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practice similarly, I have plagiarized his title for this
27th James Mackenzie lecture.
Introduction
The College
hundred years ago, in 1880, James Mackenzie
ONEentered
into partnership in Burnley. Then aged 27,
Dr

joined the senior partner, Briggs, a University
College Hospital Gold Medalist in his sixties, and Dr
John Brown, aged 36, who qualified from Aberdeen,
he

I think itfit to tell all readers of this discourse the
following truths: that I did neither undertake, nor
write, norpublish this discourse to please myself: I
propose not the gaining ofcredit, and I hope ifl
deserve, not commendation, yet I may obtain
pardon: Yet I cannot doubt that most readers, if
they be not too grave, or too busy, may receive
such profit by it as may make it worthy of time of
their perusal. I wish the reader also to take notice,
so it might not prove dull and tedious, I have
mixed not any scurrility but some innocent harmless mirth. How to make a man that was none to
be an angler by a book is a hardtask: not but that
many useful things might be learned by a book,
but art was not taught by words but practise.
Angling may be said to be so like mathematiks
that it can never be fully learnt: at least not so
fully, but that there will still be more new experiments leftfor trial of other men that succeed us.
IzaakWalton, 1653

Izaak Walton, who lived from 1593 to 1683, was a
regarded himself as an enthusiast rather than
and, because I view my attitude to general
© Journal of the Royal College of General Practitioners, 1981, 31,
man who
an expert,

7-23.

but who had lived and worked in South Africa. The
population of Burnley was then 55,000, and in 1880
there were 56 deaths in the town from scarlet fever and
53 from diarrhoea. Over 15,000 people were receiving
poor law relief, and 17 per cent of the 2,500 in friendly
societies were off work because they were sick. From
1880 till he left to go to London 27 years later, James
Mackenzie practised as a family doctor from the surgery
in Bankhouse Street. Earlier lecturers and Professor
Alex Mair's exciting and definitive biography (1973),
have described how Mackenzie revolutionized cardiology and how this brought him international acclaim, a
knighthood and Fellowships of the Royal Society and
the Royal College of Physicians. However, I want to
consider the year 1880 in particular. This was the
important year when James Mackenzie entered into
partnership, and I want to examine today, one hundred
years later, the relevance to the College of this partner¬
ship and Mackenzie's life in Burnley.
At the start of his year of office the President spoke
of our College reaching a plateau. The College has
become established and many of its earlier objectives
seem to have been achieved: most undergraduates see
and are taught by general practitioners; three years'
vocational training is to become mandatory; most dis¬
trict hospitals now have postgraduate centres; research
achievements, such as the oral contraceptive survey and
morbidity surveys, have won the College an inter¬
national reputation, so that it is difficult to look back
and realize it was not always so.
I had just started in the dissecting-room at UCH in
October 1951 when, a quarter of a mile westwards in
BMA House, John Hunt and Fraser Rose met the
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General Practitioner Review Committee of the General
Medical Services Committee (GMSC) to discuss the
founding of a College. To my surprise, I soon dis¬
covered how few of our year were considering general
practice as a career, although 20 years later one in five
of us was in British general practice, a quarter were
working overseas and a third were NHS consultants. In
1959, when I was a fellow resident at Newcastle with
Donald Irvine, the unforgettable Henry Miller used to
prophesy that general practice, especially in towns,
would shortly follow the American pattern and be
replaced by specialized practice. When I entered general
practice in 1963 it was three years before the Charter,
and for several years recruitment was so depressed that
even a city like Worcester was a designated area unable
to attract new entrants. It is now difficult to explain
what the College meant in those dark days to the few
recruits, like myself, who were entering general practice
as a committed career choice.
I regard myself as a second generation College
member, by which I mean that the first generation were
the founders and that the third generation are those who
entered by examination, which started in 1965.1 believe
that what happens at the end of the College's plateau
depends on the ability of first and second generation
members to transmit our enthusiasm for general prac¬
tice to those joining general practice now. Will the third
generation regard membership as a means of developing

general practice and their skills, or will they regard
membership as I do my diploma in obstetrics? My
DRCOG shows that I once passed an examination, but it
does nothing to keep me up to date in general prac¬
titioner obstetrics, or to encourage research in this field.
Table 1 and Figure 1 show the composition of College
membership. Extrapolating from the lower curve of
Figure 1, we can assume that the College will increasingly include those who have entered by examination.
They may take the examination for a variety of reasons.
They may take it simply because it is there, because it is
a way of assessing the adequacy of their vocational
training, or because it is an extra factor in applying for
partnership. I believe it is important for us to consider
the present role of the College for these new entrants
and to develop its work so that they may come to
include in their reasons for joining those which attracted
us in earlier days.
Three outstanding figures
As a grass-roots member of the College who has

not

been involved in any major London committees, I
should like to say at the outset that what the College has
given me is the opportunity of meeting outstanding
practitioners I should not have otherwise met. If I name
just three individuals, it is only because they are no
longer with us, and we mourn their loss.

Source: information supplied by RCGP1980.
Fluctuations in membership figures between 1968 and 1975 are due to the foundation of overseas colleges during this period.
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Figure 1. Royal College of General Practitioners: membership .1954-1979 (Source RCGP, June 1980).
I first came into contact with John Graves when I was

posted to Aden as part of my national service in the
Royal Air Force. I had not realized that as Middle East
Command Neuropsychiatrist I was to run the dermatological clinic. The service doctors in Aden had no
formal postgraduate facilities, and several, especially
newly qualified national service doctors, felt this deficiency. I had read about John Graves in The Prac¬
titioner. I wrote to him, out of the blue, explaining our
predicament. No one could have been more helpful in
bending the rules. Hfc sent us tapes and slides through
the forces post, and even managed to slip in a slide of
chilblains as a differential diagnosis unlikely in Arabia
unless the patient worked in a cold-store. Because I was
so impressed with this kindness I joined the College
when I

was

stationed several thousand miles from

England.

Pat Byrne I met by accident, without knowing who he
staying at the
College on a residential course. At that time I wanted to
start a course for trainees in the West Midlands, but was
puzzled about who could give me permission, until he
said, "Never ask.tell them what you are going to do
and see who can stop you''.
Ian Watson once said that the ultimate test of a
dedicated family doctor was what the doctor did when
he had theatre tickets in his pocket, but took a 'phone
call from a patient* s wife who told him that a family
crisis had erupted as feared, and that only the doctor
had the knowledge and confidence of the whole family.
was, late one evening in 1968 while I was

It

was

also Ian Watson who first solved for

me

the

question, "What can the College do for me?" by
asking, "What can you do for the College?" This was at

the time when I first became secretary of a Local
Medical Committee (LMC) and had become aware of
the anxieties the new College raised in some non-members. It is this consideration, what the new members
might do for the College through a lifetime of member¬
ship, that I wish to make a major part of my lecture.
I have two minor caveats about what I shall say. First,
the views I express here are based on my own experience
as a general practitioner. I work in a city not much
larger than the Burnley of Mackenzie's day, am a fourth
partner in a seven-doctor group-practice and have been
an LMC secretary. Secondly, I do not believe that the
activities of this College are only for College members,
but that they are for general practice as a whole.

