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trast to a population of consumers, may be capable of taking
part in a health caring community, in which both doctors and
patients are cared for.

Because of the power of modern medical intervention, and
because of the increasing sophistication of the public, there is
a shift of emphasis from intraprofessional to public account-
ability. Performance review is becoming an integral component
of professional status, and more recently performance review
has been suggested as the only sensible basis for calculating the
financial rewards of doctors. Public accountability, the drive to
audit and the achievement of a performance-sensitive contract
will undoubtedly give both the profession and the public a sense
of order, and a measurement of quality. But there may be an
over emphasis on what is measurable in medicine. However im-
portant the components of medical care which can be measured,
what is unmeasurable (respect for the individual, compassion
for suffering, tolerance of the idiosyncratic) remains equally im-
portant. These unmeasurable qualities may, in the last analysis,
only be reflected in the rights of the individual patient to choose
his own doctor, from a variety of doctors. The availability of
real choice of doctor, however, is in conflict with another of our
current fashions.
Over the past 20 years, we have seen the emergence of large

partnerships, group practices sharing extensive premises, and
groups of individuals working together from a variety of pro-
fessional backgrounds in nursing and social work. The drive to
larger group practices peopled by multiprofessional teams, car-
ries with it all the advantages of sharing human and technical
resources. But with it come the disadvantages of a corporate
approach to the concerns of unique individuals. Large partner-
ships may move only at the pace of the least imaginative, the
least reformist and the least committed of the members of the
group. Team-work can easily result not in the deployment of
a variety of professional skills, but in the loss of a personal rela-
tionship and confusion of professional responsibility for which
Balint coined the phrase 'the collusion of anonymity.
Today there is a marked shift of emphasis in much of the

literature of general practice, from so called re-active to pro-active
care. The general practitioner is increasingly urged towards
prevention and early intervention. Such a preoccupation may
appear to be entirely benign. But it can also distract the doctor
from his traditional task: the response to the individual who
believes himself to be ill. The word 'patient' is a half word, like
'lover' or 'confidante'. It describes half of a relationship.
Too radical a shift towards anticipatory care can easily erode

the boundary between person and patient. The patient as citizen
has the right to decide himself when he needs medical care, and
to accept or reject the advice for which he has asked. Because
general practitioners are generalists, they have enormous
difficulty in rejecting new tasks. At one and the same time, we
currently ask general practitioners to care for unique individuals
and whole populations. We ask them to be pro-active in health
education and prevention, and at the same time to practice
clinical medicine with a sensitive regard for the autonomy and

independence of their patients. It could just be that some of
these tasks are inimical.
At the time of the Collings Report,2 general practice was

described as a cottage industry in this country. But industry only
moved out of the cottage because of the drive of industrial
technology. There was no human imperative to invent the fac-
tory or the office block. In our post-industrial society, we may
well redesign the cottage and reinstate the industry - or at least
a service industry like general practice. Many future general prac-
titioners, in response to changes in technology and society, may
well choose single-handed practice, and relocate their consulting
rooms to their own homes. It will not be beyond the scope of
the new technology to provide all the necessary resources, not
least the resources of communication on which the highest
quality of medical care will come to depend.

Let me summarize. My most confident prediction about the
future of general practice is its unpredictability. I suspect that
in a world of accelerating change, the biotechnology of each
decade will little resemble the biotechnology of the previous
decade. Communities may form and reform in a dazzling
kaleidoscope of social invention. In such a world, it will be the
ethical issues, the penetrating study of the human values on
which our actions are based, which will provide medicine with
its guidance system.

