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Longevity is no guide to the quality of general-
practice care. Few general practitioners would
claim to prolong the lives of many of their patients
significantly. Far more significant are social
factors such as overcrowding, legacies of the
industrial revolution, with climatic, geographic and
public health factors all being of greater impor-
tance than family medicine.
To measure the quality of practice by an un-

favourable comparison with the greater hours
worked by American doctors is not valid as
increasing tiredness brought on by increasing
hours is likely to produce a corresponding de-
crease in performance.

Failures in screening can be excused by lack of
evidence that efforts in this direction are pro-
ductive. As Mr Honigsbaum says there is no
evidence that cervical cytology reduces morbidity
of cancer of the cervix, and there is to my know-
ledge no evidence that diagnosis of maturity-
onset diabetes prolongs life. General practitioners
should be given the credit for appreciating this.
The existence of a clinical condition does not
necessarily mean the patient will benefit from
treatment.

Negligence in midwifery may well exist, but it is
noteworthy that one of Mr Ifonigsbaum's sources
is ten-years old. Since then, many general prac-
titioners have acquired haemoglobinometers. The
relatively low demand on pathology and x-ray
facilities is not necessarily to the patient's detri-
ment as many hospital patients suffer from un-
necessary venepunctures and x-rays, the former
painful, the latter causing unnecessary dosage in
radiation.

Records are improving particularly in group
practices and one may comment that research for
its own sake is valueless and irrelevant to the
quality of the work.
Among the clinical failures it is surely not

necessarily a failure not to refer management of an
epileptic as this can usually be done perfectly well
by a general practitioner. The fact that 62 per cent
of outpatient attendances are for only one
consultation, for a second opinion, can surely
equally well be taken to mean that the quality of
practice is high, and that further attendances are
unnecessary.
Under his paragraph concerning negligence in

hygiene and poor qualities of surgery premises, the
failure to use the General Practice Finance Cor-
poration is no measure of a failure to improve
surgery facilities. The majority of surgeries
improved since 1963 have been by private finance,
which is cheaper.

I regret the length of this letter and would agree
that criticisms of our work can only be beneficial
but the evidence for the criticism should be very
much stronger than that provided, if it is to be of
any real value.

R. S. TERRY
The Surgery,
Kingstone,
Hertfordshire, HR2 9EY.

Sir,
Mr Hfonigsbaum's paper is provocative. A

detailed reply would need to be as lengthy, but
some answer is called for. It seems to be a compre-
hensive survey, with 137 references, no less; but
seven are to Forsyth and Logan's Gateway or
Dividing Line?, and five to the Royal College of
General Practitioners (1970) Report from General
Practice No. 13., 'Present state and future needs of
general practice'. Thus a cursory glance reveals
inflation; closer inspection may reduce the list
further. It is not his facts with which I quarrel, but
his interpretations.
Throughout his paper there is emphasis on

inadequate time spent with patients. "The ulti-
mate measure must be 'quality' which has not yet
been related to 'time'."2 Yet he equates inadequate
time spent with patients, with poor quality of care.
To quote 'average' consultation times without
giving the range, is meaningless. A large pro-
portion of patients need neither 'time' nor exten-
sive examinations for their repeat certificates or
prescriptions. Eight could easily be accommodated
in a 'five minute consultation', giving an average
'time' of 37 seconds!
The evidence for a low standard of care is

confusing. In one paragraph, '.... the general
practitioner sees at least 70 per cent of his patients
each year and 95 per cent once every five years".
Later, "... the average patient sees his general
practitioner fewer times per year in Britain than in
America". His section on clinical failures is
similarly woolly. He quotes the number of deaths
from toxaemia of pregnancy in 1967; but deaths
from "abortion without sepsis", and "other
deaths from delivery", exceeded the 1963 level in
1967.3

If 25 per cent of general practitioners generate
75 per cent of referrals to hospital diagnostic
facilities, it is worth recalling that 75 per cent of
the general-practitioner's workload is generated by
25 per cent of his patients. One test for every five
to six patients excludes those referred for out-
patient consultation.
One could go on dissecting the paper and re-

interpreting the facts. I support Honigsbaum's
thesis that quality monitoring is necessary and
likely to raise standards. I think he is correct that
the quality in Britain is not high enough. If bad
medicine is costly, good medicine is not cheap.
His paper presents a biased view, and makes one
ask "How much is he denigrating the National
Health Service in the interest of the American
anti-socialised-medicine lobby."