Lectures

My one major caveat concerns the very existence of this
lectureship. College-deriding critics group it with gowns
and maces, seeing it as a piece of mediaevalism instituted by a College founded in the second half of the

twentieth century in imitation of those founded in the

reign of Henry VIII and Charles II. I have listened to
the lecture every year since 1966, but have never, until
this one, really questioned the purpose of a Mackenzie
lecture.
One great strength of our College has been its insistence that all those who teach should, through contact
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with educational experts, gain extra knowledge and
skills, and review their attitudes. Yet if you were to tell a
Nuffield graduate who is still taking his modules three
times a day that you had to teach a large group for an
hour, his advice must be to split into small groups.
Incredulity would reign supreme if you then said that
you were going to lecture, that the lecture should last for
an hour.without questions.and furthermore that it
had to be written several months in advance and,
because it was to be published, could not be revised in
the light of later events. Educationalists, for example
Bligh (1971), advance many reasons for abolishing
lectures. Malcolm Taylor discussed the same problem at
the Spring meeting in the Lakes earlier this year. He
paradoxically found himself lecturing in order to advocate less emphasis on formal lectures (Taylor, 1980).
Experts feel that the residual use of lectures is to gather
together material not hitherto collected and to use this
to provoke and stimulate. For once, I agree with the
experts.
What I propose to do first is to consider what I shall
term the seven ages of general practice, remembering
Mackenzie as he progressed through these phases. I
shall then focus on some difficult current problems, and
finally I shall consider the strengths, as I see them, of

general practice.

The seven ages of general practice
Career choice
You may think that the stage before medical school is
irrelevant to the College, but if you look at the back of
your annual report you will see that the third responsibility of the College, as stated under its Royal Charter
and formulated by your founders in November 1952, is
"to encourage persons of ability to enter the medical
profession and to become general practitioners".
Walton (1963) has shown that identifiable personality
characteristics affect the career choice of medical
students. Mechanic (1975) has further shown that the
degrees of social and scientific orientation in general
practitioners interact to determine whether they are
likely to become "moderns", "counsellors", "technicians" or "withdrawers". (It is gratifying that College
members tended to be "moderns".) Both the College
and selectors in medical schools ought to take notice of
findings such as these.
Increasingly, as a non-clinical opener, I try to ask my
teenage patients about career choice. Some want to be
physiotherapists or dental nurses, or to follow other
careers in the NHS, and jump at the chance of a local
introduction. Less often they are considering medicine,
but they have no medical contacts. The first young
teenager who approached me for career advice will
complete his vocational training in a few months. The
second, a gastroenterologist in Brisbane, visited me this
summer while on a trip home with his psychiatrist wife.
With the current high level of demand for medical
10

school places, do we really need to consider recruitment? I think we do for several reasons.
First, we need to get the right mix. If half of all
medical students are ultimately destined for general
practice and only one tenth for surgery, medical school
selectors, who at present rarely consider general practice
interests, need to remember this mix. Secondly, we need
to pay special attention to recruitment when Mr Patrick
Jenkin is quoted as saying that "bright young people
should be steered into jobs in industry to create the
wealth needed to care for the old, sick, and disabled. In
the past, our schools and universities have directed
pupils gifted in mathematics and sciences away from
manufacturing and trade into the seats of learning and
the professions" (Jenkin, 1980). Thirdly, we need to
note that European law allows free mobility of labour
within the EEC. As this covers all occupations, it could
lead to increasing numbers of European trained doctors
seeking work in the UK, particularly if member states
produce more doctors than they can or will employ.
Already the Italian Minister of Health, Aldo Aniasi
(1980), believes that Italy should suspend enrolment in
medical schools for one year. At present 30,000 Italians
become medical students every year. If this level were
maintained it would lead to a ratio of one doctor per 215
patients in Italy within four years. Fourthly, we should
note the current pattern of medical training and appointments. Figures 2,3 and 4 show that the numbers of
medical students and vocational trainees are steadily
rising but, disturbingly, that hospital staffing is accelerating far more rapidly than the increase in the number
of general practitioners (Carr, 1979). Fifthly, we must
look at the birth rate in England and Wales over the last
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point the birth rate rises again. This could affect
university entry in that while many occupations are
raising their entry requirements, a fail in the birth rate
makes it likely that there will be fewer total 'O' and 'A'
level passes for colleges and employers to draw on.
Finally, there is much to be said for Tudor Hart's idea
of reserving 25 per cent of medical school places for the
mature entrant who has worked in the health service or

occupation. Remember, Mackenzie
pharmacist before taking up medicine.
in another

was a

Preclinical studies

Figure 3. Vocational training for general
practice, England and Wales (Source: Carr, 1979).

Figure 4. Medical manpower,

Great Britain-

1965-1978 (Source: Carr, 1979).

Shakespeare's school boy went unwillingly to school,
but the young teenager, who has surmounted so many
hurdles to get to medical school, is quite the reverse of
this when entering the second'age of general practice,
the preclinical. However, those aspiring to be general
practitioners, not medical scientists, rapidly discover, as
most of us can recollect and as those with medical
student relatives or contacts can confirm, that this can
be the most dispiriting phase of a medical career. Can
general practice help? Certainly a few enlightened
schools introduce behavioural science and contact with
patients, but general practitioners can also play a part.
For example, some years ago a medical student from
Birmingham, writing a set essay, selected a topic on
general practice. His tutor steered him to my Saturday
morning surgery, where I discovered, to my surprise,
that he had been studying anatomy for six weeks. Yet
that day, for the first time as a medical student, he saw
patients in their houses and heard asthmatical wheezes
and a fetal heart. We both enjoyed the day so much that
we repeated it yearly. In his final year he spent a week
with us. As a spin-off from his contacts, he decided to
do five local resident posts and in February he will
become a trainee.
Cannot College members do more in this preclinical
field of medical education, even if only to offer advice
to perplexed caring youngsters who wonder if they have
made the correct career choice? It is worth remembering
that it was in the dissecting rooms in Edinburgh that the
student Mackenzie met the brilliant surgeon Dr John
Brown, his future partner. Nine years his senior, at this
stage of his career he was demonstrator to Professor
Lister. It is also of interest that Mackenzie's future
senior partner, Dr Henry Briggs, was a contemporary of
Lister and that it was this UCH student friendship
which led to Dr Brown's entering the practice in
Burnley.
The clinical years

