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Introduction

IN producing a discussion document on the future of
the College for Council’s consideration it would be
difficult to avoid considering the state of medicine, and
of general practice within medicine, as a whole. Pereira
Gray’s 1977 James Mackenzie Lecture makes it
imperative that we must do so. His major lecture
challenges us all as doctors to re-examine our role in
relation to our patients, for his use of domiciliary care
as the central point of his argument must not be allowed
to obscure the much deeper issues which he addressed
by using it as a starting point. This paper, for whose
considerable length we make no apologies, will there-
fore consider the following topics:

1. The characteristics of medicine today.

2. The relationship between medicine and the society it
serves.

3. The role of the College, with reference to its history
and development and to the behaviour of institutions
in general.

4. Our recommendations.

We are well aware that our ideas about medicine,
society, general practice, and the College will not meet
with general acceptance. It will immediately be recalled
that we are ‘academics’ and therefore that our
proposals are ‘academic’ (a word which seems to have
acquired a pejorative flavour!). We cheerfully accept
both statements and would like to point out that the
privilege and function of the academic is to withdraw
slightly from the hurly-burly of ordinary life in order to
use the distance to gain a wider perspective of reality:
sometimes the ivory tower provides a rather good view!
What we must point out of course is that the College
was itself set up as an academic body and must
therefore accept the same responsibilities.
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1. The characteristics of medicine today

After hundreds of years in which doctors’ human
concern (caritas) far outweighed the scientific precision
(scientia) with which they could define disease, choose
their therapeutic intervention, and monitor progress,
the first half of the twentieth century saw the
achievement of a reasonable state of dynamic equi-
librium between these two cardinal characteristics of
proper medical care. At the beginning of the final
quarter of this century, however, it appears that the
equilibrium has been disturbed and that scientific
precision, particularly in diagnosis, is now far ahead of
our ability to provide comprehensive care in the patient-
controlled environment. Medicine has become domi-
nated by the physical sciences and has neglected the
behavioural sciences. The effects of this imbalance are
reflected in the content and methods of medical
education, the pattern of resource allocation, and the
distribution of political power. It is important to
consider both hospital-based specialist medicine and
general practice in relation to the society that they serve.

2. Medicine and society

Society is changing quite rapidly. Its age and sex
structure has changed; its family structure has moved
from the extended to the nuclear; its patterns of
morbidity have changed from the dominance of acute
communicable diseases to the dominance of the chronic
degenerative diseases.

Even more important, its value systems, attitudes,
and educational level have changed, with important
shifts in people’s knowledge of disease, expectations of
medical services, and attitudes to health professionals,
particularly doctors.

One trend which is particularly important to recog-
nize is the growing concern that the profession of
medicine (like other professions) has abandoned its
proper professional stance of giving advice, and has
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started to give orders to its patients, thus reducing their
personal autonomy. An underlying theme in Pereira
Gray’s James Mackenzie Lecture was that by organizing
nearly all the consultations in the surgery, that is, on
““our territory’’, we are weakening the patient’s position
which might be best conserved on ‘‘his territory, the
home’’. Hodgkin (1970) spelled this out in his James
Mackenzie Lecture.

If this is true it has two important results. First, it
generates resentment which is already being voiced by
articulate members of society and presumably being felt
by the inarticulate members too. Secondly, it generates
dependence (even if resentful dependence) therefore
increasing the demands being made on the service.
What of the services provided for this changing society?

Hospital service

The hospital service is capital-intensive, labour-inten-
sive, strongly hierarchical, and is organized on the basis
of prescriptive skills. These characteristics make it
relatively rigid and inflexible, which means that it can
only adapt slowly to changing demand. General
practice, on the other hand, being relatively low on
capital investment, light on labour, nonhierarchical (if
the term means anything), and having responsive skills,
should theoretically be better able to form the
connection between the changing needs of society and
the unchanging capabilities of hospital medicine.

