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Arthur Gale died 21 years ago this month he
YTyHEN
* had achieved much. Trained as an
epidemiologist,
*

he had practised his profession with competence and
had contributed usefully to the literature of his
discipline. At the age of 50, only five years before his
untimely death, he had successfully accomplished the
difficult task of becoming an expert in a second
field.postgraduate medical education. Perhaps most
significantly, at a time when fraternization with general
practitioners was an unfashionable professional ac¬
tivity, he had demonstrated a sympathy towards the
needs and difficulties of our then troubled discipline
and thus earned the gratitude and respect which this
annual occasion reflects.
It was more than appropriate that the first two Gale
Memorial Lectures should be given by the two
contemporary general practitioners who have con¬
tributed most to the field of infectious disease
epidemiology in general practice, namely Edgar HopeSimpson and lan Watson, who later became President
of the Royal College of General Practitioners. How¬
ever, only once since then has the word epidemiology or
epidemiologist appeared in the title of the lecture,
although once or twice research in general practice has
been an important part of the theme. I want to return
to the theme of research in general practice and to the
contribution that the epidemiologist and his way of
thinking have to make to modern general practice.

Controversy is a healthy feature of any profession's
development. Within general practice more of the
recent controversies have been political rather than
professional.the introduction of the NHS, the charter,
and successive threats of mass resignation. But recently
important professional issues have been sensed: the role
of the College; the role of university departments;
whether general practice can be taught to those hoping
to enter it, and if so by what means; whether general
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practice is a part of general medicine or part of the
behavioural sciences. If these seem intellectual debates
there is more urgency in the issues of the defence of
clinical freedom and the defence of clinical judgement,
in audit, peer review, criteria of selection of trainers and
of training practices, compulsory vocational training
and, no doubt sooner rather than later, preferential
treatment for those who pass the college membership
examination. Also, can one examine general practice?
And is the present MRCGP test a good one?
All these topics are products, natural, healthy, and
inevitable, of the recognition that general practice is a
discipline with an identity of its own which must be
defined and refined principally from within its own
boundaries.
Of equal concern and importance is the suggestion*
too frequently and cogently argued, that the teaching
and research wing of general practice.unattractively
but I suppose unavoidably labelled as 'academic'.is
losing touch with the realities of practice. In any
professional activity this risk must be real, but how
much greater it is in our subject where those in academic
work.whether in a university or in the College.are
there as much from their own choice as from the
profession's choice.

art or a science and how much of each should be

practised and taught. Art is a skill incorporating
judgement, discretion, and understanding. Science is a

skill or action based on demonstrated truths and
observed and ordered facts. Clearly general practice
needs to be both an art and a science.an art based on
science and a science modified by art.and I wish to
show how the two can mix to each other's benefit and to
argue that neither can survive or develop without the
insights provided by the other.
At the same time, I want to show that the disciplines
or skills and philosophy of the epidemiologist (who for
the purpose of this lecture should be regarded as a
doctor doing research based on populations rather than
on individual patients) and the work of the general
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practitioner, whose main concern is for the care of the
individual patient with his unique combination of
physical and non-physical problems, are equally interdependent.
The epidemiologist's articles of faith are the tight
definitions of the events or phenomena he is studying
and the definition of the principal common attributes of
the populations in whom these events or phenomena are
occurring.
On the other hand, the general practitioner requires
at the consultation precision of definition of the event
(the illness) only to the degree necessary to decide his
immediate course of action. The attributes of his
immediate population.almost always the single patient
or at most the family.will be complex and probably
never exactly reproduced again. The epidemiologist can
and should generalize; the general practitioner must

normally particularize.
To make my case I must show that the generalizations
of the epidemiologist help in the making of specific
decisions by the general practitioner; in other words,
that science based on the work of the epidemiologist
and his study of populations is relevant to the art of
general practice as applied by the individual doctor to
the management of the individual patient.

Six home visits
I will set the scene by recounting a series of consecutive
home visits to six patients in five Aberdeen houses on a
council estate on a bleak and chilling Monday morning
in February 1977. Then I will relate briefly some
findings from three research projects which, if my case
is to stand, should have been of value in determining or
explaining how the application of the art and the
science, and the thinking of the epidemiologist and of
the general practitioner, were balanced at these
consultations; consultations with which I believe you
will identify both instantly and sympathetically.
I want to discuss respiratory illness, which is
important because it is common and ideal for study
because its episodes are most easily isolated for analysis
of presentation, management, and outcome. The event
or action I want to concentrate on within that field is the
prescription of the antibiotic, again important because
it is common and again ideal for study because it is easy
to recognize.

