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These are exciting times in which to live, but then it has probably
ever seemed so to men alert to the changes going on all around.
Habits alter with almost breathtaking rapidity. What is accepted
as au fait today is outmoded tomorrow; what is 'U' this week is
'non U ' next week. Medicine is being transformed. Paedia-
tricians, deprived of their young patients with pneumonia and acute
rheumatism, turn their attention to intra-uterine paediatrics; the
sanatoria empty of tuberculous patients are available for new uses;
the infectious diseases hospitals cleared of diphtheria (and soon, we
hope, of poliomyelitis patients) stand half empty.

General practice too is searching for a new modus vivendi. Family
doctors cannot continue in the established traditional methods, and
this for three reasons. The introduction of antibiotics, insulin,
heparin and other potent remedies has done much to increase the
doctor's ability to cure radically or control some of the greatest
scourges of humanity. It has been said that a patient might have
his life saved by a doctor whose name he could not catch, and it is
no longer necessary for the doctor to spend so much time with his
patient, offering moral support through the medical crises of life.
There is resulting harm to the doctor patient relationship, and if the
general practitioner is to continue as friend and confidant to his
patients he must reinforce this relationship by extending his horizons
of medico-social care.
The advent of the National Health Service made medical care

available to the whole population. While recognizing that the 1946
Act was only one in a series designed to extend medical care, never-
theless, prior to 1948 there were many, especially in the great urban
areas, who were denied attention for want of the ability to pay. This
may be regarded as heresy, but from my own short experience in
general practice before 1948 I believe it to be true. That is not to
say that doctors deliberately withheld treatment as a result of in-
ability to pay fees-but consider, for example, how many patients
languished at home whilst awaiting sanatoria beds, whilst if they
could pay they were admitted immediately to private accommoda-
tion. In effect, therefore, many more patients may come to the
doctor than in former times, so that he has less time to devote to
each.

Increasing specialization continually makes inroads into the
general practitioner's domain, so that many doctors feel themselves
*This paper is a result of work made possible by the award of an Upjohn

Fellowship.
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to be simply clerks or signposts directing the patients to the ap-
propriate specialists. There is the imminent threat that obstetrics
may soon be removed from the field of ordinary general practice, and
as an example of what may happen here, in the Health Insurance
Plan of New York general practitioners do not attend to patients
under the age of nine. Many family doctors are dissatisfied with the
increasing fragmentation in their practice and experiments have been
instituted in an effort to find a satisfactory new modus operandi for
general practice.
Among these experiments are to be found many new group

practices and health centres, but it is a mistake to look at existing
centres and group practices as final patterns, since each one demon-
strates different concepts. However, unless one appreciates the
problems which health centres are trying to meet it is impossible
to assess their degree of success or failure.
Group practices are ordinary practices with the added benefits

which come from a number of doctors joining together to share
surgery accommodation, expenses, rota duty and holiday relief, and
so on. A spirit of co-operation may exist between the doctors and
the local authority and ancillary services, but group practice does
not imply necessarily a close physical and professional relationship
with them. In health centre practice it is implicit that local authority
and general practitioners shall come together if possible, with all the
other ancillary aids serving the patients so that a spirit of team work
shall develop to the benefit of all. It is of paramount importance
that this idea of team work shall grow, for if it does not, then as I
see it the general practitioner is doomed. To quote one ofour leading
thinkers on general practice, " It is now pretty clear what the general
practitioner needs to do good work;-time, open access to lab-
oratory and x ray, co-operation with district nurse and health
visitor, and secretarial assistance. If the doctor does not use these
facilities, and practice good social medicine, then the patients will
soon see that he does." To put this another way, I have heard the
view expressed that "The supervision of medical practice is no
longer in the hands of the doctors, but in the hands of lay people,
and the people think that the doctors are doing darned well out
of the National Health Service."

Recently I have been able, through the courtesy of the College of
General Practitioners, on an Upjohn Fellowship, to visit all the health
centres in the country. I also visited Dr Scott in Edinburgh, Dr
Ollerenshaw in his group practice at Skipton, and saw something
of the maturing plan for the new experiment at Peckham, and the
new centre being built at Lichfield. I was not concerned during my
tour with the cost of these centres, for I hold that if health centres
help doctors to practise better medicine, and patients to receive
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improved medico-social care, then centres should be built. Any
country that can spend millions on a' Princess' flying boat that has
no market, or a ' Brabazon ' that never leaves the airfield can afford
health centres if considered necessary.