Theoretically, the independent contractor status of
the British general practitioner allows him the maxi-
mum ability to respond to the needs of the population
for whom he cares by analysing their needs and wants,
and developing skills to meet them, without reference to
a hierarchy (Gray, 1977).

Despite the fact that two thirds of the fully-trained
doctors in the UK are general practitioners, that the
average UK citizen will see his general practitioner 210
times in a lifetime, whereas he will be in hospital for
only 18 days in his whole life, and that over 90 per cent
of all episodes of illness are entirely contained within
general practice, the hospital service commands more
prestige and financial resources, almost all the political
power, and dominates medical education.

Thus the organization of the Health Service and
medical education is in the hands of people least able to
appreciate the changes in the society which they serve,
least able to make changes in their own institutions, and
least likely to value the ability to respond to change in
the people for whose education they are responsible!

From the turn of the century until very recently the
specialist was the exemplar of the aspiring doctors, and
the general practitioner was seen as one who had fallen
by the wayside or ‘‘off the ladder’’ (Moran, 1960). The
‘good general practitioner’, often lauded by the
specialist and set up as a basic educational objective by
the deans of most medical schools, was in fact the
general practitioner whose clinical behaviour con-
formed most closely to that of the specialist (the judge-

ment usually being made on the nearness with which the
referral letters conformed to the style in which a student
should present a case on teaching ward rounds!).

Before the introduction of vocational training,
doctors entering general practice found themselves in a
strange and often worrying position in which demands
were made on them that they had not been trained to
meet. There seemed to be three main responses to this
crisis: first, the painful acquisition of the skills which
their medical education had failed to give them;
secondly, the practice and development only of those
skills that they had been taught, and the rejection of
those needs and wants of their patients that could not be
met by these methods; and thirdly, abandonment of the
unequal struggle and concentration on obtaining the
maximum income for the minimum amount of work
that could be invested. It is remarkable that through the
selection process or some undesigned part of the
educational programme, a large proportion took the
first way and a very small proportion chose the third
way out of this crisis.

The point is that although theoretically general
practice should be equipped to maintain a ‘conserva-
tive’ clinical interface with the hospital service and a
‘liberal’ sociomedical interface with the community,
there are significant numbers of general practitioners
who are not able to do this. Proposals for improving the
capabilities of general practice, by any method, are
therefore faced with the problem that the manpower in
general practice is less uniform than that in the hospital
service. The ideas of those adept at the sociomedical
interface will not necessarily be acceptable to those
adept only at the clinical hospital interface.

Not surprisingly, doctors’ attitudes and value systems
change, presumably in relation to the attitudes and
value systems of the society in which they are nurtured,
by which they are educated, and for which they work.
Many of today’s young doctors not only have different
attitudes to money and their earning capacity, but also
to their commitment of time to their families on the one
hand and the care of their patients on the other, which is
deeply disturbing to many older doctors. Trade union
militancy to the extent of withdrawal or curtailment of
services is an even more emotive issue. However, if we
are to maintain that doctors must not live on pedestals
or in ivory towers, but can only really serve their
patients if the bond of common experience is used to
make communication easier, we can hardly object to
them reflecting the value systems of the people from
their background, among whom they live, and for
whom they work. There is no evidence that they are less
idealistic or less professional, but their idealism and
professionalism is qualitatively different.

3. The role of the College

a) Thus the College as the academic body of general
practice is primarily responsible for equipping these
primary care doctors with a better education and
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training for the task described, and for following up
research work to discover the relevant material on
which to base that education and training.

In its first quarter century the College has laid some
foundations for this purpose and in doing so it has
achieved what many would have said in 1952 was
impossible. We must not, however, be complacent.
Although general practice is. represented in nearly all
undergraduate medical schools, that representation is
very uneven in terms of resources and curricular time
allotted. Similarly, although vocational training is
expanding rapidly it is quite obvious that there are large
differences in quality from scheme to scheme. If society
is changing, and general practice must adapt to those
changes, must the College change, and if so how?

b) The sociology of the Royal Colleges is a neglected
field. Our College has in 25 years grown from a club of
concerned general practitioners to an institution: an
institution respected and respectable, possessor of a
Royal Charter, an examination, a mace, table silver,
and gowns.

