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Dr William W. Fulton, L.R.C.P., L.R.C.S., L.R.F.P.S. (gene'al
practitioner, Glasgow): In the last few years there seems to have been
more study of the work of the general practitioner and more discus-
sion of what he ought to be doing than there has ever been before.
This is not just a neurotic, introspective concern with our branch
of medical practice but a conscious and commendable attempt to
relate the content and method of our work to the changes taking
place in medicine and society as a whole. Change is inevitable and
should, if we can arrange it, be for the better.
What should be the role of the family doctor? Some people will

go further and ask whether there should be family doctors at all.
To try to answer these questions we must have certain standards
and our first task is to determine our scale of values, which must to
some extent be relative, i.e., fixed in the context of our time and our
country, although, as we have heard, in other places other standards
obtain. Just because medical practice in this country has evolved
in a particular pattern, now fixed and to some extent protected by
legislation, is no reason why we should assume that it is the only or
the best system of medical care. I think that, for this country, it is,
at least as far as the retention of the personal doctor is concerned,
and I want to give reasons to support this belief although I am,
probably, preaching mainly to the converted.
We must ask ourselves not only what a family doctor is and what

he does but what place he should have in medicine. It is axiomatic
in clinical medicine that accurate diagnosis should precede treatment.
So, in the organization of medicine or anything else, a clear idea of
the function of the family doctor should come before a definition
of the form he should take.

First, let us try to answer the wider question, "What is
medicine? "

Medicine could be described as the science which tries to maintain
health and which perfects and fits mankind to face the social tasks
and problems of living. Human beings, like other organisms on this
planet, continue to exist by reacting to their environment. Their
health depends on their success in doing this. But mankind is a
unique species. By his unique development he has so complicated
his environment that individual members of the species are no
longer able, as simpler animals are, to meet the demands of adapta-
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tion on a purely instinctive basis. Stored knowledge, derived from
experience and handed on from generation to generation, has become
necessary for health and survival. The state of the health of an
individual at any time, therefore, may be defined as the measure of
his success in reacting to his environment. Primitive medicine was
largely concerned with just keeping people alive, with the continua-
tion of the race. Nowadays mankind is sophisticated and, with
passage of time, more and more organized into communities, that
is, people with common interests. This civilization, so called, has
brought its attendant evils. Some of these social evils themselves
produce illnesses with which we have to deal.
There is no disease, however caused, without its social effects and

few diseases in which social factors do not contribute to the aetiology.
In this sense the family doctor must always practise social medicine
and in doing so he is helped by his familiarity with the patient, his
family and his wider environment, a knowledge which no other
worker in the health field can hope to emulate. Under the eyes of
the family doctor there pass day by day the whole range of physical,
mental and social disorders and he is uniquely situated at the centre
to observe the interplay of all three. He must therefore be trained to
cope with them, all three of them.
A substantial body of opinion, both lay and medical, holds that

modern developments, social as well as medical, have rendered
obsolete the traditional British concept of the general practitioner.
It is, they say, consequently undesirable and unrealistic to try to
to provide for a form of practice based on this traditional concept.

In my opinion this view is founded on an incomplete under-
standing both of the fundamental biological purpose of medicine,
as I earlier tried to define it, and of the significance of these modern
developments themselves. It is true that increases in medical know-
ledge and in the techniques associated with the acquisition and
application of that knowledge have of necessity led to division in the
field, that is, to specialization. This process happens in all fields
of knowledge and has many advantages, but it carries with it 'the
limitations which inevitably follow specialization of function. It
therefore does not remove, on the contrary, it increases the need for
a doctor whose function is not specialized but general, one who is
able to take a comprehensive view of the needs of his patient,
knowing his environment and his capacity to adapt to it.

Sir George Godber goes further when he says:
The general practitioner is the patient's main insurance against the effects of

over-specialization. He must accept a greater degree of medical responsibility
for the continuing care of his patients and be given the opportunity to exercise it.
He obtains the necessary specialist advice but he is also needed to advise the
specialist in some aspects of the care of the patient in any illness. The day when
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single, undivided responsibility for the care of the patient was carried by one
medical man has passed. It is through partnership between general practice
and the specialists that we can overcome the inevitable disadvantages that
limitation of primary interest must impose upon the individual specialist and the
patient.
At some times and in some areas of treatment, of course, the

patients' need for a family doctor may be less than in others. For
example, in this country at least it is accepted that the surgical
specialist is in a better position to give the correct treatment to a
patient who needs an operation than is his own general practitioner
although this is by no means accepted in every country in the world.
But even in the field of surgery there are reservations, recognized by
Sir Arthur Porritt in his presidential address to the British Medical
Association in 1960.