I cannot resist a passing comment on the role of contemporary
institutions in such a future world. Sooner rather than later, the
impact of the new communication technology will call into ques-
tion the utility of many of those major institutions which up
until now we have taken for granted as the reference points of
contemporary general practice: the district general hospital, the
university medical school, even the national royal colleges
themselves. In their place, we will need to invent smaller and
more local groupings, capable of fast communication and rapid
adaptation to new challenges.
By the year 2000 we may see the emergence of a new diversi-

ty of primary medical care, a new concern for the human scale
of practice, a new sense of the intimacy and privacy of the
doctor-patient relationship, and a new sensitivity to the infinite
variety of human beings. General practice may come to be bas-
ed on single-handed practitioners, perhaps loosely confederated
in groups which will share managerial and technical resources.
It is even possible that male doctors will finally come to em-
brace the equal partnership of women doctors. But not perhaps
until they have come to terms with the feminine half of their
own natures, and the feminine component of medical care.
The next generation of general practice leaders have only to

imagine it.
MARSHALL MARINKER

Director, The MSD Foundation
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All good doctors should .
THE 1960s saw the re-emergence of general practice from

the dark days when morale was low and the future bleak.
In the 1970s general practice grew in self-confidence and in-
fluence and perhaps the early 1980s have seen complacency in
some practitioners. However, recent proposals for change suggest
more things for the general practitioner to do and there is a tidal
wave of commitments waiting to engulf those who may already

feel overwhelmed by the daily routine. An article about health
care in modern society by the vice president of one of the major
medical centres in the USA listed over 20 items which he con-
sidered to be at the forefront of medical care: birth control,
genetic manipulation, euthanasia, physical disease, poverty,
nourishment, psychological trauma, narcotics, alcohol, venereal
disease, accidents, violence, suicide, boredom (from both leisure
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and age), sex, divorce, juvenile delinquency, mental deficiency,
neurosis, psychosis, transplantation and resuscitation.

Sceptics abound and one general practitioner commented
'general practice is a big enough job as it stands and we should
resist efforts to extend it, turning a deaf ear to the barrage of
advice, exhortation and quasi-directive from within our own pro-
fession as well as from without it, which urges us to solve social
problems, pursue excessive breeders, identify deprived children
or unsatisfactory parents, badger the housing department,
monitor truancy, assuage sorrow, resolve doubts and generally
busy ourselves with other people's affairs on the excuse of caring
for the whole person'. We all like to think of ourselves as caring
people and, as both a general practitioner and a citizen, I feel
that these health problems are important. Yet I have to disavow
responsibility for all these items all of the time; to engage them
all is simply too overwhelming. I may be interested in them in
an intellectual sense, but physically and emotionally, and on the
basis of time available, I cannot become involved with all of
them at once.

Herein lies the dilemma facing the general practitioner in the
1980s - what I have come to call the 'should phenomenon'. The
circulars, reports, occasional papers and discussion documents
which accumulate in my in-tray all subscribe to the theme of
what general practitioners should do. These reports are often
written by experts involved in the particular topics for most of
their working day. How can the various exhortations be put in-
to action by general practitioners? While some reports have over-
emphasized the relatively brief time spent by some doctors with
their patients, it is important to draw attention to the wide variety
of demands that the average general practitioner responds to
every day. Rather than concentrating on the quantity of time
spent, perhaps the road to improvement lies in describing the
quality of that time so that we reach a better understanding of
how individuals and groups can support each other throughout
their professional lives.

'Quality in general practice' is currently a fashionable phrase
and genuine attempts to raise this issue cannot be dismissed.
People like to compare themselves with others and they also per-
form against standards if measurements of outcome can be
agreed and achieved. However, the imposition of arbitrary targets
by outside agencies is often not appropriate and improvements
in care are more likely to occur if doctors themselves play a role
in the setting of the standards against which they will be judged.

Before laying down locally-based standards closer scrutiny of
how we behave in relation to practice colleagues is probably
necessary and the true meaning of partnership explored. If I
am to be allowed one 'should' in this article, I would settle for
Tait's comments when discussing team-work in general prac-
tice:' 'Above all we have to get better at sharing ideas and ob-
jectives and clarifying for all members of the team where in-
dependent action is to be encouraged and where and how in-
formation should be shared or joint decisions made' Some of
our problems in general practice arise from a system of medical
education which promotes the prima donna image and the desire
to 'sing solo' The frequently quoted phrase 'my patients needs
come first' is often a euphemism for 'my needs come first and
I like getting my own way. In the privileged isolation of the con-
sulting room, general practitioners' freedom of action is exten-
sive and they are constantly honing their skills in one-to-one
relationships with patients. Beyond the boundaries of the con-
sulting room another world awaits. The pull of multiple com-
mitments in group practice can lead to a conflict of priorities
for staff, with hidden tensions remaining unexpressed and unex-
plored. In this world of partnerships, group practices and team-

work, different skills are required: skills that doctors have not
been taught.