H. CAIRNS
114 Newport Road,
Cardiff, CF2 IYT.
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Sir,
An 'outside' view of general practice could

indeed be a stimulus for critical reappraisal of
their role and performance by general prac-
titioners. What a pity it is that the quality of the
article chosen for that purpose is itself question-
able. Personal opinions are quoted as if they
convey demonstrable fact; paiticular studies are
assumed to have general significance; and several
sections contain classical examples of the non
sequitur! To avoid writing a complete article in
reply, only two points will be made here.

"Efficient use of the resources available" must
preclude rouitine comprehensive health screening
altogether, and lead to critical assessment of the
efficiency and productivity of individual domi-
ciliary consultation. Moreover, the attainment of
more efficient 'outpatient' care lies not in 'posting'
the consultant to the health centre, but in
questionning the need for follow-up by a
registrar rather than by the general practitioner.
The use of technical resources, the facilities

available for both patient and doctor in the
doctor's premises, and the technical competence of
the doctor himself can only be improved by
critical appraisal, leading to implementation of
appropriate remedial measures. Such appraisal
and control will never be possible when inde-
pendent contractors of equal status behave with
the licence possible outside a formal career
structure.

JOSEPH L. KEARNS
Medical Adviser

J. Lyons Group of Companies
Cadby Hall,
London, W14 OPA.

Sir,
I became a founder associate of the College

because I was appalled at the state of general
practice at that time, and believed that there was a
need for an academic body devoted to improving
the standards of our discipline. In my paper, of
which you quote snippets, I pointed out that two
factors led to a change; the publication of the
charter and the influence of the College. The
order was deliberate; without the political will and
power of others to force change, the idealism of
the College would have been ignored. I believe
that this is true today.
The charter was published in 1965 and several

years elapsed before the improvement in the
service became apparent. Yet over half the
references in Mr Honigsbaum's article in the
July 1972 issue of the Journal refer to works
published before 1968!

Whilst accepting that editorial discretion is
desirable, and necessary, the appearance of Mr

Honigsbaum's article in our Journal gives it the
cachet of credibility. It was extensively quoted in
the press, as if it referred to general practice as it is
now; 'facts' from it were used to discredit present-
day general practitioners. The sensationalist press
does not bother to check back to original sources,
and disclaimers are of no value.
The inclusion of quotations from an article of

mine immediately after Mr Honigsbaum's article
may give the impression that I share his views.
Perhaps you would be so kind as to quote the last
paragraph ofmy paper "Given sufficient goodwill,
foresight and imagination and a willingness on the
part of the community to accept the financial
implications of progress, the future possibilities
for the family practitioner services, and especially
the general medical services, are exciting and
almost unlimited."

JOHN MARKS
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Sir,
I read Frank Honigsbaum's essay on Quality in

general practice with interest. He reaches the
kernel of the matter when he discusses the re-
lationship between hospital consultants and
general practitioners.

In this area-Liverpool region-there is total
exclusion of general practitioners from hospital
work. Furthermore, the domiciliary consultation
is a farce. Consultants are not willing to arrange
to meet the general practitioner at the patient's
home and some do not bother to inform him of
their findings and opinion, unless he importunes
them. Thus what could be a valuable experience
degenerates into a mere commercial transaction.
In obstetrics the consultants endeavour to exclude
the general practitioner from practice.

I agree that only those who have taken special
training should practise obstetrics, but there is no
encouragement to do this when one is actively
excluded from the practice of the art, which should
be done in a consultant supervised unit.
With regard to training for general practice, I

suggest that a six-month appointment in each of
the following departments should be mandatory-
general medicine, surgery, obstetrics and gynae-
cology, ear, nose and throat and eye, paediatrics,
and casualty.
When in practice a general practitioner should

have the opportunity, and be encouraged to take
it, of attending his patients in hospital, with a
consultant, and of attending operations on his
patients, and attending the necropsy of those who
die. Only thus can one co-ordinate clinical findings
with pathological conditions.

In the field of preventive medicine a much
greater knowledge of factory processes and work-
ing conditions is necessary; few practitioners have