It is always possible to get the facts and figures by applying
to the medical officers or to the secretaries of the centres concerned.
What is more difficult to assess is the spirit evolving in the centres
and the extent to which modern concepts of social medicine are
being demonstrated. Since I had been in practice on my own for
six years before transferring to the University of Manchester's
Darbishire House Health Centre, I am acutely aware of the changes
involved in transferring a practice. It is not my intention here to
pass detailed judgment on each centre, but rather to paint a broad
picture of what I found. Everywhere I went I was received most
cordially, usually by the local medical officer of health and one or
two of the practitioners, together with the health visitors, nurses and
secretaries.
Some eleven health centres are now well established:-Woodberry

Down, Averley, Harold Hill, Sunderland, Cheltenham, Bristol,
Nottingham, Sheffield, Faringdon, Stranraer and Sighthill, Edin-
burgh.

Architecture
It would be wrong to think of health centres as a modem con-

ception, for at Swindon over a century ago the G.W.R. started its
first family health care scheme, and the building which these far-
sighted pioneers erected has been taken over by the National
Health Service. There, in days long since gone, for 8d. per week,
each railwayman was assured of full medical care for himself, his wife
and family, together with maternity and convalescent benefits and
swimming-bath facilities. The financial contribution demanded of
the patients has gone up, but the building remains essentially the
same, with the tiled waiting rooms lit by a glass roof criss-crossedwith
girders, for all the world like Paddington Station. The old railway
waiting-room forms have recently been pensioned off, but are still
available for all to see. Compare these conditions with Faringdon,
a few miles away, where in a country town the cottage hospital has
been converted, and where the old matron who loyally served the
people of the neighbourhood for over 30 years still presides. The
other centres in this group are of recent construction and of contem-
porary design. They vary from the mammoth Woodberry Down to
the smaller converted semi-detached villa at Sheffield. In many the
furnishings are luxurious with magnificent wood panelling, candel-
abras which would do credit to an Odeon cinema, and palm trees
and a variety of floral arrangements worthy of Chelsea.

There is still much to learn about the best layout for building.

359



these centres, and it is dangerous to give architects too much free
rein, lest the architectural appearance be allowed to interfere with
the essential practical demands. At Cheltenham, for example, there
is no entrance for nurses to the patients' examination rooms without
disturbing the doctor in his consulting room, for the architects felt
that to give another door to the examination room would spoil the
appearance. Needless to say extravagant architecture bears no
relationship to the degree of medico-social integration attained in
practice.

Administration

The number of doctors based at each centre varies, up to 24 at
Cheltenham. It is true to say that the more doctors involved the
less developed is the team spirit, so that when 24 practitioners are
attached to a building they have no time to meet, since they are too
busy and they never are all present in the building at the same time.
Assistant medical officers of health are usually attached to carry out
the clinic work, but often there is little or no physical or professional
contact between them and the general practitioners.
The rents paid by the doctors vary from £50 per annum to £380

per annum according to the facilities provided, and how much the
corporation feels they can extract from the pockets of the prac-
titioners. Thus at Faringdon the rent is low, for if the doctors were
charged more they would simply take their practices back to their
own homes. At Swindon, where the patients have always attended
the centre for a century or more, the rent is high, though the accom-
modation by modem standards leaves much to be desired.
The variety of services provided differs considerably. Woodberry

