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Introduction

rTT HE past three decades have witnessed a worldwide
-** surge of interest in primary medical care. This has
reflected a deeply felt need for a physician who is close
to the family and the community. Medical advances
have made it possible to meet this need although the old
general practitioner and an amorphous medical tra¬
dition are gone. The new general practitioner or family
physician brings specific skills to the highly specialized
disciplines of contemporary medicine.

Development of specialization
There was a time when all physicians were general
practitioners and the most important distinction be¬
tween them was the school to which they belonged. The
great divide in medicine came with the development of
hospitals. The hospital as a place for the treatment of
sick people is not much more than a century old and in
this time it has been the catalyst for medical progress.
The hospital became the home for specialization in
medicine, first into medicine and surgery and then into
organs and diseases. Each separation was preceded by
resistance but the evolution of technically difficult
procedures and the institutional advantages of special¬
ization have made the process inexorable.
The hospitals have made great advances into the

institutional management of relatively small numbers of
cases of advanced disease, using high technology and
specialized skills. The well-loved figure of the general
physician and general surgeon dissolved into the
technologies of the super-specialties whilst medicine
outside the hospitals became neglected and stagnant,
the familiar family doctor facing extinction. A hiatus in
medical care developed.

This hiatus in medical care is at the root of the
contemporary crises in medicine. The community
resents the impersonality of hospital medicine and
denigrates the services provided by doctors. Social
thinkers deride medical achievement because most of
the decline in mortality and morbidity is attributable to
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improvement in housing and nutrition, and much of the
rest to immunization.

Great numbers of ordinary people doubt the advice
of their own doctors and turn instead for hope and help
to mysticism and fringe medicine.
The newly discovered importance of primary care

arises from the fragmentation brought about by
specialization. Paradoxically the solution has been to
complete the circle of specialization by developing the
new specialty of primary medical care. The new

concerns have been for health education and preventive
medicine, the identification of populations at risk, and
the detection of early disease. Nevertheless, what is left
from the old general practice still remains at the heart of
good practice, that is the relief of pain and suffering,
and the compassionate and skilful treatment of disease.

I use 'primary care' as the generic term for our

specialty, for the professional and academic discipline
of which the principal practitioners are family phys¬
icians and general practitioners. The word 'primary'
admits many fine meanings. The Oxford Dictionary
gives three principal meanings: "of the first order in
time", "claiming first consideration", and "indepen¬
dent with the connotation of having something else
dependent on it" (also "direct", "immediate", and
"first hand"). I think we have enough there to cover the
ideals of family medicine, of comprehensive and
continuing care of the whole patient.through illness
and in health.in the context of the family and the
community.

The new general practitioner
In the training of the new general practitioner, there is a
trend which I deplore that would reduce the clinical
content of general practice. The general practitioner
must not become an overpaid paramedic who carries
out treatment initiated by the hospital, or an over-

trained psychiatric social worker who has little to offer
the patient looking for a physician. The medical hustler
will always be with us but we need not dignify him with
a postgraduate education. The training of high status
but low function general practitioners would be a denial
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of the exciting possibilities of modern medicine. I am
afraid that the tendency already exists to erect
pretentious verbal structures which detract from the
serious work of medical care.

General practice has become possible as a modern
specialty because of the advances in medicine in recent
decades. It is no coincidence that the revival in general
practice and family medicine has occurred over these
same decades.
The therapeutic possibilities in general practice are

now immensely greater. The new antibiotics, the
anxiolytics and antidepressants, the topical steroids,
and the beta-blockers, to mention a few in a growing
list, have transformed the prospects of treatment. The
vast majority of illnesses can now be better treated in
general practice than they could be in hospital only a

few years ago.
The advances that opened the doors of mental

hospitals and closed down tuberculosis sanitaria also
made possible a more effective and considerate
treatment of sick people with minimal disturbance to
their lives and their families. At the same time, clinical
chemistry has made great advances, the electrocardio¬
gram has become commonplace, and even endoscopy
has become a potential general-practice procedure.
Technological advance has created exciting diagnostic
and therapeutic possibilities in primary care. A high
degree of clinical competence becomes not less but more
important.

The need for good primary care

The good general practitioner is needed more now

because he can do more. The team can extend his
capacity to care but the competent clinician will remain
the central agent in primary medical care. It is possible
to train other categories of medical staff to undertake
specific specialized procedures: the most experienced
colonic endoscopist in the world is a paramedic in
Hawaii and tubal ligation is done with superior results
by nursing aides in Bangladesh. In my own country,
hospital assistants do circumcisions very competently.
At the other end of the scale, the Director of the
Institute of Medical Research in this country is an

outstanding biochemist but has no medical degree.
Clearly, for many specialized tasks a full medical
training may be superfluous. Nevertheless a good
physician is still needed to act as a friend and
counsellor, diagnostician and therapist.
The need for a superior primary care service is

greatest in the poorer countries of the world, yet
primary care is more neglected there than in the
developed countries. This is partly due to the influence
of a wealthy ilite seeking treatment in centres of
excellence and partly the result of having hospital-
orientated foreign advisers. As a consequence, the
health care of the vast majority of people is neglected as

finances are strained to meet the voracious appetites of
ever-growing hospitals. Where the most experienced are

needed in primary care, the most junior are sent.

Primary care in poor countries is a frustrating vocation
because inarticulate masses are served whose need is
great but whose voice is small. More money to primary
care can produce dramatic changes in these poor
communities.

