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develop. The extent to which review of a doctor's performance
within the setting of his or her own practice is included in this
system is also being addressed.

In setting out its policies for the future direction of education
and training, the RCGP is charting the way forward for at least
the next decade. However, implementation will not fall to the
RCGP alone. It is essential that it works closely with others if
progress is to be made in the directions that it has indicated.
There will be a need for continuing collaboration with regional
advisers in general practice, with university departments of
general practice, with the Joint Committee on Postgraduate
Training for General Practice, and with the other medical royal
colleges. Local medical committees and the General Medical
Services Committee will be important allies in implementation.
The support of the Department of Health will be essential if

the profession is to develop further the high quality educational
programmes that general practitioners will need if they are to
meet their extended responsibilities, and to provide high stand-
ards of patient care. Implementation of the RCGP's policies for
education and training presents a considerable challenge. The
imagination, energy and flair that characterized the evolution of
vocational training in the 1970s should, when applied in the
1990s, ensure success.

W McN STYLES
Chairman of council, Royal College ofGeneral Practitioners
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Polarities in medicine
THE constant tension between an unlimited Hippocratic com-

mitment to the individual patient on the one hand, and aware-
ness that resources are finite on the other, is a fact of medical life
that no amount of sophistication can alleviate. It was recognized
a generation ago by Rene Dubos who wrote: 'The moral respon-
sibility of the physician in our society is to use all available
resources for the succour of the sick and for the preservation of
life, whatever the cost and the consequences. But the duty of the
practising physician toward his individual patient is only one
aspect of medicine. Another aspect is made up of knowledge,
practices and points of view which bear on the welfare of the
community as a whole, and on the future of mankind.'1 We shall
always be forced to resonate in a field that is polarized in many
ways beyond the one just considered, a polarity that might be
regarded as typical of medical practice.

Dubos' dictum, although true on one level, may not stand up
to scrutiny on another. We tend to regard cost as though a choice
must be made between modalities of prevention, diagnosis and
cure that compete for a limited budget. We speak affectionately
of the tubes of tetracycline ointment that could, for a pittance,
have prevented blindness from trachoma in over six million
people,2 implicitly contrasting such potential beneficence with
liver transplants that are 'only for the rich'. But what of distribu-
tion? Just as the United Nations experience in Somalia has
shown that hunger is more a matter of politics than global short-
age, so there is a political or human nature side to the bestowing

of the fruits of medical progress. This situation cannot be reme-
died by making funds available fromn other items of the health
budget such as dialysis or enzyme replacement for sufferers from
Gaucher's disease.
The extent to which medicine can take credit for the quality of

late 20th century life cannot be determined, although making an
estimate would seem critical to health care planning. A study
attempting to quantify medicine's contribution to the decline in
coronary heart disease mortality during the years 1968-76 attrib-
uted 24% to a reduction in smoking prevalence, 14% to intensive
coronary care, 10% to medical therapy and 4% to bypass
surgery, the authors attributing the rest of the reduction in mor-
tality to lifestyle changes.3 Within six months, the data on which
the authors based their calculations were challenged, it being
suggested that mortality was declining before the above-men-
tioned factors came into play.4 Thus, any attempt to lay down
guidelines for health spending finds itself polarized between the
view that medicine has had little impact on longevity5 and an
alternative one that the profession is responsible for half of the
decrease in victims claimed by the western world's leading
killer.3 According to Illich, life expectancy has been improved by
better housing, sanitation and nutrition. To some extent this is
true, but it was medical science that led us to understand the con-
nection between these improvements and better health, in a sense
empowering people to demand them.

It is also useful to consider our capacity for doing good in
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individual cases.3 Nailing procedures for fractures of the femoral
neck are saving elderly patients from the lingering death of pres-
sure sores and hypostatic pneumonia. Childhood leukemias and
Hodgkin's disease can be cured in a high percentage of cases,
despite their former reputation as a death sentence. Coronary
angioplasty and bypass grafting can restore people with crippling
angina to full activity. Vaccines have been developed for the pre-
vention of certain bacterial meningitides (most instances of
which can also be assured of recovery with appropriate antibi-
otics), hepatitis B, measles and so on. The list is long, but it must
be kept in mind that we are speaking of benefit to individuals,
millions and possibly even tens of millions of them. They com-
prise a small minority of the human race, however, and the
impact on overall life expectancy is small.
Someone once made the absurd calculation that, should we be

able to cure all cancers, each person in the world would gain
only two years of life.6 The most nihilistic among us would not
arm himself or herself with this figure as a basis for saving
expenditure on chemotherapy. Although physicians in primary
care hardly ever encounter leukemia or testicular carcinoma, they
are happy to belong to a system that has the means and the
expertise to provide treatment for such devastating diseases. To
cavil at the progress exemplified by improved surgical and
anaesthetic techniques because they do not seem compatible with
the greatest good for the greatest number is an expression of pro-
found ingratitude.
The surest tendency of the human organism is towards stabil-

ity and balance. That the information media represent it as a tee-
tering, fallible contraption is a distortion of the truth.7 Instead, we
should be celebrating '...the absolute marvel of good health that
is the real lot of most of us, most of the time'.' Here is a good
basic assumption for health care planning, one that will be nearer
to the mark when it comes to estimating costs than that which
regards people as being in constant peril of bodily failure every
day of their lives.7
These reflections bring us to an additional polarity, that

between utilization and expense. If we are to offer every individ-
ual the best chance to survive, whatever the cause of illness or
the extent of injury, we must keep an enormous and complex
apparatus in place, ready to deal with all eventualities. The more
it is used, the less it will cost per patient and the better honed will
be the skills of those dedicated teams responsible. The tempta-
tion to find something to do on slow days is great, both for the
teams themselves and for the planners. As has been shown with
an apparent oversupply of screening mammography units,8 an
underemployed system tends to find its way into places where it
has no business being and to perform superfluous services that
bring greater expenditure in their wake. This, in turn, makes the
original service unavailable to many for whom it could be of
benefit. Yet, would any of us in practice wish to do without the
back up our secondary and tertiary centres provide?
To summarize, the practice of medicine is replete with ten-

sions and polarities, with one thing often seeming to occur 'at the
expense' of something else. We cannot strike an ideal balance
between a physician's duty to a patient and to the community.
We cannot expect an underutilized facility to provide the best
possible service, but keeping it fine-tuned demands a certain mis-
appropriation of what it offers. We cannot always make proven
methods of prevention and cure available to those who need
them because the depredations of avarice often decimate their
delivery. Finally, we cannot apply the conclusions of a sophisti-
cated cost-benefit analysis with rigour to our practice without
harming some individuals.

JOSEPH HERMAN

Family physician, University ofthe Negev, Beer-Sheva, Israel
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Applications are now invited for the above
examination.

OPENING DATE:
Tuesday 1st November, 1994

WRITTEN PAPERS:
Tuesday 4th April, 1995

CLINICAL & ORALS:
Thursday 8th, Friday 9th &
Saturday 10th June, 1995.

A Preparatory Course will be held in Dublin on
Saturday 21st and Sunday 22nd January, 1995.
Further details on the Preparatory Course and

Examination are available from:

The Irish College of General Practitioners,
Corrigan House,
Fenian Street,

Dublin 2.

The closing date for the receipt of completed
applications is 15th February 1995.
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