First visit
The first call was to two toddlers with coughs. The house was
a typical mid-terrace ground-floor council flat with a small
unkept patch of front garden. In the front room the rather
pale six-month-old younger child was lying disinterestedly in
wet nappies near an equally soggy Farley's rusk. The older
boy was four and was hiding in the kitchen. His mother's
attempts to get him to come for consultation Ied to mother
and child exchanging oaths and abuse, followed by a well
aimed smack, more abuse, but no compliance. The house was
generally as untidy as the garden, and the cocktail cabinet,
new three-piece suite, recessed lighting, and stereo almost as
predictable as they were incongruous. Three walls were
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covered in dark red wallpaper; the fourth was covered by
striking black paper printed with white nudes. The mother,
until recently substantially overweight, was thin from excess
dieting; she was smoking and clearly badly harassed. The
father permanently worked night-shift in a pork-pie factory
and was expecting to be made redundant. When the older
child.the main reason for the call.eventually appeared he
was clearly an active and basically well child with a quite
minor respiratory illness; there were no physical signs and
cough was the only symptom given. However, the baby did
not look well. The mother said he had a cold too and was
beginning to cough. He was not eating but he had not been
sick. Two bouts of otitis media had already been noted on his
record. Examination was again not helpful but one eardrum
was just pink enough to confirm or explain the general feeling

that all was not well.

Why had we been called? It was the apparently well
child the mother wanted something done about. Had
we time, first thing on a winter Monday morning, to
look at the mother's problems, or had we, in the long
run, time not to? It turned out that the older child's
night cough had awakened mother and baby two nights
in a row and these broken nights were the last straw. At
least we now knew what was needed immediately.
Ignoring the mother for the moment, what diagnoses
should one have made for the children and what should
have been prescribed?
Second visit
The third patient was delightfully straightforward. She was
a 13-year-old girl whose mother had asked for a visit because
of a few days' cough and one night's sickness. This family was
less well off but far better adjusted than the first, with five
children, three now grown up, and a tidy but simply furnished
living room.even the budgie looked well kept! Again there
was 3 fairly simple history of a cold and cough but a really red
eardrum to explain the sickness and clinically obvious fever.
Diagnosis and treatment here were probably not debatable.
An enquiry about the father's health since recently recovering
from a cholecystectomy for sudden onset obstructive jaundice, happily due to stone and not a tumour, and we were
quickly back into the cold morning air.
We had spent 20 minutes in the first house, less than
five in the second.

Third visit
The next call was a follow-up visit to an obese, middle-aged
lady in her third week of suffering from quite severe sciatica.
She was certainly getting better but, as we climbed the stairs to
her room, a racking cough warned of a new dimension to her
illness. Her sciatica had again improved but her acute cough
was accompanied by a green sputum, although her chest was
clear and no other respiratory features were present. An
ashtray full of cigarette ends on both sides of the bed told its
own tale.

Leaving aside the possible influence of the respiratory
symptoms on the decision on later investigation of the
Sciatic pain, how should one classify the present
respiratory illness; what should one prescribe and why?
Fourth visit
The fifth patient again had a fairly straightforward com¬
plaint. She was 42 and had had a persistent unproductive
cough for three days but was otherwise feeling well. She had
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had a hysterectomy less than two weeks previously. Physical
examination showed reduced air entry and vocal resonance at
one base with perhaps a little dullness on percussion. There
was no clinical evidence of deep venous thrombosis.

Fifth visit
Finally, we were called to see an eight-year-old girl with a
history of cold and sore throat over the weekend. Both her
parents were out at work and granny had been told to "get the
doctor in". The child.imprisoned in a cold, damp back
bedroom.looked remarkably fit and her throat, if perhaps a
bit red, certainly did not look particularly painful. Granny
reported on how effective she had always found the stronger
form of penicillin in illnesses like this but we chose instead to
discuss her alternative gambit on the merits of tonsillectomy
.albeit briefly.
What should the diagnosis and treatment have been
here?
These five calls to six patients took just over an hour
including travelling time. It was an hour spent seeing
patients and illnesses as complex as at first they seem
simple. Three of the six patients received antibiotics.
but which three and why?

