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The College and health for all
THE founders of the College of General Practitioners were men of courage and

vision and the more established the College becomes the more one recognizes
the remarkable inspiration of John Hunt and his colleagues. They demonstrated a
faith in general practice in the United Kingdom, but their vision extended well beyond
these shores. Within three years of the College's foundation regional councils had
been established in Australia, New Zealand and South Africa, together with 10
overseas faculties. This led to the formation of independent colleges in Australia,
New Zealand, South Africa and, most recently, Ireland. The founders of the College
established an academic base for general practice not only in the UK but worldwide
and there have been many valuable contributions by College members to the
development of primary care in Europe, the Middle East and parts of the Third World,
with successive presidents of the College becoming widely known and respected
internationally. The work of Pat Byrne in Manchester led to the acceptance of the
College's definition of the general practitioner by the Second European Conference
on the Teaching of General Practice in Leeuwenhorst in 1974, Dr Newman is currently
the President elect of the Societas Internationalis Medicinae Generalis (SIMG), and
only this year the first joint RCGP-Kuwait diplomas were awarded to 13 doctors
as a result of a joint teaching programme under the direction of Professor Robin
Fraser.
The College has been a member of WONCA (World Organization of National

Colleges, Academies and Academic Associations of General Practitioners/Family
Physicians) since the organization's foundation in 1972. Dr Stuart Carne was its first
treasurer and later its president. The Woolfson Foundation Overseas Professorships
have extended the College links worldwide, while the College maintains perhaps the
world's most comprehensive library and data base on international general practice.

In the year of the World Health Organization's fortieth anniversary, the College
can be proud that it has made a significant contribution to international general
practice. The theme of the WONCA conference held in London in 1986 was a review
of the progress that had been made towards achieving the aim of the WHO declaration
of Alma Ata, to provide primary health care for all by the year 2000. The College,
therefore, is unambiguous in its support for WHO, with distinguished members having
acted as WHO consultants over the years. However, difficulties have arisen in the
fulfilment of the College's international aims, sometimes owing to a lack of will
and purpose by College Council. Although the College gained great prestige from
the success of the 1986 WONCA conference, which attracted-some 1500 delegates
from all over the world, that success was due to the efforts of relatively few enthusiastic
members of the College and it was obvious to many attending the conference that
British general practitioners had given only partial support in terms of the numbers
attending. Similarly, those of us who have represented the College in Europe and
other parts of the world have frequently been told that the College has failed to
provide leadership in the development of the discipline of general practice and the
expansion of primary health care internationally. The lack of a positive response
from the College led leaders in the Far East to turn to Australia when they might
have preferred to establish links with Britain and to develop, for example, a joint
examination. In the same way our association with the Middle East, in spite of our
success in Kuwait, has been relatively half-hearted.

General practice is developing a sound base in Scandinavia, in other parts of
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Europe, on the North American continent, and in the An-
tipodes. We have much to learn from developments in these
countries and we have much to give in return, in particular our
achievements in developing education for general practice and
our wide research experience. The creation of an International
Committee by College Council is to be welcomed because it
recognizes that we should be adopting a higher international
profile, comparable to the efforts that were made when the Col-
lege was first founded. Those who take the view that general
practice has no international currency and that its content is
dictated by the structure of the health services of the country
in which it is practised deny that general practice is an academic
discipline with a specific educational and research content of
its own. This view would see general practice as a trade to be
learned in a technical college rather than as an academic sub-
ject appropriate for a university.
The international development of general practice needs an

academic base to be set, developed, and modified in relation
to the more specialized services which a particular country pro-
vides. The International Committee, whose members have been
selected because of individual experience and links with overseas
countries and international bodies, will be examining the con-
tent of general practice and seeking to extend academic links
throughout the world. There are signs that the College is now
emerging from its period of introspection; the response by more
than 500 members indicating their experience and interest in
international general practice is most encouraging and will form
the basis of a register of members with interests overseas.
The College congratulates WHO on its fortieth anniversary.

In doing this we reaffirm our commitment towards working for
success in the provision of primary care for all.