Discussions among general practitioners seldom recognize the
value of management skills. This is probably what Drucker2
referred to as 'organized ignorance' of what we are attempting
to achieve. An appreciation of management skills can equip the
general practitioner with the understanding, the knowledge and
the capabilities for not only the job of today but also the job
of tomorrow. The word 'management' does not appeal to the
medical profession. It smacks of interference with clinical care
and control of freedom. Yet good management is at the root
of successful business. In moving from concept to fulfilment,
it is necessary to interpret the term management in human terms.
General practitioners may blanche at the thought of reading
Drucker's Management: tasks, responsibilities, practices,2
Hunt's Managing people at work3 and Peters and Waterman's
In search of excellence,4 but their observations of how to get
the best out of people are one way of tackling the problem of
the 'should phenomenon' With the development of group prac-
tices and health centres, accompanied by changes in patient ex-
pectations, we may have to adapt to a lexicon which includes
terms such as 'setting goals', 'negotiating change'. 'appraisal'.
'reward systems' and 'regeneration' Without appreciation of
what these terms actually mean in practice, individuals and
groups in primary care may find it difficult to achieve long-term
fulfilment in their chosen profession.

Richardson wrote:5 'It seems to me that the first and oldest
principle in human cooperation is that it must be seen as a lear-
ning process. If that is recognised and accepted, progress towards
smoother and more effective combined operation becomes an
affair of education as well as reorganisation; of course rearrange-
ment of premises and personnel can help to achieve better ser-
vice to people, patients and clients but, without simultaneous
attention to skill in creating and exercising human relations, such
reorganisations can seldom be fully fruitful! These words are
as apt today as they were in 1969.

In a deeply conservative profession which fiercely defends so-
called clinical freedom, there are few shortcuts for renewing and
revitalizing approaches to medical care. As far as the difficulties
in deciding priorities are concerned, part of the blame can be
put on educational systems which do not teach people the skills
necessary for participating in team-work and the development
of shared aspirations. To assume that intelligent people with 10
years' intensive training have the innate ability to organize both
their own lives and those of their colleagues is naive. It is in-
teresting to note that the recent report of the Steering Commit-
tee for Efficiency Studies in Universities (the Jarratt Report)6
emphasized the importance of developing organization and
development skills in university staff in addition to traditional
academic measurements of performance. At a time when 'doom
and gloom' attitudes prevail in certain sections of medical educa-
tion and the health service, it may be in our long-term interest
to seek solutions through a better understanding of how to cope
with the human, technical and financial resources at our
disposal.

If my remarks could be interpreted as yet another case of what
'the general practitioner should .. , I apologize, yet my overall
theme is concerned with all those in primary care faced with
the 'should phenomenon. Management courses are no panacea
for problems in practice organization, but they can often bring
a new dimension to the continuing education of the primary
care team. It may be no coincidence that there is an upsurge
of interest in courses on practice management which are often
oversubscribed. Is this -a sign that doctors and their staff are
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waking up to the need to solve the problems of organizational
behaviour?

I often hear the plea that general practice 'is not like it was
in the good old days' This hankering for the past may be due
to the fact that smaller, less complex organizations in a less com-
plex environment could adapt relatively easily to change. Hidden
beneath these portrayals of the old-style family doctor was the
recurring theme of caring for people, a theme which is funda-
mental to the practice of medicine. However, the inertia of some
established patterns of practice can be frustrating for the in-
novator. At this point in the history of general practice, the
precise direction of future movement is difficult to predict. Those
who wish to look back to so-called better days and those who
prefer to look forward to improvements in care might both
ponder on the words of Roberts who, as a historian, concluded
his book History of the world7 as follows: 'Only two general
truths emerge from the study of history. One is that things tend
to change much more, and more quickly than one might think.