Three research projects
The research projects which I want to use to illustrate
and support my suggestion that epidemiological study is
relevant to the clinical work of the doctor are not new
and the results obtained from each have been published.
I shall not describe the methods used in detail but rather
select some of the findings relevant to those patients
whose histories I have described above. I hope the first
study is useful in providing a description or confir¬
mation of what we currently do, the second in
suggesting what we should do, and the third in
explaining why we do what we do.

Describing practice
The population (or more correctly the sample) used for
this study (Howie, 1973) was a series of 7,515
consultations for new episodes of respiratory illness
seen during the second week of each of the six winter
months of 1971/2 by 63 doctors in North-East Scotland.
The clinical information collected as part of the study
allowed the illnesses to be grouped according to their
constituent signs and symptoms and then studied in a
number of different ways, but in particular with regard
to diagnosis used and treatment prescribed.
Two clear messages emerged, both of which are of
importance to any attempts we may make to discuss our
daily work with each other, with specialists or with
patients. The first is that groups of patients with
common symptoms and signs may be diagnosed or
labelled by different doctors so differently as to confuse
or frankly mislead attempts to communicate. Fortunately these confusions do not seem to affect the
immediate management of individual patients but they
do affect attempts to make sense of the records we
make, the letters we write, and the certificates we sign.

Table 1. Ratio of diagnoses of tonsillitis to
pharyngitis recorded by 63 doctors at episodes of
new respiratory illness seen during six selected

weeks of winter 1971/2.

In turn this inevitably affects our clinical and intel¬
lectual credibility with patients, students, trainees, other
general practitioners, and consultant colleagues in a
way I believe to be seriously against our best interests.
Although, out of 7,515 patients, 986 (13 per cent)
were diagnosed as tonsillitis and 594 (eight per cent) as
pharyngitis.a ratio of 2:1.one doctor recorded 51
patients with tonsillitis and none with pharyngitis, while
a colleague apparently saw seven patients with tonsillitis
and 46 with pharyngitis (Table 1). Further comment is
scarcely needed!
Table 2 lists 16 diagnostic labels which were attached
to patients whose principal recorded clinical abnor¬
mality appeared to be the presence of lung crepitations
or rhonchi; several of these labels must surely be

Table 2. Range of diagnostic labels used to
describe illnesses of 1,065 patients with
abnormal findings on auscultation of chest
(taken from a total of 7,515 new respiratory
illnesses recorded by 63 doctors in the winter of

1971/2).

Asthma
Bronchitis
Bronchial
Chronic
Pneumonia
catarrh
bronchitis Tracheobronchitis Influenza
Bronchiolitis
Respiratory
Chest infection
tract
infection
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Pharyngitis

Sinusitis
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Table 3. Numbers of patients diagnosed as
tracheitis out of all patients seen with new
respiratory illness by 12 doctors in three
practices during six selected weeks of winter

1971/2 (Howie, 1974).
Practice A
0of119
0of129
1 of121
0of135

Practice B
10of126
15of163
35of160

Practice C
0 of 79
1of138
8of131
11 of105
29of132

regarded by a reasonable observer as less than fully
informative.
Table 3 shows the different use of the term tracheitis
by each of the partners in three different practices, all
too close geographically to suggest that a major
difference in illnesses seen over a winter would be likely.
Two practices, A and B, would be regarded by the
partners as hierarchical whereas practice C is a recent
amalgamation of three smaller practices each of many
years separate standing. Clearly tracheitis is a term
which means different things in each of the practices.
If the first message is clearly that traditional
diagnostic labels confuse and obscure our clinical
identity, analysis of the same material by 'treatment'
shows a different and altogether more helpful and
reassuring picture. Patients with a tendency to asthma
or chronic bronchitis receive antibiotics for most
respiratory illnesses they bring to the doctor; and major
redness of the throat, redness of the eardrums, presence
of abnormal chest sounds on auscultation, and pro¬
duction of purulent sputum are almost always treated
with antibiotics.
In respiratory illnesses where these signs or symptoms
are not present and the throat is normal, pyrexia absent,
and hoarseness not a feature, most patients will not
receive an antibiotic.
Our principal clinical dilemma is the middle area
where minor throat redness with or without pyrexia is
the main physical finding. About a quarter of
respiratory illnesses we see come within this category.
Here about 50 per cent of patients receive antibiotics, at
first apparently in a random fashion, but our epidemi¬
ological approach then suggests that in the population
of patients with this common but controversial presen¬
tation, the important variable in the decision to use
antibiotics is the doctor. Some doctors treat all such
patients: an equal number treat none. Some of the re¬
mainder treat ten per cent, some 20 per cent, and so on.
The second important contribution of this kind of
study is thus the demonstration of a wide range of
clinical consensus in an area of our work which often
appears to lack both rhyme and reason, and the
subsequent identification of the principal issue about
which we need more information before correct
74