Down provides almost every conceivable medico-social service,
whilst many centres merely offer the general practitioner surgeries
and local authority clinics. The presence of a variety of facilities
for medico-social care in one building does not necessarily imply
much co-operation. Time and again I met assistant medical officers
ofhealth and general practitioners working in the same building, and
at the same time, who had never met, and who never consulted each
other. Too often one met the practitioner who did not know and
had no use for the health visitor, and many regard themselves still
as quite capable of dealing with all the problems themselves. Such
an attitude to my mind implies that the patient receives a poor stan-
dard of medico-social care, the doctor is ignorant of modem con-
cepts in this field, or the practitioner is responsible for so few
patients that he cannot make a reasonable living. Why for example
should the doctor not be able to use the local authority services and
apparatus in the building without having to apply to the assistant
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medical officer of health? It is a sad commentary that I have to
report that in one case the general practitioners were not allowed to
use the local authority baby weighing scales, and in another instance
the medical officer of health would not allow the children attending
the ordinary surgeries to use the local authority childs' playroom.
On one occasion I learned that all the midwifery was done by the
midwives in the local authority clinics, and the general practitioners
never booked any of these cases, while in another centre I found
that general practitioners were doing most of the midwifery without
any attendances of midwives or health visitors. In some instances
laboratory and x-ray facilities are present in the centre, but occasion-
ally these are still under the control of the regional hospital board.
It did not follow, of course, that the doctors used these facilities.
They were still often geared to outmoded customs and failed to use
to the full their opportunities. If an x-ray plant is available why in
heaven's name cannot the general practitioners use it instead of
having to send their patients to the consultant chest physician in the
same building? Clearly there is a lack of interprofessional relation-
ships and understanding. The medical officers of health and general
practitioners seem to have been brought together often against their
better judgment, and they are determined to make life as difficult as
possible for each other. Here are a few remarks I overheard-" First
and foremost the general practitioners think of their income, and this
is their primary purpose in life, hence they won't come into preventive
medicine, because the rate of pay is not high enough." That was by
a medical officer of health. " I have no use for health visitors, I
would not know what to do with one if I had her," by a general
practitioner. " Our work is preventive, the general practitioners cur-
ative," by a sister-in-charge. " What would a health visitor do at
a centre? They are too precious, and I want them at the City Hall
where I can keep an eye on them," by a medical officer of health.
" I have never known a health visitor to come to me to discuss a
case in the three years I have been in the centre," by a general
practitioner. " I leave the practitioners severely alone, if I offer
any co-operation they would immediately be suspicious," by a
medical officer of health.
When this kind of relationship prevails, what hope have we that

health centres will succeed?

Records and Research
In very few centres are records kept, so that it is difficult to assess

the amount of work done in them. To run these buildings as
economically as possible it is important to use the accommodation
fully. At Sunderland for example the surgery accommodation is
only used for 40 per cent of the time available, but elsewhere better
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use is made of the space. Very few centres are pursuing any in-
vestigations in either medical or social medical care. One gathers
that the practitioners use them chiefly as branch surgeries, and care
little for the development of further interests. In fact in many cases
the practitioners went in simply to keep potential squatters out.

If what I have written paints a disappointing and sombre picture
now turn to Harlow and Corby, where under the guiding hand of
Lord Taylor and the Nuffield Trust two new experiments have been
going on for a number of years. If anyone seeks a breath of fresh
air and a tonic let him go to Harlow, for here is manifest a spirit
of enterprise and the " new look " in social medicine dominates the
scene. Details of organization and facilities have been published in
many medical books and journals, and a high degree of co-operation
has been achieved amongst all the organizations concerned in the
patients welfare. Lord Taylor is proud of the fact that the doctors
in Harlow have not been specially chosen, but that the service is
staffed by the ordinary general practitioner. New towns have
problems of their own, difficulties in transport, and much emotional
upset caused by uprooting families, but Harlow is unique in its
medical care facilities, both in the range provided and the degree of
integration attained.
At Corby a diagnostic centre sponsored by the Nuffield Founda-

tion has just passed into the hands of the Oxford Regional Hospital
Board. For the past five years or so general practitioners in Corby
have been able to take their patients to the centre and investigate
them fully with x-ray and laboratory facilities instead of sending
them to Kettering Hospital some 12 miles away. The experiment has
on the whole been a success, but some objectives have not been
achieved. The general practitioners were to be attached as assistants
to consultants who also attended, but this has fallen through.
Some of the younger practitioners in the town have not found time
nor had the inclination to use the centre and the town is growing, so
that one practitioner confessed he could not keep up with the growth
of his practice, let alone use the centre facilities fully. There is
some disappointment too that control is falling into the hands of the
Regional Hospital Board. One general practitioner also resented
the fact that he had not achieved open access to the physiotherapy
facilities, and throughout my visits I found repeatedly a reluctance
on the part of the consultants to allow access to facilities which they
themselves commanded in the centres.
No tour of health centres or group practices is complete without

visiting Dr Richard Scott in Edinburgh, for here is a veritable
laboratory of general practice. It is admitted freely that one
cannot multiply such facilities throughout the country. Rather is it
Dr Scott's aim to take the arts and sciences of general practice to
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pieces and to demonstrate them piecemeal and in toto to his students.
To listen to this doyen of general-practice teachers is to understand
where we fail and wherein lies the renaissance of general practice.
His ideas and methods have been published often, and there is no
need to repeat them, but all who are interested in teaching need to
visit Edinburgh.

