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Question: I was thinking of the gynaecologist as well. Do you
think this is likely to continue or do you see any trend back towards
giving this work all into the care of one doctor?
Dr Stampar: I am afraid that it is very difficult to go back. If

you wanted to alter the system concerning general practitioners it
would be very difficult. But I think it depends mostly on the doctor's
own interest. Ifhe wanted to deal with a particular group ofpatients
or a group of the population he could do so.

Dr F. J. A. Huygen (general practitioner, Netherlands. University
lecturer in ' Family Medicine '; president of the Netherlands College
of General Practitioners): I would like to begin by expressing my
thanks for the honour of being invited to speak at this symposium,
held in a country which I consider to be in the forefront of the
revival of general practice.
Although in some countries, for example in the United States of

America, similar organizations may be older, I have the impression
that your College is far ahead of others in promoting the renaissance
of the real values of general practice. This impression has been
consolidated during the study tour in the United Kingdom preced-
ing this symposium which was offered to us by your College.
During this tour I was again struck by the fact that there is a close
-similarity between the work of the family doctor in your country
and in the Netherlands. There are only minor differences: for
example, a quarter of our population are still private patients. It
is not only in the position, circumstances and the kind of work of
the general practitioner that there is a great resemblance, but also
as regards ideas and desires for the future. In one respect, however,
there is a difference as regards ideas, on which I should like to
comment.
Reading your journals and talking to visiting British doctors, I

have often heard the wish expressed to reintroduce the general
practitioner into the hospitals. Again and again ideas are launched
to establish a kind of intermediate form between general practice
and hospital. In the Netherlands we also think that the com-
munication between the hospital and the family doctor is not an
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ideal one at the moment, and that it is very important to try to
improve this. We agree with you that the general practitioner must
have open access to the radiological, pathological and laboratory de-
partments, and we have attained this nearly everywhere. We en-
courage regular visits of the general practitioner to his patients and
his specialist colleagues in hospital, but we do not think it desirable
to bring the general practitioner back into the hospital or into the
outpatient department, as a doctor in charge of patients-certainly
not supervising patients of other family doctors. We feel that
differentiation and specialization in the practice of medicine is inevit-
able and that it is no use trying to put the clock back. A nostalgic
hankering after the past, perhaps also partly due to our education as
students in hospital, will not take us any further. A study by our
College has brought to light the fact that we are looking after twice
as many home-bound bedpatients as the number in all hospital beds
together. We had better concentrate our efforts on improving home
care.

In the United Kingdom and in the Netherlands the general
practitioner is still the pivot on which the medical care of the popula-
tion turns. But it is a matter of doubt whether the situation will
remain like this. It can be argued that in health care there are two
vital centres. One in the front line, in the home of the patient, and
one in the rear, in the hospital. It is desirable that there should
be some sort of balance between these two centres. In some
countries, for instance in the United States, the scale has turned in
favour of the hospital, which has become the focus of community
health care. It is very doubtful whether such a situation, having
many drawbacks, is in the interest of the general population. In
my opinion, both centres have to be strong. There must be good
co-ordination and communication, but not something in between.
If the general practitioner is going to choose an institution like the
hospital for his base, this will, I fear, ultimately lead to the end of
family practice.
There is a striking resemblance between the family and the general

practitioner in their position and their development in society. All
over the world there is much talk about the change in functions of
the general practitioner. There are arguments about loss on the one
hand and profit on the other. One can be pessimistic or optimistic
about this. The family is going through the same process. Sociolo-
gists have recognized a certain number of functions of the family
-in broad categories: the socio-economical, the sociobiological,
the sociopsychological and sociocultural functions. In western
civilization there are trends of change in the importance of these
functions of the family. The significance of the socioproductive
functions ofthe family as a unit, still strong in agricultural families,



14
is gradually taken over by such other institutions as factories. In
the same way, educative functions of the family are taken over by
schools and associations.

Pessimists are talking about a loss of function of the family and
draw attention to what they see as a diminishing of the importance
of the family in the community. But others stress the fact that the
family is still the basic unit of the community, and that there,is no
reason to speak of a loss of function only of a shift in function.