In common with most other major institutions it is
becoming resistant to change. A major part of its
resource and energy is devoted to its maintenance and
to the ritual activities of institutions. Much time is spent
responding to outside pressures as an institution. The
College Council and College Officers act on its behalf
rather than on behalf of the membership which
established and maintains it.

¢) The College has always considered itself an academic
body and it has carefully avoided medical politics in the
sense of getting involved with terms of service. It also
claims to be a standard-setting body. The traditional
goals of an academic body are: ‘‘the finding of truth
and the encouragement of excellence’’. The MRCGP
examination can be said to be in ‘‘pursuit of excellence’’
because it provides doctors with an objective standard
against which to measure themselves.

Historically, however, the College’s role has not been
so pure as this, because its original tasks were to restore
professional self-confidence to general practice, dis-
cover and demonstrate successful general practice, and
to campaign for a proper education system in general
practice. It also found itself saddled with the task of
eroding the monopoly of power of the specialists by
being able and willing to talk authoritatively for general
practice about anything other than terms of service—
hence its representation on many committees and its
carefully considered responses to legions of enquiries
from statutory, academic, voluntary, and miscellaneous
bodies. This latter role, or group of roles, has of course
necessitated the centralization of the College, just as the
need for care (and it may be said cunning) in our
representations and replies has taken the spontaneity
out of the early initiatives (some of which may have
been naive, but were forceful) by which many of the
faculties were characterized.

The College has brought general practice in from the

cold: in to the Establishment! But establishments do not
like change and reflexly resist it. An institution such as a
Royal College has a tendency to resist change in itself
and to ignore change in society.’ '

d) The variability within the body of general prac-
titioners and the pernicious and continuing effects of an
inappropriate undergraduate medical education pose
problems which are not susceptible to short-term
solution. They illustrate the central dilemma facing the
College.

There are two approaches to these problems which
are to some extent mutually exclusive: one is to attempt
to achieve a high standard of appropriate practice by
regulation and examination; the alternative is to search
for excellence and truth without any intention of
devoting resources to imposing solutions.

If the College accepts the model described above of
general practice as the flexible link between changing
society and rigid specialist services, then it has to accept
that, being in society, its own members (and their
ancillary staff) will be changing too. Here the temp-
tation to legislate is even more compelling and the latent
authoritarianism present in many doctors rapidly
becomes overt. Yet, at the moment, in many ways our
research methods are not adequate enough to decide
whether ‘our way of doing it’ is better than ‘their way of
doing it’ in terms of outcomes for both in the short term
and the long term. We must be careful when we say
‘standard-setting’, that we do not mean the imposition
of behaviour patterns, which is not the same thing at all.

The College is in danger of confusing standard-
setting with regulation. To provide a valid examination
by which people can measure themselves against
objective standards is standard-setting. Pontificating on
whether doctors should use deputizing services, and
how, is regulation. Moreover, it is regulation at the level
of an emotional reaction to behaviour because using
such a service diverges from a traditional model of the
general practitioner held dear by the College. It is not a
reaction based on proper evaluation and measurement
of change.

4. Recommendations

a) Academic medicine is concerned with teaching,
research, and a high standard of care of patients’
interests, which are reflected in our present committee
structures. A shift in the emphasis of college activity
away from regulation towards the pursuit of excellence
would imply continuing research in education, experi-
ment, and evaluation. It would emphasize and encour-
age the monitoring of new methods of providing care.
One of the disadvantages of the NHS is that its mono-
lithic structure discourages experiment. Activities of this
sort are not characteristic of Royal Colleges.