20 years. Those students who are starting to study
anatomy and are today aged 18 will have been born in
1962. Figure 5 shows that the number of live births in
that year was 839,000. This rises to 876,000 for the
1982 entry, but falls 35 per cent to 569,000 for the year
from which the 1995 entry will be drawn. After this

In the clinical years, the third age of general practice,
the College has achieved great progress. Yet the West
Midlands, with 5,000,000 inhabitants and 2,000 general
practitioners, has only one whole-time equivalent remunerated teacher of general practice, and my medical
school, UCH, does not fare much better. When the first
chair in general practice was founded in 1964, appro-
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Figure 5. Live
Censuses and

births, England and Wales .1958-1979 (Figures provided by the Office of Population
Surveys).

priately called after Mackenzie, many of us hoped that
by now the General Medical Council and the University
Grants Committee would have overcome the dynamic

conservatism of medical schools and would have encouraged the foundation of a chair of general practice in
every school. Alas, this is not so, and two medical
schools, Bristol and the London Hospital, would seem,
according to a recent survey, to have no remunerated
general practitioner teachers at all.
Is there not a case for many more group practices to
take students? If they arrive on a Monday and leave at
the weekend, and if their stay includes a half day with
the district nurse and health visitor, the load on the
partners is not excessive. Our practice premises have a
purpose-built bed-sitting-room with shower and the
wherewithal to provide breakfast. The student spends
each evening with whichever doctor is on call. As a
matter of policy we take students for one week only. We
feel that if they have more time than this for seeing
general practice, then the second week is best spent in
another, contrasting practice. In the last 10 years our
surgery has received over 200 students from British
Universities and over 30 students from overseas, especially from America, Holland and Germany, but also
from South Africa and Yugoslavia. We also had a
Kenyan who was studying in Russia. In return, a local
girl used our contacts to plan an elective in Holland. If
you speak to university teachers of general practice you
will learn that more volunteers in practices are needed.
The College also needs to join with other bodies to
devise and implement better systems of paying for
teaching and reimbursing the cost of accommodation. It
must also make sure that the student can claim for all
travel costs.
The College has a golden opportunity to offer over¬
seas students (especially those sponsored by their own
12

medical school's

department of general practice)

con¬

tacts in Britain, and vice versa. Dundee medical school,

in discussing the value and difficulties of overseas
electives, states that "The Royal College of General
Practitioners is understood to be looking into the organ¬
ization of electives as it affects the departments of
general practice" (Cruickshank and Walsh, 1980). I
hope the College will regard the encouragement of

student travel and the facilitation of overseas contacts
challenging priority, and that it will produce an
annual report auditing what has been achieved.
Mackenzie took a keen interest in his medical student
nephew, Sholto Mackenzie, who became a resident
medical officer and later, as Lord Amulree, was the
pioneer consultant geriatrician at UCH.
as a

Vocational training
The fourth age of general practice concerns vocational
training. When I entered practice in 1963 the trainee
scheme was under attack. Today, select committees of
Parliament are rumoured to be turning an independent
searchlight on our schemes. To maintain progress and
keep ahead of critics we need many new trainer recruits,
especially from among those who have trained recently.
Our practice had 11 trainees before I joined and I have
been personally educated by 14 trainees: one is now a
paediatrician and another a community physician. I
hope that the number of trainees will increase and that
specialists in other fields of medicine will regard a year's
traineeship as valuable. I believe that general practice
can contribute more widely than is generally thought.
Yet in talking to trainees I sense that all is not well.
Chatting after giving a lecture-discussion, a woman
trainee quietly told me that one morning, apart from
seeing 10 patients with colds, the only other patient she
had seen was a woman with a vaginal discharge who was
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not keen to see the male principals. The saddest remark
I heard recently was at a conference where a trainer said
that after 'O' levels, 'A' levels, university and hospital
jobs, he felt the training year should be ah easy year
with little pressure. Would a consultant want the same
for a registrar?
Having watched the evolution of training since we
started the first Birmingham course in 1969, I now ask
trainees completing their traineeship the following six

simple questions:

1. Have you see the practice accounts?
2. Have you seen the practice agreement?
3. How many books on general practice have you read?
4. How many other practices have you seen?
5. How many other aspects of the NHS have you
visited?
6. Have you completed a project?
This list may seem tame to those running very sophisticated schemes, but I challenge them to look at the less
fortunate and sometimes unacceptable face of vo¬
cational training, especially those attempting, with little
guidance, do-it-yourself schemes. More than once,
trainers and trainees have confessed ignorance about
books concerning general practice, yet when two
medical students, each with a ph.d, published the third
edition of the Medical Textbook Review (Daniels and
White, 1979) and asked for 50 book titles on general
practice, it was difficult to decide what to leave out.
When discussing trainee projects many trainers deny
that such activity is possible in their practice. Today,
addressing the converted, it may seem that trainee
projects can be taken for granted, but I would contest
this. Amongst the explanations which I have heard for
their absence are that the trainee is too busy or that the
trainer (who should be spending on training the time
equivalent to two clinical assistant sessions per week)
has not got round to it. In replying to those who ask,
"What could you possibly look at in general practice?"
I describe how one of my trainees compared the diag¬
nosis of patients he saw with those of Keith Hodgkin
(1978). Others surveyed the care of patients having
thyroid therapy by measuring TSH, analysed all febrile
convulsions, and studied the incidence of cramp. We
found that the last topic is ignored in most medical
literature.
Apart from eliminating bad trainers and raising the
standard of the average training practice, two major
training problems need to be tackled in the 1980s. The
first problem is that the money spent on training is
inextricably bound up with Section 63. It needs to be
separated and be subject to public accounting. The
second is that the training schemes which offer a rigid
two years in hospital with little or no contact with
practice till the final year need to be changed. I would
like to see an experimental trial of an alternative threeyear scheme. This would start with a six-month intro-