The other is that they tend to change much less, and much more
slowly than one might think. Both truths tend to be exemplified
by any specific historical situation and so, for good and ill, we
shall always find what happens somewhat surprising!

JOHN BAIN
Professor of Primary Medical Care,

University of Southampton
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Towards the possible
THE celebrated television MP, Jim Hacker, was rarely on

target, but he was closer than usual with his party piece '...
things are changing fast. We live in a world of change. The
silicon chip is changing our lives ...' (Yes, Minister. BBC, 1981).
Quite so, but which changes are significant to medicine, the Na-
tional Health Service and consequently to general practice?
Much of what will happen to general practice in the next cen-

tury is already visibly in train and the developments are fairly
predictable. Medical manpower is a good example because the
figures for the year 2000 are mostly determined by today's man-
power state, modified by predictable changes in recruitment
which reflect current medical school intakes. Average list sizes
in general practice will be in the region of 1700 patients and
the proportion of males in general practice will have been reduc-
ed directly by retirement programmes and also indirectly by the
rising proportion of women now in medical training. Jim
Hacker's silicon chip, however, will change all our lives and
general practice will be involved in these changes. The applica-
tion of computer technology in general practice should help in
monitoring and improving the quality of care. It is already clear
that there is a genuine desire in the profession to improve pro-
fessional standards and the new technology will be a tool for
achieving improvements. Present enthusiasm and the progress
made since the 1950s offers great encouragement. Less predic-
table are the changes in disease patterns and therapeutics, but
their influence in such a short span will only be marginal.
Of course the nub of it all is what the consumer will want

in the year 2000. Unless major social changes occur in the in-
terim it is likely that the general public will want a national
health service which provides convenient access to a complete
range of reliable services provided by fully trained doctors.
General practice will require the proper share of manpower and
resources to correspond to its central role in health care. How
possible is this?
Weighing our national economic prospects and our

diminishing natural resources against the nation's determina-
tion to preserve its health service it seems fair to assume that
there will be little positive change in the global sum of money
available for the NHS. 'Efficiency measures' can only make
a limited and short-term contribution so the remaining option
is for a more radical redeployment of NHS activities. In par-
ticular the present uneven allocation of resources between

primary care and secondary care needs to be examined.
Hospitals continue to receive the great bulk of the global NHS
funding. By the year 2000 a policy to deliver all the care that
is practicable through primary care services must be operative.
To do this we need to have achieved a substantial redeployment
of care and resources - a shift of relevant activities like minor
surgery away from the institutions, away from waiting lists,
away from high overheads and away from the personal inconve-
nience and high social costs that needless institutional care
demands. Not only does the patient prefer care near home in
familiar circumstances but such care makes better use of the
general practitioner's skills, and precious resources are spared
for the vital services which only hospitals can provide.
The social and economic arguments for such a transfer in

the balance of care are not new ones.' Such a shift was in-
dicated by the Minister for Health when giving the reasons for
family practitioner committee independence to Parliament in
1981: '... establishing FPCs as health authorities in their own
right with powers to engage their own staff is most likely both
to facilitate the developments of primary care services and lead
to increasing efficiency in the administration of family practi-
tioner services.' (Vaughan G. Written answer to Parliament,
17 November 1981).

Similarly day surgery has demonstrated how specialist ser-
vices and facilities can be used to best effect. It is of course
difficult to give precise figures for the optimum balance bet-
ween primary and secondary care since the criteria used to judge
this will include subjective elements.2 However it has already
been demonstrated that many patients can be discharged from
hospitals for the mentally handicapped and the mentally ill. The
controversy this has sometimes caused has resulted from the
failure to provide appropriate resources in the commmunity
rather than a criticism of the policy. The specific enquiry into
the actual and potential contribution made to health care by
general practice in the United Kingdom3 supports the view that
a shift of services from secondary to primary care would prove
to be more cost effective.
The implementation of Griffiths management techniques and

the balance-sheet approach to medicine will underscore the
economic advantages which general practice provides with its
lower overheads, improved access and reduced social costs to
the patient. Consequently I believe we will soon see trials and
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