In this dynamic and materialist world the basic sciences have come more and
more to the fore. In ... surgery a major revolution has taken place in the last
twenty years. It has, to a very large extent, become the practice of applied
physiology, its technical exactitude becoming every day further enhanced by the
use of scientific methods and machines. In the very drama of this intensely
stimulating scene there is the danger at times of forgetting the central figure-
the patient. For medicine is still an art as well as a science. Has the art
deteriorated in the presence of the efflorescence of science? Does the art still
sufficiently control and assess the science in the light of the personal problems of
the patient? The patient is more important than the disease from which he
suffers.

In other types of illness the need for a family doctor is becoming
increasingly obvious. The spectacular successes of surgery and the
advances in the control of, for example, infectious diseases have
merely emphasized our ignorance of the causes of degenerative
conditions and malignancy and our relative inability to influence
their course. Much of the work of the National Health Service, as
has been pointed out by Professor Fraser Brockington, now concerns
chronic illness-including mental afflictions and subnormality and
the infirmity of old age-for which home care under a general
practitioner is most appropriate. " Specialism ", says Professor
Brockington, " if by this we mean the use of the highest level of
modern techniques, is a boon in its place; but in terms of man's
total need for medical care it is of more limited significance ".
General practitioners do not need to be told, but it cannot be too

often repeated, that, in spite of all the glamour of hospital medicine,
most of the intractable and economically important problems of
illness today tend to be neglected in hospital and are rarely exposed
to the searching study and investigation of our modern teaching
hospitals. It is in the area of these illnesses and their management
that hospital medicine has least to offer and the greatest burden
falls on the family doctor. An unfortunate by-product of this state
of affairs is the kind of medical education in which, during his clinical
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years, the student is all too likely to see a disproportionate number
of rare conditions to the virtual exclusion of some of our commonest
diseases, so that when he finally emerges from the shelter of hospital,
he is ill-prepared for the realities of medical practice. It should be
the aim of clinical teachers to illustrate basic medical principles on
diseases which are common rather than those which are obscure.
When we speak of the science of medicine we tend to think of

measuring and weighing and visual proof but we should remember
that this is only one aspect of medical science, one which is naturally
more easily demonstrated inside hospital than outside. The methods
used by the family doctor can be just as scientifically respectable.
The ways of collecting evidence may or may not be the same in
hospital and general practice and the scientific content may be
different but the soundness of the judgment-i.e., drawing the
correct conclusion from the evidence available-is just as important
in one field as in the other. To say that there exist legitimate
techniques of diagnosis and treatment not readily appreciated in
hospital which should be brought to the attention of all medical
students is just another way of saying that general practice is an
academic discipline in its own right and should have its proper
place alongside other disciplines in undergraduate teaching. This
has nothing to do with vocational training for general practice.
Another example of the difference between medicine as practised

in hospital and as practised by the family doctor may be found in
the realm of psychosomatic disorders. The family doctor is well
placed to make a positive diagnosis of a psychosomatic illness rather
than a negative diagnosis by a process of exclusion of all possible
organic causes. Family doctors must be trained and made more
confident of their ability to diagnose a psychoneurotic illness by
eliciting pathognomonic clinical signs and symptoms, behaviour
patterns and personality traits in the same way as they are prepared
to diagnose, for example, peptic ulcer or myxoedema on clinical
grounds. To practise this kind ofmedicine requires professional skill
as well as friendship and understanding, understanding of the
patient's fears, conflicts and hostilities and a knowledge, indeed a
constant awareness, of the fact that psychological maladjustments
can give rise to distressing symptoms. " Sorrows that are not vent
in tears make other organs weep". The family doctor may be
lacking in formal training in psychiatry but he often already knows
the skeleton in the patient's cupboard, appreciates his background
and speaks his language.

Naturally some doctors are more skilled in this work than others.
An illustration of this may be found in the results of a survey of the
incidence of neuroses in general practice carried out by the West of
Scotland Faculty of the College of General Practitioners. The
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results were surprising. The proportion of psychoneurotic illnesses
reported by the participating doctors varied from 18 to 48 per cent
of all illnesses seen. There may even have been some members of
our College who thought that it was not worth their while taking
part, as mental health problems formed only an insignificant fraction
of their own practice, and what was all the fuss about? The answer
is that those who are trained to recognize these conditions find them.
Family doctors must be able to diagnose anger as well as angina,
envy as well as eczema, fear as well as fever.
Having made the diagnosis, the family doctor must be able to

undertake the care of the disturbed patients. And there is much
more to this than merely prescribing the latest tranquillizer or mood
elevator. The idea that one can obtain tranquillity or peace ofmind
in a box of tablets over the counter in a chemist's shop is a facile
solution unworthy of our profession. The family doctor must know
when to use drugs as an aid to treatment and when to prescribe
himself instead of medicine; he must have some skill in simple
supportive psychotherapy and must know when to obtain for his
patient the services of a specialist with more knowledge of this
subject and more time to use it than he himselt usually has.
Any definition of the role of the family doctor must refer to the