Ninety per cent of patients are treated at primary care

level at a cost of nine per cent of the total health
expenditure. This is true of the National Health Service
in the UK and is likely to be true for most western
countries. Hospitals will continue to be expensive
facilities and we will continue to need first-rate hospitals
with highly specialized equipment and staff. An
advanced system of primary care will call for even more

specialized hospital units looking after relatively smaller
numbers of patients.
An unfortunate fact of life is that we cannot have all

the equipment and help we need in our work. The
competition for health funding is a zero-sum game.
Priorities have to be determined and choices made, and
the most important of these is the more rational
allocation of functions and resources to primary care

and hospital medicine.
A great number of people now directed unnecessarily

to hospitals can be most efficiently and most consider-
ately cared for by their own general practitioner or

family doctor from well-equipped primary care centres.
With good preventive health and early detection of
disease a great number of those with advanced disease
who fill hospital beds need never be there.

Consider the problem of heart disease. Vast numbers
of hospital beds and coronary units and a great amount
of diagnostic and research time and money have been
spent on drugs to control hypertension and treat its
complications. At best it has been unrewarding. We
now know that this is also a futile approach to the
problem. Thanks to the Veteran Administration Study
and the Framingham Study we know that detection of
raised blood pressure in the healthy young, and its early
treatment before symptoms appear, can prevent the
complications of hypertension, including ischaemic
heart disease. A similar situation exists with regard to
cancer. Carcinoma of the cervix must be tackled
primarily by cytology of healthy women, not by heroic
surgery and superlative radiotherapy. Ultimately the
most rewarding approach to disease involves the identi¬
fication bf those risks, preventing its development, and
early detection and treatment. These are uniquely the
skills of primary care.

The skills of primary care

The skills required of the new general practitioner are

greater than ever before. To deliver care of the level that
is needed by the community calls for the best of each
class with the additional requirement of good character
and temperament. It calls for a demanding training,
exacting scientific standards, sound research, sophis-
ticated thinking and planning, and scientific meetings of
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a more rigorous nature than have been customary. It is
certainly not the soft option! Nor is primary care the
cheap option in health care delivery, although it will be
the most cost effective. To achieve the best for the
health of the community will call for excellent
equipment of a new generation designed for primary
care, well-trained staff, and efficient accommodation.
This will not be cheap but at any level of expenditure in
health services it will represent the most effective
deployment of health resources. Investment in primary
care brings its impact at the point where the largest
numbers of people can be most economically benefited
and where the community itself can play an important
part.

The responsibility of the individual

The strength of primary care is that it provides for the
involvement of the individual, the family, and the
community. This is in an indispensable factor in
efficient health care. The individual must retain
responsibility for his health, otherwise the professions
of medicine take on responsibilities that they are

incompetent to deliver and become the lightning rod for
the anger of unfulfilled expectations. Recognition for
the autonomy of the individual is essential for his
mental health and an important factor in his recovery
from disease. Patient compliance and co-operation will
not be obtained unless the patient takes the initiative in
the maintenance of his own health. On the basis of the
respect for the individual patient, the family and the
community can recover their interest and concern for
health and appeciate the contributions of the sciences of
medicine and the art of its practitioners.

The future

The time has come for primary care to be considered as

the central axis for the system of health care. It has
become important because of the hiatus in medical care

caused by unbalanced medical development resulting in
the dominance of fragmented hospital medicine. It has
become possible as a specialty because of the great
advances in medical science and technology. Modern
concepts of primary care promise to transform the
prospects for health by shifting the emphasis to health
education and preventive medicine, early diagnosis and
early treatment, and by bringing the physician and the
medical team into the life of the community. The task
of training staff and practitioners with the special skills
required in modern primary care is a challenging one.

The hopes raised by these new developments in primary
care can be fulfilled only by creating practitioners
capable of coping with these new challenges. Recourse
to mysticism and quackery by human beings in distress
is partly a reaction to the failure of medical prac¬
titioners to deliver the promises of medical science.
Primary care at the front line of medicine will be
searchingly tested. The serious business of the day is to
develop the profession to withstand the closest scrutiny

of an intelligent and articulate population and retain the
confidence of those who turn to its practitioners for
help.
Addendum

This address was presented at the opening plenary session on 8
September 1977 of the combined Conference of the Colleges of
General Practitioners of Malaysia, Singapore and Hong Kong, the
Royal Australian College of General Practitioners, the Royal New
Zealand College of General Practitioners, and the Academy of Family
Physicians ofthe Phillipines.
The theme of the convention was "Caring for the Community" and

this meeting was also a Regional Conference of the World
Organization of National Colleges and Academies of General
Practitioners/Family Physicians (WONCA).

Royal Commission evidence

"The recent introduction of overtime payments for
certain categories of medical staff to compensate for
low levels of basic remuneration has in the opinion of
the Council had a most unfortunate effect on

professionalism. It has also introduced new and un¬

desirable influences which could distort career choices."
"The Council has during the last four years taken

action which will progressively restrict the number of
overseas qualified doctors admitted to registration in
this country. The number of medical schools whose
qualifications when currently granted are recognized for
full registration has been reduced from 90 in 1971 to 26
in November 1976; and temporary registration is now
normally not granted for the first time to any doctor
until he has passed a test of his linguistic proficiency and
professional competence. The effect of these decisions
will be progressive but they do not affect the substantial
number of overseas doctors previously admitted to

registration."
"On the other hand, in December 1976, the EEC

directives for free movement of doctors among member
states will come into operation . . . Council has
repeatedly expressed disquiet at their possible effect
upon the standards of education of doctors who must
be admitted to the register ... the EEC machinery is
developing some system of quality control which may
eventually have a beneficial effect on the standard of
medical education throughout the Community . . .

"Constraints will also exist on doctors' professional
and clinical freedom because of the involvement of
other professions in caring . . . Nevertheless, in the
opinion of the Council the ultimate decision about the
management of patients in hospital.for example their
admission to and discharge from.and the leadership of
the health team in general practice must continue to rest
with the doctor in charge of the patient and not with
other professions or administrators."
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