I am not suggesting, and
have done, that consensus is by itself a
praiseworthy or desirable end-point, but it must surely
be reassuring that our corporate clinical learning and
experience in the commonest field of illness we see
should have come to be reflected in generally similar
prescribing. The doctor whose actions are different may
not know that alternative points of view are the rule and
be glad to acquire this knowledge. Or he may feel that
his action is nevertheless correct and be stimulated to
attempt to demonstrate Why, because if he is right his
policy or reasoning should be publicized with a view to
educating the misinformed majority. This takes us
naturally to my second study.

therapeutic policy is agreed.
never

Determining practice
The individual clinician is inevitably influenced by his
own clinical experiences and the most dominating
experiences are either dramatic, or recent, or those
which confirm his own bias. The epidemiologist, on the
other hand, can afford to look at risks and benefits in a
less involved way. Balanced opinions reflect both

approaches.
My second study of relevance to our six patients is a
clinical trial, epidemiology in the modern (even if
perhaps not in the classical) concept, which again draws
conclusions from groups of similar patients and not
from individuals (Howie and Clark, 1970).
Over 800 patients, all male, between 20 and 50 years
of age and normally healthy with no background of
drug allergy, recorded their respiratory health through¬
out a six-month winter period. If they developed colds
or 'flu-like illnesses which did not appear to be settling
at the end of 48 hours they treated themselves with a
tetracycline or a placebo which had previously been
allocated to them at random. Eight hundred and thirtysix episodes of illness were recorded in detail; 448 were
treated with an antibiotic compared with 388 which
were treated with a placebo. The antibiotic and placebotreated illnesses as complete groups were similar in
terms of symptoms complained about, ages of the
patients, dates of the illnesses, smoking habits of the
patients, and other relevant features.
Table 4 shows the almost identical outcomes in the

Table 4. Influence of active/placebo tablets on
production and duration of purulent sputum in
836 influenza-like illnesses in normally fit male
patients aged between 20 and 49 years.

Average

days
Illnesses purulent
studied sputum

Active

Placebo

448
388

2.3
2.6

% Illnesses
% Illnesses 10+ days
no

purulent purulent

sputum

sputum

60
59

6
7
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Table 5. Influence of active and placebo tablets
on various aspects of clinical progress in 836
influenza-like illnesses in normally fit male
patients aged between 20 and 49 years.
Active Placebo
Time off (days/illness)

Reported adverse effects of
treatment taken (%)
Illnesses reported to doctor
(% of all illnesses treated)
Illnesses requiring further
antibiotic treatment
(% of all illnesses treated)

two groups in

(448)

(388)

1.1

1.5

6.7

1.8
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relation to the average duration of

purulent sputum per illness, the percentage of illnesses
in which purulent sputum did not develop, and the
percentage in which it developed and persisted for ten
days or more.
Table 5 shows that this antibiotic at least did not
influence the time off work, nor the number of illnesses
brought to the doctor, but raised the number of
reported adverse side effects nearly fourfold.
Analysis of these samples of patients also showed that
smoking 20 cigarettes a day or more increased
morbidity by 50 per cent over that of a non-smoker
irrespective of whether an antibiotic was taken or not
and that if purulent sputum was already present at the
start of treatment the morbidity of antibiotic and
placebo takers was again the same. Our study included
only 82 patients in this category, perhaps too few from
which to generalize, but the recently reported Cardiff
study (Stott and West, 1976), as well as a further similar
study in Aberdeen, have confirmed that illnesses where
purulent sputum is the principal abnormal symptom or
sign and the patient is otherwise healthy do not appear
to be helped any more by taking antibiotics than by
taking matched placebos.
Here the epidemiological approach guides the clin¬
ician. The information found in this study is contrary to
the consensus I referred to earlier and has Ied me at least
to change my clinical policy. It is interesting that in the
first study I discussed, older doctors with experience of
practice in the pre-antibiotic era did not show the strong
consensus of younger doctors towards using an
antibiotic in treatment of patients with purulent

sputum.