Council should continue to have responsibility for
necessary institutional functions, including the exam-
ination. Its new role would concentrate on catalysing
the pursuit of excellence in the faculties. Its role as a
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representative chamber formulating policy would dim-
inish: it would eschew the attempt to speak for general
practice which it does not entirely represent. It should
avoid ex cathedra pronouncements and concentrate on
first-class clinical, operational and educational re-
search.

Faculties must again provide a focus for local activity
which would concentrate on research, in its broadest
sense, and continuing education on a local basis with
particular care for relevance. Let us revive the faculty as
aclub.

b) The loss of impetus in the faculties is only partly due
to the winning of the great battles of the 1950s and
1960s: undergraduate education, vocational training,
and provision of proper continuing education. Faculty
boards find themselves torn between two main subjects
of concern: their membership on the ground on one
side, and their responses to Council and its committees
on the other. Council again and again bewails the slow
response of faculties to enquiries on which the College’s
reply to enquiries from other medical and governmental
bodies depends. It is usually assumed that this difficulty
is due to the infrequency of faculty board meetings and
the expense of circularizing the whole membership of a
faculty with the necessary documents. It may well be,
however, that this difficulty arises because the issue
under consideration does not commend itself to the
faculty board or its members as one of local importance
at the day-to-day ‘surgery level’. The more Council
belabours faculty boards to take part in the running of
the College, the more it may be pulling them away from
the realities of the daily task of their membership. If the
intellectual and emotional energy of a faculty board is
committed in these ways, it is not free to concern itself
with the day-to-day problems of its members, and is
particularly inhibited from going back to first principles
in problem-solving (for fear of naivety). Much of the
early work of the faculties, like pressurizing local
medical schools to expose students to general practice,
has now been taken over by institutionalized bodies,
such as universities and the Joint Higher Training Com-
mittee. ‘‘Involvement with the central affairs of the
College’’ is not necessarily an adequate substitute and
there are still plenty of local tasks to take on.

Faculty boards are usually gerontocracies. Newly
qualified members take little part in the running of
faculties. We may have to look very seriously at the
question of breaking up faculties into sub-faculties or
local cells based on postgraduate centres with the
college tutor as the local activist. One important point
that emerged from the recent provosts’ meeting was that
the natural catchment area for postgraduate functions
constitutes a 20-mile radius around a postgraduate
centre—the furthest most doctors can be expected to
travel.

¢) Society is changing, doctors are changing, the

faculties are changing. Should the College respond by
ever more strenuous attempts at regulation in the name

of standard-setting? It would be in danger of moving
towards a hospital-type rigidity, compounded by
hierarchy, bureaucracy, and prescriptive regulation.

Should it, on the other hand, respond by retreating
into a purely academic role of finding out what can be
done by research and demonstrating it by teaching (with
the examination provided as a way of checking the
efficacy of the learning process)? If it were to do the
latter it could reply to many of the enquiries made of it
by governmental and other bodies, by saying, ‘‘We have
no collegiate opinion’’ (whether or not the subject of
enquiry is appointment schemes, deputizing services, or
the training of district nurses). We argue that such a
change of role should be accompanied by a change of
behaviour: if gowns and maces are symbolic of
establishment gravitas, then eschewing such establish-
ment practices should be mirrored by eschewing such
establishment symbols! ‘

Much more important, Council should set itself up to
examine and keep under surveillance the community
which its members serve. Both centrally and peripher-
ally ‘we should be . listening to Community Health
Councils, the Patients’ Association, Practice Consumer
Associations, and agencies such as the Child Poverty
Action Group and Age Concern. Perhaps they should
be invited to provide members of Council, or at any rate
observers. The College’s response to their contribution
should be properly academic: ‘‘Let us, alone or to-
gether, gather data where you say there is unmet need,
define the problems, then try and evaluate interventions
where a general practitioner intervention seems appro-
priate, and finally let us publish the results.”’