fact that his work should begin at the beginning and end at the end
of the patient's life. To be there when the baby arrives is the best
introduction to the family. To be able to minister to the needs of a
dying person, whether tragically young or serenely old, maybe even
by this time an old friend, is to the family doctor a privilege as well
as a duty. He can show mercy when medicine can no longer help
his patient and ease the manner of his going when his time has come
to go.
These criteria form the basis of my specification of the family

doctor, providing continuous, comprehensive medical care for those
patients, of all ages, for whom he accepts responsibility in all their
illnesses and complaints of whatever nature. Does this paragon exist?
Can he exist in the future? Can we inculcate into the students and
graduates of today, who will be the family doctors of tomorrow, the
philosophy, the attitude of mind, peculiar to general practice, that
there are no diseases, only sick persons, and that to a family doctor
the individual is always more than the sum of his systems. The
student at the beginning of his medical course often has an idealistic
approach to doctoring but the fragmentation of medical teaching
in this country tends to dispel rather than reinforce this attitude.
Today more and more students are being taught by more and more
specialists about their specialties. It seems that I belong to the
last generation to be taught medicine by doctors.
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Even if we do succeed in producing a breed of family doctors
trained as undergraduates and as graduates for this kind of work,
can they continue to do it under present-day conditions? Most of
us are convinced they cannot although there is less agreement on
what changes are necessary. Certainly general practitioners must
be provided with the proper facilities to practise scientific medicine.
Indeed the present generation of medical graduates will feel even
more frustrated than those of earlier days if they find they are
deprived of the opportunity to exercise the skills in which they
have been trained.
The title of our symposium today is The Art and Science of General

Practice. As pointed out by Dr John W. Todd in a recent Lancet
article, Plain Words in Medicine, the division of medicine into the
two antitheses, science' and art, is false. The art and the science of
general practice are complementary. The supposition that to be
scientific one must always use instruments of precision is ridiculous
and those who use these instruments are not necessarily scientific.
In solving any clinical problem the right course is to employ the
means most appropriate to the individual patient. For the man with
suspected phaeochromocytoma, a number of elaborate investiga-
tions may be needed. But when somebody complains of weakness,
dizziness, palpitations and feelings of pressure on top of the head,
a good doctor will inquire first into the patient's background and
personal relationships. To use a battery of elaborate machines
to carry out a series of complicated tests is not in this case scientific
but harmful.
Of course every doctor should be kind to his patients. Our

College motto reminds us of this, Cum scientia caritas. But the
tender loving care is only part of our art. Another essential part of
the art of general practice is knowing when to use medical science
and which kind to use in each patient.
With the advancement of medical science the horns of the age-old

dilemma have been sharpened. The human, personal aspects of
medicine instinctively bring to mind the idea of an individual practi-
tioner, the family doctor, or, as the patient would say, " my doctor ".
The advanced technical and scientific aspects of modern medical
practice are associated in our thoughts with the Institution, large,
complex and de-personalized. Can we marry the concept of the
family doctor giving personal service to his individual patient with
the doctor as a man of science keeping himself up-to-date with and
practising new techniques, taking his place as a member of the health
team and probably working from a health centre, properly equipped
and staffed? Certainly in the larger towns this seems to be the best
solution so far put forward. At least three-quarters of the popula-
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tion of Britain live in urban areas where general practice could be
organized on this basis with a number of family doctors, of the order
of twenty, sharing premises, ancillary staff and facilities for diagnosis
and treatment, sharing not only with each other, but with some of
their colleagues in public health and the hospital service. There is
no suggestion that they should share patients. As Sir Theodore
Fox, editor of Lancet said in his famous article The Personal Doctor,
personal medicine is practised by individuals, not by groups. But
he went further when he insisted on the family doctor working from
the privacy of his own home. This is unrealistic nostalgia. The
suggestions I have put forward for the reorganization of the medical
services in a community need not alter the character of general
practice in so far as it provides every person in the community with
a personal doctor. Within the groups working in a medical centre
each practitioner should have his own patients who look upon him
as their doctor. Although he cannot be personally available all
24 hours of the day every day of the year, the ready availability of
the patient's own doctor is one of the better features of general
practice in this country. Anything which is interpreted as a barrier
between the patient and his doctor will tend to destroy the spirit
of family doctoring. In his book, Into General Practice, Dr J. G.
Thwaites observes in this connection that it is not always easy to
preserve a nice balance between the patients' rights and the doctor's
sanity but it can usually be done with some encroachment on the
latter. There is no room in general practice for the ' nine to fiver '.

