
I was intrigued to read recently the report Community orien-
tated primary care25 from the Institute of Medicine in
Washington, which tries to devise ways of doing what we should
be able to achieve much more easily through our variety of group
general practice, bringing the health professions and the public
together as partners rather than as ministering and ministered
to. If we can also integrate the groups in a district, the pharma-
cists and the work of the district general hospital staff, the picture
will be complete.

I sometimes wonder if our politicians understand the NHS
as did their predecessors of 30 or 35 years ago, when both right
and left seemed to accept that our society owes its members
health and social support, or even that an integrated service will
be more efficient and more economical than one which embodies
competition. After Beveridge the linked legislation which pro-
vided for education, national insurance, national assistance,
assisted housing, social services and the NHS put that princi-
ple of the comprehensive support network into effect. Whatever
the current review by the Secretary of State for Social Services
proposes, let us not slip back from that principle, for it is one
of our main claims to be thought a civilized people. We could
not afford then or now to give everybody everything, either in
funds or in professional services. So we set up a system meant
to be mutually supporting, sharing what we could provide
equitably. There were inefficiencies and shortages; we could not
change people's ways of working as fast as some might want
or equip them with apparatus and buildings at once. But what
we had we shared according to need and, as a result, the British
people have had more health services for a lower per capita ex-
penditure than the people of any other developed country, East
or West. What is more, everyone had it, regardless of income.
Now in the name of efficiency, and with too little regard for
effectiveness, the NHS is squeezed till there is no margin for
the development that scientific progress has made possible or
for catering for the greater needs of an older population. Renee
Short's House of Commons Standing Committee on the Social
Services has warned of the dangers of emptying hospitals into
a community which has not the needed supports. Many of the
shabby little projects of privatization at the margin may give
temporary local relief, but weaken the region/district system
upon which we depend. There may be fringe benefits for a few
doctors, but the total cost is heavier and the weakening of the
main district effort real. We can learn a lot from America -
and be warned - about the way health care for profit can go;
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some of their investor-owned hospital chains already have their
pseudopodia in this country. Arnold Relman26 and a few others
have spoken out against this danger to the profession and to
the public but the 1984 Michael Davis Lecturer to the Universi-
ty of Chicago, Richard Rosett,27 extols it. Michael Davis, who
was present when I gave that lecture 16 years ago, would be hor-
rified if he still lived.
The structure of general practice is very different now from

1948. Essentially then, even though half were in partnerships,
general practitioners were engaged in an isolated personal form
of practice. Health centres were the talking points at the outset,
but no one quite knew what they were or should do. The
Peckham experiment, of which everyone had heard but very few
understood, was a good social centre with odd medical over-
tones; it was no basis for comprehensive health care. The con-
ditions laid down for health centre practice in 1948 were almost
bound to fail and only a few established poor people's dispen-
saries and the Great Western Railway Centre at Swindon were
so designated. The best known health centre, in Edinburgh, will
for me always be linked with Dick Scott, later to hold the first
ever Chair of General Practice. Only about one new NHS health
centre a year appeared in the next 15 years, but there were others.
Stephen Taylor, whose book Good general practice28 will still
be remembered when his later loss of faith in the health centre
principle is forgotten, was appointed Deputy Chairman of the
Harlow New Town Corporation. In that capacity he persuaded
the Corporation to build health centres in each of their
neighbourhoods and the County Council to use them. John
Stopford, as Vice-Chancellor of Manchester University, managed
to obtain the grants to establish Darbishire House Teaching
Health Centre, later the base at which Pat Byrne's first English
Chair of General Practice was located. Bristol, guided by Parry
and Wofinden, built the first new health centre within the NHS.
Those outside developments both underlined the inadequacy of
the NHS arrangements and demonstrated the viability of the
centres.
New buildings are not the first essential for health centres;

the pattern of practice is more important. After the Danckwerts
adjudication removed the worst injustices in the 1948 system of
payment of general practitioners, the profession voluntarily sub-
sidized group practice. Despite the unjust system of the central
pool, which the profession itself wanted to keep and Govern-
ment gladly accepted, grouping and better practice organiza-
tion made rapid progress. Guy Ollerenshaw and his partners had
shown the way in Skipton. But medical practice is only part of
primary health care and Oxford and Hampshire began to develop
the association of community nursing staff with groups; slowly
over the next decade and then rapidly in the 1960s others
followed. Grouping of doctors makes links with nursing easier;
both changes make health centre practice more attractive pro-
fessionally. Foreman, Crombie and Ashworth linked also with
social workers and, much later, Marsh and Kaim Caudle29
wrote it all up in greater detail. The later arrangements for grants
to improve general practitioners' own premises allowed an alter-
native which is viable so long as the non-medical component
is provided and was used in the example at Settle so favourably
noticed in The Guardian recently and described at this meeting.
You all know this - my point is that a continuous process of
change and development produces an acceptable result. Some-
one's revelation of the ideal structure imposed from the centre
does not.
Although most general practitioners and community nurses

work in group practices now, some do not. That looks like an
opportunity for the apostles of planning and efficient manage-
ment to impose greater uniformity. They had better not try; but
surely the professions themselves need to try to improve an