Lastly, behavioural change in pursuance of a shift of
emphasis to a purer academic role could be reflected by
the resumption of a peripatetic mode: the wandering
scholars of the Middle Ages! Council should meet in the
regions to listen to faculties who in turn should listen to
the community. An open forum at which Council could
listen to discussions by faculty members could be
followed by a Council meeting at which members of the
faculty board could sit as observers (with perhaps the
right to speak but not to vote). Such meetings would not
adhere to a rigid rota (every faculty every four years),
but would be by invitation, or called for a specific
reason, for example, to look at a problem area (rural
Scotland or central Sheffield), and would be adminis-
tratively lightweight (no civic reception, and no lengthy
preparations as for the Spring Meeting).

Six Councils could be held each year, and General
Purpose Committees abolished. The Committees of
Council should also be peripatetic (the Practice
Organization Committee is probably going ‘on the
road’ next year) and travel in response to need.
Numbers 14 and 15 Princes Gate should be retained as a
secretariat, a club, and a teaching centre.

d) Meanwhile, what of the faculties? We do not make

recommendations for two reasons. The first is that
autonomy of the faculties must be respected and they
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" OCCASIONAL

PAPERS

The Journal of the Royal College of General
Practitioners has introduced a new series of
publications called Occasional Papers. The prices
shown include postage and copies can be obtained
while stocks last from 14 Princes Gate, Hyde Park,
London SW7 1PU.

OCCASIONAL PAPER 1

An International Classification
of Health Problems in Primary Care

The World Organization of National Colleges
and Academies of General Practice (WONCA)
has now agreed on a new, internationally recognized
classification of health problems in primary care.
This classification has now been published as the
first Occasional Paper. Price £2.25.

OCCASIONAL PAPER 2
An Opportunity to Learn

Occasional Paper Number 2 is the report of Dr E. V.
Kuenssberg, the Wolfson Visiting Professor, which
describes his visits to many countries of the world,
his assessments of general practice, its organization,
development and future. Price £2.25.

OCCASIONAL PAPER 3
Trends in National Morbidity

The third Occasional Paper from the Birmingham
Research Unit compares and contrasts the changes
found on analysing the results of the two national
morbidity surveys in Britain. Price £2.25.

OCCASIONAL PAPER 4

A System of Training for General
Practice

The fourth Occasional Paper by Dr D. J. Pereira
Gray is designed for trainers and trainees and
describes the educational theory being used for
vocational training in the Department of General
Practice at the University of Exeter. Price £2.75.

- y

must consider and implement their. own future. The
second is that faculties are fortunately very disparate,
reflecting the different characteristics of their regions.
However, careful consideration should be given to the
¢20-mile radius’ as an effective operational unit for both
research and education, the role of college tutors, the
rapid integration of new members, and the use of
normal working hours for their activities.

The choice

The College is at a crossroads: it can change course
and enter turbulent and uncharted waters, relying on its
academic integrity to keep it afloat; or it can embed
itself safely and comfortingly within the power and the
stability of the Establishment, an establishment which
some would say is already exhibiting some signs of
entropy, corruption, and cynicism.

Envoy

Prince I can hear the trump of Germinal

The tumbrils toiling up the terrible way

Even today your Royal head may fall after all
1 think I will not hang myself today.

G. K. Chesterton
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Terms of service

Measuring relative strains in different professions is a
hazardous undertaking. Does the young doctor in
hospital, working 60 to 70 hours a week, responsible for
possible life and death decisions, undergo less strain
than a lecturer confronted by recalcitrant students
capable of locking him in his office at the drop of a
bourgeois hat?

If general practitioners were suddenly confronted
with three months’ research leave every year and one
sabbatical year every seven, they would regard it as the
beginning of cloud-cuckoo land. Grant them six weeks’
leave at Christmas and a further six at Easter and they
would begin to believe these delusions as the product of
approaching insanity. But this is average for many
academics.
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