It is possible to make a distinction between essential or nuclear
functions of the family and, less important, or peripheral functions.
By releasing peripheral functions, the family can gain in importance
and in level by concentrating on its nuclear function of being a
basic life-community for its members in our complicated society.
We can look at the general practitioner in the same way: we can
distinguish likewise between nuclear and peripheral functions.
Treating patients in hospital and making use of highly technical
methods can be looked upon as a peripheral function of the general
practitioner. In these days of increasing differentiation and special-
ization, the release of peripheral functions to others who may be
able to do this better, can free the general practitioner to concentrate
his time and energy on his nuclear functions, enabling him to attain
a higher level. Let me clarify what I mean.
What are these nuclear functions? What are the essential elements

in the work of the family doctor? The Dutch College has agreed
upon the following definition of the function of the general practi-
tioner. He should be able to accept responsibility for a continuous,
comprehensive and personal health care for those individual persons
and families who have entrusted themselves to him. Several points
in this definition ask for attention: in the first place, the words
' health care ' instead of ' care of the illness '. Thus, the definition
is positive instead of negative. This points to a considerable change
in outlook and approach, deviating from traditional medical educa-
tion. We do not know by any means as much about health as we
we do know about illness. In the second place, the importance of
continuity is underlined, both in medical care and in responsibility
for this. In the third place, the personal character of such care is
stressed. The word 'comprehensive' denotes a combination of
preventive, rehabilitative and curative care, and points to the
necessity of integrating its somatic, psychological and social aspects.
Last, but not least, the importance is stressed of the natural environ-
ment of the patient, especially of his first milieu, the family. We
believe that we must concentrate on these essentials.
The title of this symposium is The Art and Science of General

Practice. Art needs skill, and skill can be developed. We try to do
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this in the Netherlands, and we have found that it is only possible
to develop our art by practising it, by doing. In our continuing
education, self-action is most important. We turn away from lectures
-especially by specialists-to a large audience, and are turning
more and more to small discussion groups and seminars. These
small groups are the backbone of our College; it is in them that the
most important activities take place. We are adopting this method
not only in the psychological, but also in the somatic fields of our
study. We have about 40 seminars on medical psychology,
some of them using the Tavistock discussion method as initiated by
Balint, some using others. In most of them a psychiatrist takes part,
but not as a leader. The discussions are nearly always led by a
general practitioner. Some groups are co-operating with a psych-
ologist or an educational psychologist instead of a psychiatrist, but
we also have groups of general practitioners joined by social workers.
It is our experience that a general practitioner's participation in
such groups will help to develop his personality, and often effects a
definite change of attitude towards his daily work. Some groups
make use of training methods in discussion technique. Learning
to listen actively to the patient is of paramount importance.

In our experience the non-directive Rogers technique is very
valuable for the family doctor. This can be learned by role-playing
and by means of a tape recorder. It may be stated that in nearly all
groups the general practitioners are doing their work with a new
interest and greater easiness, also that there is greater willingness
among them to co-operate with others like nurses, social workers
and members of the clergy. An important result of these group
discussions is that doctors are becoming more aware of their part
in the relation with their patient and of their own role in the
community-besides, there is a widening of their horizon.

In analogy with these study groups in medical psychology, there
also exist many study groups in somatic medicine. Such groups may
co-operate, for instance, with a dermatologist, an orthopaedic
surgeon, internist, or gynaecologist. Different forms ofco-operation
are being developed. All these groups have one thing in common:
it is essential for a smooth functioning to establish a good relation-
ship between its participants. Thus the contact with the specialists
will also improve and the original puerile pupil-teacher relation
disappear.