organization that is far from perfect. We do not lack exemplars.
David McKinlay's leader30 presents it far better than I could,
and Peter Pritchard's3' little guide to the organization of
general practice gives the detail. I believe that British primary
health care at its best is as good as can be found anywhere and
better than most, but there is a less efficient tail that is far too
long and has been hardly touched on at this meeting. The same
can be said of specialist hospital practice, even though the close
relationship with colleagues there should make review of prac-
tice easier, and the admixture of generations is more certain than
in the best of group practices. It does help to work with critical
younger colleagues and that is another argument for group
practice.
Some individual review systems exist both in general and

specialist practice. The paper from the John Wigg Centre32 is
a good example. The College Journal, which has improved the
literature of medical care so much, contains more on this sub-
ject than any other of the widely read journals, but as Alan
Porter33 recently wrote in it, inexpensive computer hardware,
appropriate software and a simpler approach should be available.
John Hasler says 'go out and buy yourselves a computer' - but
you must be able to use it. This College and some of the other
colleges and faculties try to promote performance review and
to identify priorities. The Royal College of Physicians held a
conference on 'Priorities in medicine' earlier this month - only
about 80 attended. I suggest that what the profession lacks is
a general commitment to quality review and consensus develop-
ment among the professions - and systematic encouragement
and relevant funding from the NHS. This is in sharp contrast
to the review systems jointly promoted by profession and govern-
ment in Australia, Finland and the Netherlands or even the Pro-
fessional Service Review Organization systems in the USA, con-
cerned though the last are mainly with costs. There is a ground
swell of public criticism about this which leads to odd manifesta-
tions - from the common emphasis on what is vaguely called
alternative medicine to almost hysterical responses to reported
adverse effects of drugs or investigative technology. Remember
the recent furore over the Secretary of State for Education's pro-
posal about reassessment of teachers. The only valid defence
our profession will have against some arbitrarily imposed system
of review will be the existence of our own commitment to clinical
review as a part of clinical practice. It is not so much a defence
as an embellishment of medicine we should be seeking - and
the NHS should provide all necessary help. The College's own
Birmingham Research Unit has greatly improved the resources
and methodology, but it deserves greater support. We could learn
a lot from looking more closely at what the Finns and Canadians
have achieved in the last 10 years.

Will Pickles was acclaimed world wide as the leader in research
into the natural history of disease, for which general practice
provides an admirable opportunity. His 1939 book,
Epidemiology in country practice,' is a principal reference in
the first chapter of the 1984 American Institute's report I have
quoted.25 The College recognized the opportunity early, but the
main problems are no longer those of communicable disease
or even of acute illness. My first contact with a project helped
by the College was Scott of Ashford's investigation 30 years ago
of the prevalence of macrocytic anaemia, made possible by the
readiness of others to help. Many others have followed and, as
I was to see in the work of the Scientific Foundation Board,
the financial resources available do not match the volume of
worthwhile effort proposed. It is more the number of small pro-
jects than the major successes of the studies carried out by the
Manchester and Birmingham Research Units that testify to the
research potential of general practice.
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Disease prevention and health promotion should become
much larger components of general practice than they have been
so far. There has been continuity within considerable changes.
Immunization is an obvious component with a no less obvious
shortfall, where it has not been well organized round general
practice. Too often there is an uneasy division between
community medicine and general practice, and that should be
bridged, as it is in some districts. One of the earliest NHS in-
terventions came in the middle 1950s when the recommenda-
tions on antenatal care related to toxaemia made by the Stan-
ding Maternity Committee became the standard of reference for
the Maternity Medical Services regulations. But regulation
should not be the method of promotion and there is no easy
way of using remuneration to help, as there is in dentistry, when
extra work is involved. A fee per service system is no answer
in an underfunded NHS, nor is the idea of vouchers which the
Minister for Health to his credit, summarily dismissed recently.
Better health care for children may now be developing on lines
slightly different from those recommended by the Court Com-
mittee through the College's own recent initiative. Early detec-
tion of inborn defects, including prenatal testing of at-risk
groups, was taken on by many practitioners but is still well short
of the potential. Other screening systems have a part, but not
in the shotgun method of multi-phasic screening for which there
is waning enthusiasm in other countries. But we are far short
of the rational programme suggested in Canada five years ago
and need some method of accelerating change, while keeping
continuity. There is a place for systematic screening in the course
of ordinary practice contacts, varying by age and sex groups,
but it needs to be programmed and patients will not and should
not accept it unless it makes sense. The College's own initiative
three years ago pointed the way, as for instance in the better
detection and management of hypertension, but any general
audit of practice now would show that too little is done. David
Metcalfe34 points to the lack of built-in NHS incentives and
argues for a new 'Charter' If that materializes I hope it will not
be in the old fashioned American Health Maintenance Organiza-
tion form.