The Future
Two new experiments have just been started. In the terms of the

1946 Act it was envisaged that local authorities should build health
centres and then sub-let accommodation to the general practitioners..
Many doctors, as I have indicated, are very suspicious of the local
authority and fear that if they transfer their practices to health
centres they may eventually come under the control of the medical
officer of health. At Oxhey the doctors have built a suite next to
and in contact with the local authority clinics, so that they are
still quite independent although in physical contact with the auxiliary
services.
At Lichfield the only two firms in the town, one of four and the

other of three doctors, have come together and having failed to
persuade the local authority to build a centre have built one for
themselves with the aid of an interest-free loan, and a loan from the
Nuffield Foundation. The practitioners will themselves provide the
local authority with accommodation for clinics at a rent. I think
the general practitioners are entitled to every help and encouragement
in view of their initiative. The pendulum has swung right across.
No longer does the local authority provide accommodation for
practitioners, but vice versa. Let us hope that at Lichfield the doctors
may secure a greater degree of co-operation and a better spirit de-
velop than I have seen at many other centres.
What is the matter with health centres? I suggest that they

should be all of a limited size, catering for four to six general prac-
titioners. If they are bigger the number of patients needed to employ
the doctors is so great that they must come from a wider area. At
once other doctors set up surgeries on the periphery. The centre
doctors put up branch surgeries in competition, and the number of
patients attending the centre drops, leaving the general practitioners
only employed part-time at the centre. The building should be put
up preferably on new estates, as the estates develop, so that prac-
titioners in neighbouring towns do not set up branch surgeries. It
is possible to establish centres in urban areas, for example Edinburgh
and Darbishire House, and patients will come; certainly at Dar-
bishire House we were able to maintain almost full lists several years
after the transfer of the doctors full time to the centre. If the general
practitioners are to keep abreast of modern concepts they should be
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taking part in local authority clinics, working in close co-operation
with health visitors and nurses. Since this work involves more
intensive case-care the practitioner should be prepared to have less
than a full list, but to be offered clinic fees for antenatal and child
welfare clinics. If industrial appointments can be offered so much
the better. In any case I feel the doctors should be prepared to
limit their incomes in toto to something like that derived from a full
list, for they cannot expect the local authority to furnish them with
facilities and ancillary aids at public expense while they make the
sky the limit so far as their own income goes. If the doctor will
limit his list a little, and extend his range of activities he will lead a
fuller, richer and more satisfying life. Practising in a modem centre,
he enjoys accommodation facilities which are the envy of his col-
leagues. He must regard these facilities as payment in kind, and if
he is to accept a small limitation in his income he may yet avoid a
coronary thrombosis later. Certainly I have demonstrated that
merely offering a variety and multiplicity of services from one centre
does not mean having a successful health centre. Putting different
services together does not mean that those who run them will
necessarily speak to each other. Whilst it is pretty clear now what
the general practitioner needs to practice good domiciliary care, for
example x rays, laboratory facilities, almoners, it is by no means clear
to most doctors that they need a new concept of general practice
involving preventive and social medical care in its widest and best
senses. The general practitioner's attitude to his patient is, by long
tradition, a curative one; that is, that patient comes for advice and
the doctor supplies it. It may take a long time to alter his attitudes,
so that the doctor goes out of his way to develop a preventative
attitude to disease. The fundamental fault, as I see it, is that those
taking part in health centre development do not fully appreciate the
philosophy inherent in conducting medical practice from such
centres, nor does there seem to be anyone responsible for bearing
the light thence. From our experience at Darbishire House, we are
satisfied that only through health centres can a comprehensive
pattern of medico-social care be evolved, but, except in Harlow and
the University Unit at Edinburgh, there is little sign of appreciation
of what this involves.
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