' Art' in the title of our symposium, may also be interpreted as
'technique'. In this respect our Committee of Practice Manage-
ment has done a good deal of work, publishing studies and reports
on premises, practice planning, etc. The committee are making use
of the regular services of an efficiency expert, which is valuable.
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Reports were published about a general practitioner's equipment
laboratory, practice bags, etc. A uniform recording system was
developed for routine use; a special one for pregnancies.
The art of good general practice can also be defined as Crombie

(1963) did: the ability to be clinically effective with scientifically
inadequate data. As Crombie pointed out elsewhere (1962), one of
the most important functions of the general practitioner is to assess
the medical needs of the population and to distinguish between
disorders asking for intensive investigation or treatment and others
where it is not necessary and possibly harmful, to start elaborate
somatic investigations. The general practitioner has to establish
as early as possible the relative importance of organic and emotional
factors in a patient's illness. As he said, the art of good general
practice is the ability to maintain the balance between the maximum
use of the intuitive process with the full use of the logical method
when'the intuitive process fails to give a satisfactory answer. This
intuitive process is very important in general practice. It is founded
partly on clinical acumen, partly on the use of empirical statistical
facts about probabilities. " The diagnostic methods used by general
practitioners are different, but scientifically just as respectable as
those taught to students ", Crombie stated; and also, " The young
general practitioner makes his own discovery of more appropriate
methods, if at all, only after much tabulation, heart-searching and
guilt". But surely, it should be possible to develop this art in
general practice, to find out the underlying principles and to hand
them over to our successors, letting them avoid this painful and
guilt-engendering process of personal trial and error. We shall
have to look for instruction methods in this art of general practice.
Keith Hodgkin's work, Towards earlier diagnosis, seems to me to be
and example of an effort in this direction.
Up till now I have been speaking about the art of general practice,

but I have not said anything about its science aspect yet. Here we
come up against a difficulty. A science of general practice, that is,
a systematic body of knowledge, does not yet exist. It is to be
built7up gradually. Much research is going to be needed. In
promoting this research-an aim considered important by the British
as well as by the Dutch College-we shall have to keep in view the
principal characteristics of general practice, mentioned above.
Longitudinal studies will be indispensable in view of the continuity
ofour care. Its comprehensive character asks for combined research,
together with sociologists, psychologists and the representatives
of other disciplines, as well as for experiments in co-operation with
social workers, health visitors, and district nurses.
The personal character of our practice requires a study of the

concepts of constitution, of inheritance and of the interactions
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between the individual and his environment. As regards the family,
our observation post here is unique: I believe it to be one of the
principal points where our knowledge could crystallize into a specific
science. I know that in Scotland, Kuenssberg and Sklaroff have
published important family studies. In the Netherlands several
general practitioners, applying the principles of family sociology,
have presented us with interesting studies about the family, for
instance, Dr van Es, about the influence of a mentally deficient child
upon its family; Dr van Nieuwenhuijzen, about the interaction
between patients with duodenal ulcer and their family, and Dr
Brenkman, about the effect of certain characteristic features of the
family milieu on the nature and the frequency of disorders.

In the frontline of community medicine the British College has
had several important surveys done by groups ofgeneral practitioners,
for example, their morbidity studies. The Dutch College has also
undertaken some nation-wide studies, such as a survey of 10,000
home confinements, a study about abortion frequency, and the best
way to treat a threatened abortion, a tonsillitis survey, and so on.
The rise of a specific science of general practice will be essential

for the development of the general practitioner into a specialist.
I know that the topic of the family doctor as a specialist is a con-
troversial subject, but I believe it to be a sine qua non for the survival
of the general practitioner, that the difference in scientific and social
status between him and the specialist should disappear. Of course,
general practitioners cannot preselect their patients, as specialists
usually do. Richard Scott has underlined as one of the character-
istics of general practice that there must be free access for every
complaint of the patient. But the time is near when every doctor
will need a specific training after his general or basic medical educa-
tion before starting to practise in whatever branch of medicine.
We cannot allow the general practitioner to become a sort of second-
rate doctor. This means a period of specialization for the future
family doctor. In this field we do not have much experience in
Holland, and here it seems to me important to think about what
Dr Stampar has told us. Regarding the medical training of students,
there is a certain development in our country. Several universities
have organized preceptorships by general practitioners, mostly
supervised by their professor of social medicine. By the way, all
our universities have a separate chair for social medicine, apart from
the chair for hygiene and bacteriology. Five out of these six pro-
fessors have been general practitioners themselves. At Nijmegen
University I myself give lectures to students as a general practitioner.
In doing so, I try to teach on families just as the clinical teacher is
teaching on individual patients. The Nijmegen students have also
to make a thorough study of two families during their four weeks'
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full-time stay with some general practitioner. They have to report
on these cases in a staff conference in the presence of the two general
practitioners who were their hosts. The staff of the Nijmegen
University Institute of Social Medicine consists of several doctors,
sociologists, social workers, a psychologist and a public health nurse.
A small number of senior students take part in the case conferences.
The general practitioners appreciate taking part in them, learning
as they do from the discussions, often to the good of the families
discussed. Next year the student's stay with the general practitioner
will come under the responsibility of the whole faculty. It will be
obligatory to all students in their final year and it will be extended to
6-8 weeks, full time. The university is also going to reimburse the
general practitioner for this work.
To end this paper, I would like to mention two significant recent