ductory practice traineeship, with at least half the time
released to ear, nose and throat (ENT), eyes, dermatology and rheumatology, followed by three six-month
periods in hospital doing geriatrics, obstetrics and
paediatrics or casualty. This would be followed by a
final year in practice with planned release to psychiatric
clinics and demonstrations. I also hope, as competition
for partnerships becomes intense, that those who have
done an extra six months or more than the bare
minimum of three years will be rewarded.
Through the kindness of the administrator of the
local family practitioner committee, I have looked at
the last five years' recruitment to general practice in
Hereford and Worcester. At present there are 29 train¬
ing practices and 25 trainees in post; from this, and
from the figures in Table 2, we can see that some locally
trained general practitioners will need to seek practices
elsewhere. What is not so obvious is where all the
obstetric and paediatric posts will come from when
three-year schemes are mandatory. Further points
emerging from the figures are that in the future we shall
increasingly have to take on new partners around the
first of August, and that we shall have to take on a
greater proportion of married women partners. It is my
hope that by the end of the decade few groups will be
without a woman partner, or possibly two women
partners, married and with families, job-sharing the
workload of a single partner.
Training for practice has been transformed since the
time when Mackenzie, encouraged by Dr Brown, prepared himself, first by being a house doctor at Edin¬
burgh Royal and then by doing locums. Yet until
August 1982 we still need to encourage all new entrants
to train properly and not to take short cuts. It is a pity
that there are still some trainers, who are members of
this College, who do not regard it as mandatory to
affiliate their trainee to the College as an associate
member.
The value of Balint groups
The fifth age of

general practice, that of the junior

partner, is, I believe, grievously misunderstood and
overlooked. What did Mackenzie do as a junior part¬
ner? He went to night school at Burnley Mechanics'
Institute and learned first Greek, then French and
German. He wrote a novel concerning a working-class

family, he encouraged his younger relatives to study, he
Table 2. Number of general practitioners in Hereford and

Worcester, 1976-1980.
Year ending

Additions

Deletions

Balance

January1976
January1977
January1978
January1979
January1980

16
15
25
15
14

16
16
18
6
13

Equal
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became secretary of the Burnley literary and scientific
society, he danced and attended parties, he lectured to
the St John's Ambulance Brigade and played golf,
billiards, bridge, chess and tennis. He attended the
inaugural meeting to raise funds for a projected hospital
to be called the Victoria Hospital. Mackenzie entered
into the life of the town and put down roots.
Do we expect too much too quickly of our new
partners? They come to us from high-powered training
and it is possible that, as a consequence, our expectations are too high and that newly trained practitioners
need time to germinate or metamorphose. If the early
years as a partner are spent putting down roots and
integrating, it may not be until a few years later that
medical interests widen. My belief is that at this stage a
Balint group would be most helpful to new partners. I
have discussed elsewhere (Steel, 1973) how 15 per cent
of Dutch doctors, nearly all of whom are single-handed,
have enjoyed Balint-type training. Yet in Britain,
Balint-trained doctors form less than one per cent of all
practitioners; groups are rare outside London and are
still misunderstood, giving rise to snide remarks that a
Balint seminar is the Royal College of General Prac¬
titioners at its prayers. The reality is simple: about a
dozen interested doctors arrange to meet for one to two
hours regularly every week for at least two years. They
discuss the day-to-day problems they encounter with
their patients and are helped in this by a group leader
experienced in group dynamics. Through discussion
they attempt to understand their patients (Bourne and
Perna, 1980). This is surely what a junior partner will
want and use to increase his or her sensitivity as a logical
continuation of the small groups in the training years.
As a brief example, perhaps I can point to a young
practitioner who, using conventional means, unsuccessfully attempted to reassure a patient with chest pains.
Subsequently the doctor was able to persuade the
patient to explore and ventilate the fears that he had
following a minimal, fleeting exposure to asbestos.
Once the fear had come into the open all was easily
resolved, and the chest pain went.

Practice abroad

systems. We need reports from abroad and from dif¬
ferent parts of the UK, such as the Porters' AngloFrench Contrasts in Medical Practice (Porter and
Porter, 1980), and the under-publicized book by Dr W.
J. Stephen, who, like some medical Cobbett, travelled
through and reviewed systems of medical care in other
countries (Stephen, 1979). It is by seeing how other
systems work and where they work better that we can
contribute more helpfully.
Two personal examples in Holland greatly impressed
me. In Breda, a town similar to Worcester, I saw a suite
of new operating theatres, excellently equipped, offering nearly double the facilities of the dispersed and
antediluvian theatres in Worcester. In Holland the
anaesthetists were paid per item of service, so that three
specialists with a team of nurses but no juniors provided
coverage that is given locally by five consultants plus
junior staff. I also went with Professor Huygen on his
rounds. He had inherited a village practice from his sick
uncle the year before the battle of Arnhem. To see a
professor of general practice visit a baby he had delivered at home two nights before was impressive, and
although many have read his book, Family Medicine
(1978), can I tempt those who have not by reprinting the
author's illustration of a depressed kitchen (Figure 6)?

Illness and research
The sixth age of general practice is a time for realizing
that doctors and their families can become ill.
Mackenzie suffered from migraine and wrote a personal
account of this in a textbook of medicine in 1899. It is
well known that the treatment of ill health in doctors is
often complicated and less than usually effective, es¬
pecially where emotional disorders are concerned (Steel,
1979). The Royal College of Psychiatrists has taken
steps to provide special care for the sick doctor; perhaps
as general practitioners we need to look again at the

Figure 6. A depressed kitchen. (Reproduced
from F. J. A. Huygen, Family Medicine, by
permission of F. J. A. Huygen and Dekker &
Van de Vegt, Holland.)

The sixth age of general practice sees the doctor established as a middle partner. In 1880 Mackenzie had
lodged at the top of 68 Bank Parade, a corner house
which was both Dr Briggs' home and the practice
premises. Mackenzie later moved to stay with the
Browns at 66 Bank Parade where he met, as friends of
Mrs Brown, Keir Hardie and General Booth. On his
marriage, Mackenzie moved to 64 Bank Parade. In the
sixth age families grow up, patterns of life are established and the doctor on his rounds becomes a recognizable figure.
In 1885, five years after entering practice, Mackenzie
travelled to America, and I hope that in the future
young members of the College will be given advice and
encouragement to travel and report on other medical
14
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suggestions in Dr Allibone's "Earlier Help for Sick
Doctors" (1980), which are derived from his GMC
experience.
Jean Mackenzie died of meningitis at the age of 16.
One wonders what Mackenzie would have thought of a
recent paper (Oakley and Stanton, 1979) which looked
at 10 children who died of meningococcal infection, a
disease for which the authors advocate intramuscular
penicillin given by the general practitioner before the
doctor personally takes the child to hospital. They stress
that this disease is potentially treatable and is usually
identifiable by a characteristic haemorrhagic or petechial rash. Yet nine of the 10 who died had been seen
by at least one doctor, two children were seen by two
doctors and one by three doctors, though never by the
same doctor.
Mackenzie's other child contracted poliomyelitis at 17
months. What would have been his comments on read¬
ing several surveys which allege that in some areas
vaccine uptake is not more than 50 per cent {Doctor,

1979)?
Worried by this, and stimulated into action by the
Office of Health Economics (OHE) publication Im-

munizatibn ForEveryone.ThePolioExample (1979), I
asked our friendly neighbourhood computer to see what

practice figures were. We found that of a total of
218 children, 212 had been immunized. At 97 per cent,
this was better than the OHE figure, but left six children
with either incomplete immunization or no protection at
all. Three of these were subsequently immunized, two
had left the district and one had been a cot death. We
also found that 82 per cent of children were immunized
against measles and 76 per cent against whooping
our

cough.