Over-organization with a consequent loss of the personal touch
must be avoided. The aims of better organization must be to enable
the doctor to waste the minimum of time on non-essentials from
the medical point of view and to provide a better and more personal
service for his own patients over a wider range of both the clinical
and social aspects of their health.
For organization can be overdone. It is easy, for example, for

the patient at the antenatal consultation to have her blood pressure
taken, and her urine tested by the midwife or nurse, to relieve
the doctor of the need to spend time doing this. But every family
doctor knows that the taking of the blood pressure, the asking of
the simple question, " How are you? "-these are the means of
contact between the patient and her doctor, the laying on of hands,
if you like to use the dramatic phrase, which help to foster that
bond of confidence between the woman and the person who is going
to be responsible for her confinement. Being in the position and
having the time to make conversation gives the woman the opport-
unity to confide in her doctor, to ask his help in a way which might
be denied her if the interview was conducted on a purely clinical
basis.
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The role of the general practitioner in preventive medicine is

receiving more attention. The traditional distinctions between
curative and preventive medicine are becoming more meaningless
and artificial every day. Not only does the family doctor prevent
illness by the familiar prophylactic immunizations, but he spends
much of his time in stopping people from becoming more ill than
they already are. Examples are legion. He tries to prevent over-
weight and the countless complications and sequelae of obesity.
He tries to control the crippling effects of rheumatoid arthritis,
to prevent the worst of the exacerbations of chronic bronchitis. He
sees to the treatment of mental patients discharged from hospital
back to the community and by preventing relapses stops the open
door of the modem mental hospital from turning into a revolving
door! Much of the prevention of neonatal mortality in certain social
classes is bound up with the treatment of anaemia in the expectant
mother and the prevention of toxaemia of pregnancy, by advice on
diet and weight reduction from her family doctor, to the young
woman engaged to be married. Only the general practitioner is in a
position to practise long-range, non-specific preventive medicine as
part of his daily work. Like the man who discovered he had been
speaking prose all his life, many family doctors do not realize how
much preventive work they do. The closer integration under one
roof of the presently divided services for the same patients would
help all concerned and go some way towards creating a new kind
of doctor able to practise to the full all aspects of his knowledge and
skills.
There may be other proposals for the organization of medical

care but whatever happens the people of this country must surely
find it unacceptable and financially unjustifiable to spend something
like £10,000 to train a doctor who will degenerate into the kind of
man who will climb stairs and hand out bits of paper and refer
patients to hospital.
Nor would domiciliary or first-line medical care provided by

hospital doctors be any wiser or more economical but the good
family doctor could well be given facilities to look after those of his
patients who have to be treated in hospital because of nursing or
domestic difficulties but do not need continuous specialist care.
Some of these general-practitioner hospital units and some of

the medical centres described should be within the curtilage of the
traditional specialist type of hospital. (This is specially important
in the case of general-practitioner maternity units, even to the point
of sharing the labour suite with the specialists).
These medical centres are needed particularly in association with

teaching hospitals where they could form the nucleus of the depart-
ment of general practice which many authorities, including the
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College itself and the Gillie committee, have advocated as an
essential part of any modem medical school.

If the family doctor can be trained to fulfil this role, and given
the facilities and the time to do it, then, surely, not only will the
people of our country receive good medical care but the job itself
will be a rewarding and satisfying one likely to attract to it the quality
of recruits capable of maintaining all that is best in the art and
science of general practice.
Borrowing again from Dr Todd's article, here is what Dr Alfred

Stille had to say in his presidential address to the American Medical
Association in 1871:

Science does its full share of work for medicine; for no other art does it do so
much. But we err greatly if we accept it as a certain and sole guide. For science
itself is unstable; the science of the last century is the folly of today, and much
of that on which we pride ourselves will be found in the lumber room of the next
generation. It is because art is uncertain, and science both erroneous and
incomplete, that successful medical practice depends upon the individual man so
much more than on the art or the science of medicine in itself considered; upon
his ability to observe phenomena accurately, thoroughly and honestly; on his
capacity to apprehend their relations to their causes and to one another; and
upon his personal skill in selecting, combining and applying remedies.

Dr John R. Ellis, M.B.E., M.A., M.D., F.R.C.P. (physician to The
London Hospital and Prince of Wales Hospital: principal medical
officer, Ministry of Health: honorary secretary, Association for the
Study of Medical Education.) There have been so many debates
about art and science in medicine that the two words cannot be
used in the same sentence without evoking the idea of conflict.
This is particularly the case in Britain because for a very long time
scientific method has been less taught and less used in British
medicine than in that of many other countries. Science on the other
hand, or rather the conclusions of science, have been used, and we
have been inclined to apply these technological results without any
deep understanding of their origins and limitations. We have
therefore tended to regard things scientific as things technical-
material, cold and even antihumanitarian.
To a considerable extent scientific data and scientific techniques

are cold and belong more to the laboratory than the bedside.
Scientific method of thought, however, has nothing to do with data