developments in the Netherlands. First, the activities of our college
have roused the interest of the government and led to the setting up
of a government committee by the Ministry of Health and Social
Affairs and the Ministry of Education, together with the Dutch
College of General Practitioners and the Dutch Medical Association.
This committee is to study the present and prospective role of the
general practitioner and to advise on an effective training, and on
the measures to be taken to enable him to fulfil this role. It has
become clear from the official speech at the installation of the
committee that the government already has opted for the central
position of the general practitioner in the national health care to be
continued.
The second fact I would like to tell you is that with the help of

the pharmaceutical industry, our college has succeeded in establishing
a National Institute for General Practice at Utrecht, that should
serve as an instrument of the college, specially for research and
postgraduate education. We hope that this institute will also help
to build up a programme of specialization for future family doctors,
in co-operation with our universities. Some of our universities are
starting institutes for general practice: at Groningen Professor van
Deen, formerly a general practitioner and a member of our council,
has already made a beginning, and I expect Leiden to follow soon.
The staff of our national institute includes, at the moment, a

general practitioner director, two full-time physicians and a secretary.
Our plea for subsidy has led to a substantial sum on the government's
budget. This money will enable us to increase the staff of our insti-
tute. We hope that this national institute may help to consolidate
and extend the activities of the college, up till now only carried on
by voluntary, busy general practitioners in their limited amount of
spare time. A working plan has been drawn up, largely consisting
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of operational research into general practice, and the organization
of courses for postgraduate, continued education. We have high
expectations of our institute, and it is our hope that it will constitute
an important help in the development ofthe art and science of general
practice in the Netherlands.

DISCUSSION
Dr A. C. Arthur (Stoke-on-Trent): I understand that certification

for insurance purposes is taken completely out of the hands of the
general practitioner in Holland and carried out by a separate
organization. Could Dr Huygen kindly enlighten us on how this
system works?
Dr Huygen: Certification is done by a third doctor. It is forbidden

to us as general practitioners and also as specialists to give certificates
to patients whom we treat. We are very glad about this. I think it is
much better for the relations between doctors that somebody else
who is not treating the patients should be appointed to give certi-
ficates. I think it is very satisfactory.
Question: How does this work?
Dr Huygen: When someone is ill and in bed, he has to inform

his employer, and his employer will inform the organization, which
has to send someone to deal with the matter. They will send either
a layman to deal with the situation or, if it is quite clear that it is
necessary, a doctor will go. But in cases of doubt they will send a
doctor. Then the organzation which pays the benefits will send the
doctor to examine the patient and see if it is necessary to pay or not.
This doctor will also be the one to tell the patient, " I think you can
resume work now ". But his doctor can ask for the opinion of a
panel doctor; and we can make a plea for our patients.

Question: Recruitment to general practice is very difficult
nowadays in many countries. How is it in Holland?
Dr Huygen: At the moment we do not know the position exactly,

but it is estimated that less than a quarter of the medical students
wish to go into general practice. I think it is the same in your
country. In the first years most students wish to go into general
practice and to be a doctor, but when you ask students in the last
year you find that most of them wish to become specialists.