In the sixth age of general practice original research
develops. Mackenzie sought an explanation for the
nature of the phenomena of pain. He studied Herpes
zoster and published on it in Brain in 1893. He also
studied the heart. Developing his polygraph, with the
help of a local watch maker from Padiham, led him to
his first paper on the pulse in 1891. Mackenzie had
returned to the Mechanics Institute, this time to dissect
diseased human hearts and to study the comparative
anatomy of animal hearts. There are medical problems
today which we too might solve in general practice,
perhaps next year. For instance, how often does temporal arteritis present without pain? (Barot et al., 1980),
and why did a Sheffield psychiatrist, Dr Joan Sneddon,
find in 26 patients with myasthenia that, from the time
of the first consultation, it took three weeks for the
practitioner to diagnose the condition in postmenopausal women, 1 2 years in premenopausal women and
2-8 years in men? Why did general practitioners initially
give one third of these patients a psychiatric diagnosis
.

(Sneddon, 1980)?

At this stage of his career Mackenzie looked at
symptoms such as breathlessness and palpitations. With
his polygraph and clinical acumen, he started to sort out

cardiac syndromes. For example, he tried to decide if
taking the waters at a spa did any good. Could a
member or group from this College do the same thing
for depression as Mackenzie did for the symptoms of
tachycardia and dropsy? Depression is a serious disease.
In 1978 in England and Wales it killed nearly 2,500 men
and 1,600 women (Population Trends, 1980). It is
estimated that one in every 50 doctors eventually takes
his or her own life {British Medical Journal, 1964). We
have effective antidepressants but no clear idea of which
to use, when and for how long. Would some depressives
be better off taking the waters?

The senior partner
I approach the seventh age of general practice.that of
senior partner.with some diffidence, as I am only a
fourth partner. My first senior partner was the doctor
who delivered me, and my second and present one is my
father, who is now approaching 50 years in the same
practice. Perhaps, as group practices develop, we need a
definitive study of senior partners, preferably written in
the same penetrating but enjoyable style used by Gerald
Beales (1978) in his account of health centres. Such a
study might reveal that the qualities that make a good
junior or middle partner are not enough. Drawing
comparisons with other professions, we can note that
Norman Dixon, writing on Sir Redvers Buller in The
Psychology ofMilitary Incompetence (1976), described
him as a superb major, a mediocre colonel, and an
abysmal general; it may be of equal interest in this
context that the average age of a High Court Judge at
appointment is 53.
Some family doctors may wish to retire early, but if

over-produce general practitioners a decreasing
compulsory retirement age for NHS principals may be
we

necessary in order to create vacancies if we ever have
unemployed ex-trainees. On the other hand, sudden
retirement may be stressful and, according to Gonzalez
(1980), could lead to an increase in coronary disease of
between 80 and 200 per cent. For many family doctors

gradual retirement can be better for them, their practice
and their patients. In 1898, when Mackenzie was a
senior partner aged 45, he was relieved of night duties
by his junior partners, allowing him more time for
research (Wales and Shafar, 1967). In our Worcester
practice, partners over 65 have an option to do less
gradually, the contract being renewable annually but by
the younger partners.

Postgraduate education
Whereas the young partner is settling in and the middleaged partner becomes hivolved with committees and
research, postgraduate medical education becomes increasingly important for the doctor who is moving
towards the end of a career in general practice. It is
sometimes difficult to explain to trainees and students
that postgraduate centres, such as the Mackenzie centre
in Burnley, have arisen only in the last 20 years,
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something which is recent history to second generation
members. Yet all is not well with Section 63 meetings:
attendances are low and many meetings are still hospital
biased. In Worcester, meetings organized by general
practitioners have been particularly successful. For
example, we have presented three patients who became
pregnant whilst on the oral contraceptive pill and dis¬
cussed three cot deaths in breast fed babies from one
practice. Health visitors were invited and participated in
the discussion.
We need to experiment with new teaching methods.
To illustrate, I should like to mention one success and
one personal failure. A small group of UCH graduates
wrote to all those who qualified from UCH between
1955 and 1957, inviting them to attend a three-day
Section 63 course. Ninety did so. This was 20 years after
qualification. All the lecturers were from the cohort and
included an ophthalmologist from Cambridge, an ENT
surgeon from Leicester and professors of psychiatry
and obstetrics from St Marys and Westminster respectively. Not only did this arrangement produce excellent
lectures but, because the audience was made up of
consultants as well as general practitioners, specialists
heard discussion of topics outside their own field. The
failure occurred in Birmingham, where we hoped to
demonstrate vividly the uselessness of lectures by
gathering together 100 West Midland practitioners
interested in education and placing them in a darkened
lecture hall, after sherry and lunch, while I gave a
carefully prepared spoof non-lecture, with deliberately
dreadful slides. At a prearranged moment, by which
time one or two members of the audience were asleep,
Dr Ken Dickinson stood up and said that the lecture was
useless. We had hoped that before splitting into small
groups we would be able to demonstrate the uncritical
attitude which an audience often has towards lectures
but, to my horror, a vigorous debate developed, many
of the audience wanting to expel the complainer and
listen to the rest of the lecture, which was, of course,
nonexistent. It was only through the firm chairmanship
of Dr Michael Dale and with spontaneous support from
stalwarts such as Dr John Ball and Dr Donald Crombie,
that I was rescued from lynching. The small groups
afterwards spent more time discussing the event than
education and for long afterwards I was cross-questioned on what it all meant.
If we are to make advances in continuing education in
general practice comparable to those we have made in
vocational training, all deans responsible for post¬
graduate studies must delegate all Section 63 activities to
general practitioners. I can see that in early years deans
such as Professor Whitfield, frho had himself been a
general practitioner, performed a vital and incalculable
role. Yet we now need general practitioner regional
advisers in postgraduate education and a paid post¬
graduate course organizer in each postgraduate centre.
Such a system should be separate from vocational
traming with separate funding and annual reports.
16

I hope so far, having reached the end of the seven
ages of general practice, to have made three points.