Explaining practice
My third and last study (Howie, 1976) was extremely
simple and designed to help express in numerical or
scientific terms the identifying difference in philosophy
between general practice and other disciplines. A series
of colour reproductions of inflamed throats was
prepared in booklet form. A general introduction

explained that all the pictures were of throats of patients
with a complaint of sore throat of 24 hours' duration
and implied that the redness of the throat was the main
clinical abnormality.
Additional information was printed beneath each
reproduction but in half of the booklets the information
implied a psychosocial component to the consultation
which was missing from the remaining half. A sample
of 1,000 general practitioners received the booklets,
each booklet containing six test histories without an
added psychosocial history and six test histories with an
added psychosocial history. All the booklets contained
four identical control cases. Over 600 doctors replied
and in seven of the 12 test cases the addition of the
psychosocial diagnosis made a significant difference to
the responding doctors' decisions to prescribe anti¬
biotics.decisions which according to the rules of
traditional hospital teaching should have been made on
physical criteria alone.
For example, a picture of the throat of a 14-year-old
child prompted 42 per cent of doctors to reply that they
would give an antibiotic; when it was stated in addition
that the child lived at the furthest distant point of the
practice the figure rose to 57 per cent. The throat of an
18-year-old university student was thought to need
treatment by 23 per cent of doctors; when it was added
that the student was to sit degree examinations the next
week the figure rose to 59 per cent. A mother of 28 with
four children of school age was thought by 30 per cent
of doctors to require treatment; when it was revealed
that her youngest children were 18-month-old twins
with whom she was barely managing to cope, 51 per
cent of doctors said they would prescribe an antibiotic.
The difference in philosophy which I hinted at above
is reflected in these figures. It concerns the orientation
of the doctor to the patient in general practice as
compared with the orientation to the illness in hospital
medicine. This is not an absolute difference in emphasis
because good hospital doctors show awareness of
psychological and social implications of illness on their
patients' well-being just as much as good general
practitioners exhibit clinical competence.
However, there is a relative difference which is real
and important as well as necessary and appropriate. It is
a difference in style widely recognized by our patients
and is the justification for the existence of a primary
care system centred round general practitioners as well
as the reason why the discipline must receive more
adequate resources for development, continue to recruit
its share of the most able graduates, and be competently
taught both to undergraduates and postgraduates. In
this way the art is enhanced by the approach of the

epidemiologist.

Art and science
Like all general-practice histories the six described here
were unique, but at the same time they were remarkable
for their unremarkability. In each of these six patients,
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respiratory illness, my decision on whether or
prescribe an antibiotic was determined by, ex¬
plained by, or justified by one or more parts of those
three research projects. All the projects were based on
studies of population samples.populations of doctors,
patients, or illnesses.
Five years earlier I suspect I would have prescribed
antibiotics to different and probably more of these same
patients and I am certain I would have found it difficult
to explain or defend my actions. So science has changed
my practice.I hope and believe for the better.not
dramatically but in a gently formative way.
I have discussed above contrasting but surely
complementary concepts of general practice (art and
science) and contrasting but equally. complementary
roles of doctors (service worker and research worker).
What are the links between the more extreme positions
on these ranges of thought and activity?
all with

not to

judgement and experience
I have used the words

'judgement' and 'experience' to

refer to those skills or attributes which are often
introduced to discussions of clinical action. Of the two
concepts I find 'judgement' altogether more construc¬
tive and useful than 'experience'. Judgement implies a
positive and considered position and the word is
included as part of my opening definition of 'art'. On
the other hand, experience, probably the most com¬
monly advanced defence we use when our clinical
actions are under criticism, is too often both passive and
uncritically absorbed. It is not, as Sir Frederick Bartlett
so rightly pointed out, "... practice which leads to
perfection but experience, the results of which are
known, that leads to improvement". Having experience
is, of course, an invaluable contribution to a doctor in
learning how to make good judgements, but on its own
it is a frail quality.
For me the key link between art and science is
judgement. Good clinical judgement implies and
requires the ability to make diagnoses which balance
physical and non-physical components of illness in a
flexible manner; a knowledge of the best available
information on the advantages and disadvantages of
possible courses of action; and, most important, the
capacity to add these parts together to make a sensible
whole. If 'experience', unsubstantiated, is as I believe it
to be, the weakest clinical defence available, 'judge¬
ment' constructed and argued on the basis I have just
outlined is surely the strongest possible defence against
uninformed audit and unwarrantable interference with
our jealously guarded clinical freedom.