A.G. DONALD
Chairman, International Committee, Royal College

of General Practitioners

Bringing home the Bacon
'Knowledge itself is power: (F. Bacon. Religious meditation

(of heresies).)

W HEN Francis Bacon wrote this in the seventeenth
SY century access to knowledge was constrained by the

availability of books and the ability to read. His assertion is no
less true today but needs to be reinterpreted. 'Information itself
is power' would be the modern equivalent, and the power is in
the hands of those that generate, interpret and disseminate the
information. A realization of this truth is the key to an
understanding of a significant risk to general practice today.

Family practitioner committees monitor items of service
claims, staff employment and premises in general practice. The
Prescription Pricing Authority generates prescribing rates and
costs. The district health authorities know the immunization
claim rates and the caseloads of attached staff in primary care.
Following the Korner reports,' data are routinely gathered in
the outpatient departments and wards of British hospitals which
can in theory identify the referral rates of individual doctors
and practices. Up to now general practitioners have not shown
concern about this gathering of data for several reasons: they
have been largely unaware that the data is being collected; the
information is not coordinated; the measures are all external;
or they feel protected by their independent contractor status.
Two new developments have upset this complacency. First, the

government has begun to challenge its existing contract with
general practitioners. It has expressed a realization that it has
a £4 billion a year 'business' with no financial or managerial
controls2 and it has published a white paper in which it makes
clear the intention to link general practitioner remuneration to
achievement of standards of care, especially in the field of
prevention.3
The second new factor is the advent of two companies

prepared to offer free computers to 3000 practices in exchange
for data concerning work content and short-term outcomes
(prescribing and referrals).4 In addition to the pharmaceutical
companies who will be the main purchasers of the information,
the Department of Health and Social Security and family prac-
titioner committees are likely to be eager recipients. This pro-
cess is now too far advanced for any Luddite group of practi-
tioners to reverse. Many indeed will welcome it, but these schemes
raise important issues which concern all general practitioners.
Data are raw figures; information consists of refined figures

derived from the raw data; facts are presumed truths extrapolated

from the information. Information can be used to compare, to
judge and to control, and any factor that influences the quality
of information is therefore of importance. Data might be
gathered incorrectly. All data recorders need to be using the same
definitions and applying the same protocols for inclusion or ex-
clusion with consistency. It is often impossible to judge the ac-
curacy of the original data when presented with information.
Referral statistics in a health district, for example, are not usually
accompanied by a commentary on the method and consistency
of recording, the definition of the denominator or the results
of an independent check for missing patients.

In turning data into information, judgements are applied.
Decisions have to be taken in the selection of data for analysis,
in the presentation of the collected information and in its degree
of dissemination. It is all too easy to accept presented informa-
tion uncritically and draw wrong conclusions. Even worse, in-
formation may be used to justify the implementation of policies
in contexts far removed from the original source and significance
of the data. In recent times this has been exemplified by the '20
hours a week' controversy concerning workload data for Man-
chester general practitioners which were published in an
academic journal5 and selectively reported in newspapers.6 The
resulting 'facts' did not reflect the truth as perceived by the
general practitioners concerned, the researchers themselves or
the profession as a whole.

In the free computer schemes it is anticipated that the data
will be collected by up to 10 000 general practitioners. The com-
pleteness and accuracy of the data from this number of sources
must be suspect unless strenuous efforts are made to ensure con-
sistency and reliability in data recording. It is, however, difficult
to see how an external agency could implement an effective
system of quality control on the data they will be receiving.
Nevertheless this data is likely to be packaged into information
available to the pharmaceutical companies, the DHSS and family
practitioner committees. 'Facts' based on this unreliable infor-
mation will be presented to the profession and the public. General
practitioners will not have access to the original data and will
find these 'facts' exceedingly difficult to refute.
Good information offers enormous potential for im-

provements in patient care. For example, feedback to doctors
on aspects of their prescribing habits has been shown to alter
behaviour,7 if only in the short term.8 It is assumed that com-
parisons between individuals and other single general practi-
tioners or groups of general practitioners will help to identify
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