First,

hope for an increasing number of wellmembers. It is the College's first

we can
new young

trained

priority of the 1980s to involve these new members in
education, research and College activities. Perhaps
Faculty Boards and Council should have co-opted
places for young members. Perhaps groups of young
members in London and in the faculties could be given
the task each year of organizing young members' symposia in the faculties, at headquarters or on the fringe
of the Spring meeting. Perhaps each faculty should
have a young members' research group to tackle prob¬
lems such as those posed by the Wynns (1979). For
example, why does spina bifida cause 4-2 deaths per
10,000 births in Canada, but 8-2 per thousand in
England and Wales, 11*2 in Scotland and 12-0 in
Northern Ireland? Or why do farmers have a cancer
standard mortality rate of 60, contrasting with 161 in
the armed services, and why does the same figure apply
to their wives? Or why do Finland and Spain now have
better perinatal and infant mortality statistics than
Scotland?
Secondly, I hope I have established that the panorama of general practice evolves different needs at
different phases and that the College must seek out and
meet these needs.

Thirdly, if ever we feel that certain tasks are too
great, perhaps we can be heartened by Mackenzie's
approach. As busy general practitioners we can remind

ourselves that he found time to combine research with
family and practice life. One example of this occurred in
1906 when Mackenzie was aged 53, busy in practice and
with daughters aged 18 and 13. Arthur Keith, the
eminent London pathologist, drafted a letter to the
Lancet in February 1900, doubting that the bundle of
His existed as he could not demonstrate it. In an
addition to the letter which was published on 3 March
1906, Keith thanked Mackenzie for sending him the
heart from a patient who had died of heart block and
pointed out that Mackenzie had assisted Keith by send¬
ing him a cutting from a German journal (dated 26
September 1905); this reference explained exactly where
the bundle of His was to be found. Keith admitted that
it was there and publicly reversed his former views. How
many of us, at 53 and with teenage children, read so
widely and with such effect? I wonder, too, how many
of us, if we had first developed heart symptoms at 47
and had had angina for 12 years, would have given up
£8,000 a year (1918 figures), a London practice and the
directorship of a cardiac department in a teaching
hospital to set up, at St Andrews, an institute of clinical
research so much ahead of its time (McKay, 1957)?

Problems in general practice today
Before he died, Mackenzie identified some of the tasks
which lay ahead. In the final section of this lecture I
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should like to consider some of the problems which face
general practice today. I do not claim to know the
and I hope I do not suffer the fate of the man
who went to the fancy dress ball dressed as Abraham
Lincoln, failed to win a prize, but was assassinated on
the way home.
us in
answers

Paediatrics
How many practices run their own well-baby clinics
where the family doctor and the health visitor examine
the pre-school child regularly and provide welfare clinic
services in the surgery? With the birth rate currently
running at 12 per 1,000 and with average practice lists of
2,500, there is an average of 30 births a year in each
practice. If the general practitioner were to examine
these children instead of the clinic doctor and carried
out three examinations per child between birth and
school, this would amount to only 90 examinations per
year. Why do general practitioners not do school medicals, especially at schools which many of their patients
attend? I have done so regularly and have seen at least
one patient from birth right through to secondary
school.

Obstetrics
In Worcester we have always had a general practitioner
maternity unit. This is now next door to the consultant
unit but has its own sister, its own committee and its
own front door. It has easy access by a side door to the
specialist unit and cots. Yet there is a trend towards
specialist care even with many younger general prac¬

titioners. In recent years there have been few home
births in Worcester (Figure 7). Table 3 shows the pattern

Table 3. Bookings and deliveries, St John's House Surgery,
1979. (Percentages in brackets.)
General practitioner unit

Bookings

Transferred
Deliveries
(N=196)

134
-13
121

(68)
(7)
(62)

Specialist unit
62
+ 13
75

(32)
W
(38)

of bookings and deliveries in 1979 in my own practice,
where the younger partners are actively interested in
personal midwifery care. You will note that in that year
there were no home births at all.
Could the College do more for general practitioner
maternity units, perhaps by collecting and collating
statistics or sponsoring research, particularly at a time
when parents are showing a distaste for impersonalized
high-technology obstetrics (Goodlin, 1980)? There
seems to be a paucity of research in this area, but would
not a general practitioner trial of intravaginal prostaglandin E pessaries be worthwhile if it led to the disuse
of drips and pumps (Shepherd et al., 1979)? Or why not
assess the involvement of mothers in counting fetal
movements rather than rely on machine monitoring or

oestriols(Hertogsefdr/., 1979; Shaxted, 1980)?

When a select committee can report that 5,000 perinatal deaths a year could be prevented and that social
class V perinatal mortality is double that of social class I
(House of Commons, 1980a), much remains to be done,
but not, I believe, by abolishing the general practitioner
obstetrician. If general practitioners did only antenatal
care and postnatal visits, I doubt if trainees would
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consider a six-month obstetrics post with much time
spent in the labour ward worthwhile, and what would
junior obstetric staffing be like without any practice
trainees and with only obstetricians training to become
consultants? In Worcester, one of the ways in which we
attempt to reduce perinatal mortality is through meet¬
ings at which general practitioners, obstetricians and
paediatricians, under the chairmanship of the community physician, discuss all perinatal deaths which
have occurred in the past few months.
I have been a great believer in home deliveries; there
are some families in my practice where I have delivered
all the children at home. Yet when I have had to deliver
twins when the x-ray said there was only one, or have
seen uterine prolapse after a second uneventful pregnancy and labour, I have been glad that our practice
insists on a doctor being present at all deliveries, even
though both these episodes fortunately occurred in the
general practitioner unit.
We cannot leave obstetrics without noting that be¬
tween 1974 and 1976, 14,739 school girls under 16
became pregnant and that over 10,000 of these pregnancies were terminated {British Medical Journal,
1980a). Could general practice be the setting to try out
the morning-after pill?

Psychiatry
The consultant psychiatrist has had more training than
the general practitioner and has longer interviews with
the patient at formal intervals, but the practitioner has
known the patient longer and possibly spends as much
time with the patient as the consultant, although spread
over a greater period. We need to integrate counsellors
and social workers into our practices and to work out
specific factors which will lead to referral to them. We
should perhaps make fewer psychiatric referrals for
personality disorders. We need to realize that community psychiatric nurses are, at the moment, based in
hospitals; yet these nurses are working in the community; they must be encouraged to come and communicate with the practice team. Specialist care needs
continuity. In this respect it is sad to see that a paper
from the Maudsley hospital (Kaeser and Cooper, 1971)
claims that only 5-6 per cent of those patients who
attended the hospital six times or more were seen by the
same doctor. Most patients saw more than four doctors.