Clinician and research worker
If judgement is the link between art and science, surely
teaching is the link between clinical work and research.
It is probably no coincidence that the patients I have
used to illustrate my theme were seen on a morning
when I was accompanied by a final-year medical
76

student. There is already much interesting and up-todate literature on many aspects of teaching in general
practice and I wish now only to stress the importance to
our discipline of teaching and learning a greater
capacity for critical thinking than has sometimes been
apparent in the past. It is this part of our original
medical training which suffered most during the
inevitable professional isolation of the pre-Charter era
and which has taken longest to benefit from the changes
in organization and education of the last decade.
Critical ability requires analytical ability, and analytical
ability requires a working knowledge of the nuts and
bolts of one's trade. For the general practitioner, this
should include an appreciation of how science influ¬
ences art and for the epidemiologist or research worker
who is studying general practice an appreciation of
how, in reverse, art influences science.

Conclusion

Exhorting general practitioners to be more scientific is
fair only so long as the science they are being asked to
be influenced by is worthy of their attention. My final
plea is to research workers and epidemiologists wishing
to study and influence general practice.
Research workers, particularly general-practitioner

research workers, must become more critical of their
criteria of defining what they are studying; loosely used
diagnostic terms were helpful in outlining our job a
decade ago but will confuse rather than help in the next
decade. Identification of the characteristics of the
populations being studied must also become more
precise and must try and allow for the important
variations in doctor/patient/illness interaction which
both influence decisions to consult and the action of the
doctor.
The capacity to argue logically from figures obtained
during studies must also be improved to avoid
misleading our colleagues and in turn discrediting the
value of the scientific contribution. Finally (and this
perhaps applies mainly to those studying our discipline
from outside), analysis and interpretation of what we
do must demonstrate an awareness of the legitimate
influence of 'the art' in our daily practice.
I have tried to bridge two gaps: one between the
contributions of art and science to what we understand
as general practice and the other between the general
practitioner looking after the individual patient and the
epidemiologist who makes his contribution from
studying populations. However, perhaps my real aim
has been to try to bridge a third gap.the important one
which still exists between academic and service general
practice. In all these attempts my message is the same:
that the one contributes to the other, that both are
strengthened by recognition of the other's contribution,
and that each disregards the other to its own detriment.
I like to think that Arthur Gale would have approved.
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Patients and doctors
There are historical and administrative reasons for the
presence of the general practitioner in the British system
of medical care. In the future his position must stem
from the special function only he can fulfil in modern
medicine ... (This) has been to achieve 'understanding
the whole communication of the patient'.
... The work area of the general practitioner is the
face-to-face consultation and his prime tool is an understanding of what takes place at that time, an understanding of the doctor-patient transaction. Changes in
society and patient expectations have altered the general
practitioner's responsibilities.
Patients need to be protected from unnecessary
involvement in the machine of modern medical care.
This machine is also often locked behind hospital walls,
and the specialists who operate it are increasingly lost
within the walls of their specialties.
. . . Inherent in modern pharmacology and surgery
there is a frustrating paradox. The more successful
doctors are in dealing with acute illness, the more
dramatic are the cures, and the more will general practitioners have to work with patients who -suffer from
conditions for which there is no dramatic cure.
Patients today do not readily accept a paternalistic,
authoritarian attitude on the part of the doctor ... This
attitude has now been replaced by the much more
worthwhile one of mutual respect, the basis of good
interpersonal relationships . . . The general practitioner
is put in a position of trying to teach democracy to
anarchists, a responsibility that is resented by him. He
has to measure more parameters and deal with more
information than ever before, and to do this within the
average seven minutes spent with his patient.
How can the general practitioner do this? Only byefficient use of the doctor-patient transaction to
diagnose and manage his patient. How can the general
practitioner have a true and mutually fulfilling interpersonal relationship with a patient? Only by understanding the newly developed behavioural sciences.
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