
Editorials
HEALTH CENTRES

THE inclusion in the National Health Service Act of 1946 of provision for the build-
ing of health centres by local authorities to be rented (leased) to general practitioners,

was one of the sections which caused great disquiet and suspicion. That the Dawson
Report of 1929 had advocated practice from health centres was forgotten; that group
practice was to be the choice in the future was not appreciated, and that it would be
possible for general practitioners to work in harmony from the same premises with the
health visitors and other local authority staff was not even contemplated. Truly,
the advances in the treatment of disease, the changes in the incidence of illness and the
improvements in hospital practice and technology are no more surprising than those
which are occurring in family practice. Who would have thought that today, doctors
would be asking for health centres from which to practice? Yet the reasons are not
far to seek.

Large movements of population, by slum clearance and the building of new
'purpose built' towns, have in some areas made the provision of practice premises by
the state an essential part of planning. In other areas the need for houses sufficiently
large and convenient for the purpose became acute with the enlarging of partnerships
and the employment of ancillary staff. No longer was it considered right that the
doctor should have his 'surgery' in his house and use his dining room as a waiting room.
Property became expensive and money scarce. The number of doctors required to
serve an increasing population was grossly underestimated and, partly because the
family doctor was constantly bewailing his lot, the majority of those qualifying preferred
to stay in the sheltered, but no less exciting, routine of hospital practice. General
practitioners decreased in numbers, and ways had to be found to make this greater
load acceptable to them. The younger men entering practice were encouraged by the
attitude of their seniors to demand proper rotas and to limit their hours of work. In
different areas different factors were at work. For years, curbs on capital expenditure,
not unwillingly endured by county and county borough councils, hindered progressive
planning. A few centres only were opened in areas whose population could not
easily be cared for otherwise.

These first centres were the fruit of individual endeavour. They were not framed
on any blue print; the ideas they incorporated were keenly studied by forward-looking
practitioners but the seed was not sown widely. Then, suddenly, practitioners were
demanding health centres; local authorities became willing to provide; provided some-
times, it seemed, without fully appreciating what was happening.

Sir George Godber in his annual report On the state of the public health 1968
announces that there were at the end of that year 83 health centres in operation and a
further 69 were being built, and discussions with local health authorities were taking
place about another 104 schemes. By the end of 1970, he says, 200 health centres should
be accommodating 5 per cent of our family doctors.

Drs Michael Curwen and Brian Brookes in a recent survey drew attention to the
uneven and unexpected distribution of health centres. Conurbations had much less
than their fair share; rural districts were best served, and indeed Devon and Exeter had
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25 per cent of their general practitioners working from centres, whereas in Manchester,
Liverpool and Birmingham there were less than four per cent.

Curwen and Brookes quote an optimistic correspondent writing in The Times in
1920 forecasting a great saving in hospital beds as a result of the building of centres.
Why has this not happened? Or has it, and the effect been masked by other factors?
The district hospital load might be diminished if the health centres were fully integrated
with the hospital services-local authority staff working with and in the general practi-
tioner hospital and deployed as needs arose; nurses, physiotherapists and occupational
therapists dividing their services between the inpatients, the outpatients and those sick
at home.

The advantages and disadvantages of health centres can still be argued. The
benefits for the patients as well as the doctors have yet to be properly assessed. Even
the planning of the buildings may be questioned. Dr Ruth Cammock, who holds the
rare combination of a doctorate in medicine and a diploma of architecture, in her
article on page 12 of this issue, calls for a degree of caution. The College has a store of
practice plans and the pooled experience of a generation of doctors. Greater use could
be made of this material. The time is ripe for an enquiry among users of health centres
and their experience on working in them in these new buildings. Curwen and Brookes
pose other questions and appeal for a closer look at the health centre concept. To what
extent, they ask, has the planning of health centres been determined by current practice
organization rather than by likely future developments and the true needs of the com-
munity, and to what extent has the success of a centre -to do with its location and the
transport pattern. They say that before these and similar questions can be answered
there must be a comprehensive background of up-to-date factual information about all
the existing health centres and those where plans are already determined. Some approach
could properly be made to patients to get their impression of this new kind of 'clinic'.
Work here could usefully be done by research workers in the departments of social
science at the universities, but many may feel that the larger issues involved fall to the
College itself for investigation. Where large sums of public money are being spent on the
welfare of the community, it is important that the community gets the service it requires
and deserves.
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THE CLASSIFICATION OF MORBIDITY

THE first National Morbidity Survey in 1955-56 revealed the need for a diagnostic
framework appropriate to general practice rather than to the clinical or pathology

department of the hospital. The basis for such a classification lay in the International
classification of diseases and causes ofdeath, the ICD, but the use of this framework was
unwieldy and impractical for diagnoses made in practice, at least in the hands of the
average practitioner research-worker.

The first attempt at a classification which would secure some comparability between
observations recorded by general practitioners was of hierarchic structure. There were
four levels of specificity, the first and simplest being the main headings of the ICD, and
at the fourth and most complicated level the 'undiluted' ICD itself. Two intermediate
lists, however, allowed specificity between these two extremes.

Though diagnoses made according to the inter-mediate lists were relatable to those