Julian lidor Hart's Royal Society of Medicine lecture on 'A
new kind of doctor' describes how the general practitioner of
the future could play a much larger part in health promotion
and limitation of disability by planned working with his own
practice population in concert with the rest of the primary health
care team.35 This is further elaborated in his leader and paper
in the Journal4"' and by John Hasler.9 General practice need
not become a medical paternalism, but it must not be a sort
of corner shop, responding only to demand. That will need
smaller lists and more general practitioners - but that can be
done, indeed must be done. By 1983 in Scotland the average list
size was already down to 1739, one fifth less than that in
England. Of course for decades the NHS in Scotland has been
given from a quarter to a third more per head than in England
and Wales - not a penny too much in total - and we cannot
expect that this Government will make up the deficit quickly.
But it must begin to try, or lose what social credibility it has.

Health promotion and disease prevention are only possible
through public acceptance and individual response. That does
not mean that the unresponsive people are to btame. Some prac-
tices do organize health education; most health authorities have
health education programmes, though not necessarily as well
coordinated with clinical practice as one might wish. Do our
medical schools prepare students for this part of their future
practice? Government departments do try to make the needed
central contribution with such resources as they have, especially
where the chosen instruments of the Health Education Council
and the Scottish Unit are active. But there are conflicts of in-

terest when effective health promotion could damage commerce
as would happen if we really achieved the reductions in con-
sumption of alcohol and tobacco that the country's health so
urgently needs. As a profession we do have to admit to inade-
quate achievement, but government ambivalence and ineffec-
tiveness over the major dangers of tobacco and alcohol are in-
finitely worse; the BMA has at last been forthright on both. The
futile plea that personal freedom must be ensured, when it only
preserves the damaging freedom of the two industries to destroy
more lives than any other avoidable health hazard, simply reveals
the incapacity for political leadership. Will we really get the
forceful promotion of fluoridation which the recent report of
George Knox's group justifies?36 I shall be surprised if we do.

I end now with a reference to another initiative which is in
some ways the most important of all. The movement for pa-
tient participation which owes so much to the late Alistair Wilson
of Aberdare has made considerable progress in the last 10 years.
The College has helped it with a special conference and published
report and has set up its own consultative committee. There are
currently over 70 group members of the national association,
which John Horder and Joan Mant lead, but that only means
between one and two per cent of general practitioners have yet
been convinced that they need such an opportunity to align their
work with patients' views even on a controversial point like
deputizing arrangements. Yet the whole of medicine in the future
will depend on a different relationship with people from that
which Will Pickles had in Wensleydale 50 years ago; but he would
have understood it as direct evolution from what he did. John
Hasler makes this point too.9 The social basis of medicine is
evolving just as fast as scientific content. Science is more easily
defined; we can see how that of today relates to yesterday and
the experience is unemotional. The social changes are not
definable in such terms and there is a cross-generational pro-
blem of acceptance, even though the continuity is obvious to
us all when we stand back and reflect. Moreover, the last six
years should have taught us that there are people in government
who would like to put the clock back with talk of old-fashioned
virtues, displaying sheer ignorance - or is it disregard - of
the gross social injustices of those earlier times.

There have been three administrative reorganizations in the
last dozen years. I just hope that they will not impede the con-
tinuity of changes in health care which have happened in spite
of inadequate resources. The NHS depends much more on what
we in the health professions make of it than on the planners.
The resilience of the NHS under recent privations has been
remarkable and the day will come when government stops con-
centrating on management gimmickery and makes greater in-
vestments in the NHS. When that happens I hope the invest-
ment will be made in better and more prompt necessary ser-
vices to the many and not in vastly expensive technology for
the uncertain benefit of a few. Last Christmas I had a card from
Madras which pictured the first nuclear magnetic resonance unit
in South-East Asia. But we sometimes achieve similar
anachronisms ourselves. If we persist in the pattern of change
recently advocated by the College the prospect should be safe
but it will not be easily secured. I cannot do better than endorse
the five points with which John Fry ends the sixth edition of
Present state and future needs.37

I have been talking about continuity and the many changes
that have occurred along a continuous thread. We have not had
revolutions, and yet today's general practice is barely recognizable
from the standpoint of 1948. There have been times in the 37
years when decisive steps have been taken - over group prac-
tice, association of nurses and health visitors with general
medical practice, reimbursement for ancillary staff, postgraduate
medical education, health promotion, patient participation and
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now the Quality Initiative. There are plenty of doctors who are
reaching forward in new ways; a 'new kind of doctor' is with
us now. What we still lack is the opportunity and determina-
tion to generalize the best in current practice. There can be no
holding back; the niggardly behaviour of government is no ex-
cuse; nor can the best be achieved by outside intervention by
management. The equivalent of Will Pickles' relationship to his
community of Wensleydale in the idiom of the late 1980s is at-
tainable, and it must be achieved - from within. I said I would
not- indeed could not- tell you what to do, but I have quoted
enough people who can, and have shown you almost every piece
of it in their own work. At that point I stop.
Mr President, you did me a great honour by inviting me to

address you today. I could not ask for a better ending. But now
I will go home and look again at the seventeenth century Nun's
Prayer that always hangs on our wall. One sentence is particularly
apposite: 'With my vast store of wisdom, it seems a pity not
to use it all, but thou knowest Lord that I want a few friends
at the last.' I do hope to be around as an observer for some
time yet.
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