Geriatrics
The coming decade will be, above all, the decade of
geriatrics. We are warned that although the number of
people aged over 65 will increase by only five per cent by
1991, the numbers of those over 70 will rise by 21 per
cent and those over

85, the group with the severest
39 per cent (Donaldson, 1980). From
1971 to 1979, the number of people aged over 60 who
were living alone increased by 12 per cent. This means
even more work than is indicated simply by the expected
increase in the total number of elderly (OPCS, 1979).

morbidity, by
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We shall not get the hospital beds or the homes we need
in order to cope with increases on this scale, and I see
the practitioner relying heavily on more and more
volunteers, perhaps drawn from the recently retired. We
also need to insist that warden supervised housing is
given a high priority in local resource allocation.

Preventive medicine
There are many problems in general practice which
demand more than just a clinical approach. Many of
our patients suffer from illnesses that can be regarded as
self-inflicted injuries, caused by smoking, alcohol, road
accidents or divorce after too early or ill-prepared a
marriage. I hope that any doctor who smokes in public
feels slightly ashamed. At the same time, a general
practitioner who stops 10 per cent of his patients from
smoking perhaps does more good at much less cost than
is achieved through a single heart transplant. Alcoholism is an equally serious but perhaps more difficult
public health problem than smoking, as alcohol may, in
moderation, be beneficial. Yet while most of us can
claim to be non smokers, few want or need to be
abstainers by example. Yet the message needs to be
preached because as little as four pints of beer or its
equivalent daily can damage some persons' health. We
also need to make it clear that someone who refuses
alcohol is not inferior, unmanly or insulting to the
profferer. We need better warnings, more toughness
with advertisers and, above all, greater government
willingness to act on prices. A surcharge on alcohol and
tobacco could be excluded from the cost of living index.
Such a rise in prices could provide more funds for health
education and the NHS. A bottle of whisky which in
1950 would have cost 167 pence, in early 1980 and in
1950 prices costs only 63 pence. The comparable figures
for wine are 60 pence and 25 pence. Courageous MPs
from both sides of the House, such as Mr Terence
Higgins and Mr Clive Soley, need our informed support
on issues such as these.
We also need to consider the most effective methods
of giving personal health advice. The Institute of
Directors (Pincherle and Wright, 1970) showed that of
10 doctors who gave advice to help patients stop
smoking, success varied from 35 to 17 per cent. Yet the
same doctors' effectiveness in encouraging weight reduction can be quite different.
Between 1968 and 1979, the number of adults who
have had all their teeth extracted fell by only eight per
cent, from 37 per cent to 29 per cent (Todd and Walker,
1980). The word 'doctor' can mean teacher; in issues
such as these, should we not become more involved in
education?

Practice organization
Time is another challenge to general practice. When he
was a 20 year old pharmacist, Mackenzie worked 12
hours a day Monday to Friday, 15 hours on Saturday
and four on Sunday, a weekly total of 79 hours. Many
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assistants in practice must have regarded 60 hours a
week as their natural lot. When I entered practice in
Worcester, the doors opened at 8.30 am for morning
surgery and closed at 7 pm. With a Saturday afternoon
but no evening surgery, this could amount to a 50-hour
week. A doctor today whose work starts at 9 am, whose
last appointment is at 5.20 pm and who has a half day
off and no regular Saturday work, does a basic 34-hour
week. Six minutes for the patient is one norm, but is it
enough or too little? Does it vary with the number of
social and personal problems the doctor deals with, and
should the doctor deal with all of these or delegate?
Perhaps, too, we have been trained so long in the
work ethic that we strive so much that we do not enjoy
life. Yet if we want to delegate to the team, we need to
consider whether we also want the team to train together. A few years ago team Section 63 meetings were
frequent and popular, but they are now seen less
frequently. Perhaps they should be revived.
Last year my wife trained as a health visitor. It was a
salutary experience to find that in a whole year she had
only one lecture from a general practitioner; it was
equally disturbing to discover how frequently, in the
higher echelons of teaching and administration, voices
cry out for geographical areas and salaried general
practitioners. Yet I commend health visitor training as a
fascinating refresher course for general practitioner
husbands. Should not trainee general practitioners meet
trainee district nurses, health visitors, receptionists and
administrators?
Do we realize that in primary care we are working in a
labour-intensive service industry with low capital costs?
Perhaps we should compare ourselves with similar
services, such as the Post Office who, before the war,
used to provide six deliveries a day, or the daily delivery
of milk that still persists in Great Britain. The problems
faced by inner city practices may affect other service
industries. We also need to know more about what size
group practice functions best and why, and whether a
fixed list in a group is as popular with patients as it is
with doctors. Under this system a patient must always
see the same doctor for years and years. However, it
may be that patients, particularly teenagers, prefer to
see a doctor nearer their own age group and like to be
able to do this informally (my own children certainly
do) without signing on to another doctor in the same

practice.

Prescribing
problem concerns prescribing. In June
on
1979, 1,124 scripts, I prescribed 2,791 items at a cost
of £8,072, as I found when, at my request, the DHSS
returned my scripts. This meant that my drug bill for
that month was equivalent to the cost of a Ford
Granada. Our practice's estimated drug bill for 17,500
patients over one quarter, at £66,828, would have purchased a Rolls Royce. This is sobering; yet at the same
time, through the development and use of drugs, in our
One massive

life time we have seen infection on the retreat, the start
of a fail in deaths from hypertension and the advantages
brought about by the oral contraceptive pill, steroids
and tranquillizers (OHE, 1980). A drug treatment for
cancer or senile dementia could transform our work.
Yet Martys (1979) discovered that 46 per cent of a
sample of 998 patients taking a single drug on prescription had a certain or probable reaction to it, and
each one of his audience could provide, from memory,
unhappy prescribing experiences. Even so, it is difficult
to prescribe certain drugs, for example suppositories of
diazepam for febrile convulsions, because they have not
been officially approved. MIMS comes out monthly, yet
our National Formulary always seems to be due next
year.

The peak of
year

we

prescribing may have passed. Last
3,000,000 fewer prescriptions than in

our

wrote

1978, the year in which UK prescribing reached
378,000,000 (Table 4). Those who claim that market
forces caused this should note that only 35 per cent of

patients pay prescription charges. We must also see
prescribing Qosts within the perspective of total NHS
spending. In spite of frequent shocks over our total drug
bills, they reached a peak of 11 per cent of total NHS
costs in 1965, dropped to under nine per cent in 1975

and rose to over 10 per cent in 1977. Pharmaceutical
costs are not rising disproportionately (Table 5).
Perhaps we need to collaborate more with drug firms
and to feed our comments back to them; and we should
note that the Russians, dismayed at the slow uptake of

drugs in clinics, employed pharmacists from central
organizations to make 'rep' type visits.

new

Much of what I say here echoes the late Professor
Rosenheim's teaching that the application of all existing
knowledge would benefit medicine more than any
amount of new research: when we read that 226 patients
in England and Wales died from appendicitis in 1976,45
of them under 40, we cannot but agree (British Medical

Journal, 1980b).

Table 4. Number of prescriptions dispensed in the UK.
Year

Number in thousands

1970

305,995
304,537
315,448
324,557
337,226
346,077
360,476
363,493
378,088
375,072

1971
1972
1973
1974
1975
1976
1977
1978
1979
Source: House of Commons (1980b).
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Source: OHE, Compendium of Health Statistics, third edition, 1979.

Open criticism
One final problem has defeated me and I have left it
until the end of my lecture. How can you criticize
general practice in public? The difficulties on a personal
level are self evident. Some years ago I was so pleased to
have made the diagnosis of hypothyroidism in an old
lady after she had left hospital that I photographed her,
only to have the photograph to remind me always that
she later died of gastric bleeding after I gave her
powerful analgesics for her arthritis. At every surgery
and on every visiting round a general practitioner feels

like a skater, afraid that one day a patch of thin ice may
not be noticed and that a catastrophe will occur.
Criticizing practice as a whole can bring scorn from
those who may only have read the criticisms in part, out
of context or secondhand. As an LMC secretary I was
only too aware of the other side to a story. Yet, unless
general practice is superhuman and different from all
other mortal endeavours, there must be individual
weaknesses and corporate blind spots. Surely, if we do
not criticize ourselves, others, less well informed, may
do so. I hope that local groups may look at such things
as referral rates in a district and see if a few doctors are
high referrers and why, or whether doctors as a whole
reduce follow-ups by treating more patients themselves
and so reclaiming them from chronic follow-up. I also
hope that, with increasing numbers of newly trained
younger doctors, general practitioners will offer
patients a wider and more genuine choice and not the
medical Mafia closed-shop, so that a dissatisfied patient
will be able to find a new doctor to accept him or her
without needing allocation by the family practitioner
committee.

used to be open three days a week now functions by
appointment only, or that waiting lists now extend to
the year after next so that we have to explain to patients
that their appointment date is not a clerical error. Yet
finally we might perhaps tempt the gods by counting
some of the blessings of general practice. Locally, a
common encounter goes as follows: "How are
things?", answered by, "Can't grumble", which is
returned with "You will never make a farmer". Perhaps
farmers and doctors have certain characteristics in
common.grumbling, independence, dealing with
nature and a dislike of the man from the Ministry. Yet,
realizing that what I say may be used in evidence against
me, or by the Review Body, I believe that general
practice is what my father was told as a school boy by
his family doctor: "A hard life but a rewarding one".
We combine a scientific career with a caring one. When
it comes to pay, we may hear enviously that 33 men in
Britain earned over £70,000 a year, but blush to hear
that this year the average vicar got a pay rise of only
£700 and has a maximum total income of £4,500 (The
Guardian, 1980a and b).
Being always the eternal optimist, I believe that the
NHS can be made basically sound, and when I learn
that the average cost of all general medical services for a
local patient in 1979 was £10* 12 a year, or that in 1977
the total NHS bill per head in the UK was £123
compared with £365 in Holland or £422 in America
(OHE, 1979), I believe that the NHS is starved of
resources rather than diseased or malformed. It amazes
me how the percentage of NHS funds spent on general
medical services has fallen from 10 per cent in 1950 to
just over six per cent in 1977, in spite of the benefits of
the Charter and an expansion in community care (Table
6). I still think it excellent that, from the Chairman of

Council and the Chairman of the GMSC downwards,
our leaders are practising doctors as liable to night calls
as we are. The fact that vocational trainers are well

Table 6. General medical services as percentage of total
NHS costs.
Year

Percentage

Year

Percentage

Conclusions
It is easy to list defects.-it upsets me if it takes several
weeks to arrange and get the result of a chest x-ray of a
patient with haemoptysis, when a chest clinic which
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Source: OHE, Compendium of Health Statistics, third edition, 1979.
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rewarded and in active practice seems an asset, and I am
pleased when I occasionally hear of a university teacher
who has lost active contact with general practice finding
it necessary to start again in order to keep in touch and
teach well. I think that we are fortunate in that we can
juggle our work around other demands on our time, and
that as independent contractors we have a degree of
flexibility in deciding how much we want to do for how
much money. I am pleased that we have no full-time
regional, area, or district general practitioner officers,
chairbound and isolated from practice, and I hope that
removing an administrative tier will, as predicted, make
local district decisions involving general practice
quicker, cheaper, and more sensitive, confirming that
smaller is more beautiful (Steel, 1969). We have superb
recruits in the young students and trainees I meet; the
way medical notes follow the NHS patient round the
country impresses most overseas visitors; and I am glad
that I cannot run a two-standard practice, offering the

patient a private appointment today or an NHS
appointment in a few days' time.
Above all, we enjoy the privilege and challenge of
serving the whole community from poor to rich. This
would be an insuperable task were it not for family
support. When Izaak Walton's wife died, she was
same

buried in Worcester Cathedral. Her husband wrote of
her, "Here lyeth buried so much as could dye of Anne,
the wife of Izaak Walton, who was a woman of
remarkable prudence, her great and general knowledge
being adorned with such humility as make her worthy of
a more memorable monument.she dyed (alas that she
is dead) 17 April 1662 aged 52". Frances Mackenzie
taught herself to type and to prepare her husband's
manuscripts, and she played the piano in the evening
while he, surrounded by his family, analysed his tracings and wrote up his work. On the flyleaf of his first
book, written over six years, Mackenzie wrote, "To my
dear wife whose loving help lightened the labour of
writing this volume". Perhaps we should reflect that no
one practises in isolation but owes much to friends,
relatives, staff, colleagues and patients. As an appropriate final text to complete this first Mackenzie lecture
of the eighties, a decade which I hope will see the
College arise from its plateau, can I use again Drake's
words, as did John Hunt in 1972 and Robin Pinsent in
1962:
There must be a beginning of any good matter,
but the continuing to the end until it be thoroughly
finishedyields the true glory.
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