
WILLIAM PICKLES LECTURE 1993

When something is good, more of the same is not
always better

N C H STOTT

Introduction
WILLIAM PICKLES was a natural scientist whose life as a

family doctor in Yorkshire provided the context in which
this highly observant man could study the people in this commu-
nity. The generalizability of many of his observations is not in
dispute, despite the absence of a nationally representative sam-
ple, because the truths he identified were context generated but
not context dependent. His clinical observations were investigat-
ed by small scale epidemiological techniques to produce integrat-
ed qualitative and quantitative research. This combination of
research methods is slowly becoming a hallmark of our disci-
pline: a clinical story that kindles a systematic study of process,
outcome or aetiology.

Pickles is a man of history, but also a man of today because
his work and writings continue to expose those who cling to the
pendulum of change in the belief that moving busily to and fro is
equivalent to progress. His humanity and common sense were
illustrated when he welcomed liberation from billing his poor
patients with the introduction of the British National Health
Service:

'I cannot express too strongly my feelings of delight and
relief when I threw aside daybook and ledger."

Forty years later a general practitioner described the era after the
introduction of the NHS as 'the age of innocence in general prac-
tice'2- the state had chosen to remove the barrier of poverty
that had previously limited access to medical care. Loss of inno-
cence is perceived by the same author as occurring in the I990s2
as the political pendulum swings back to limit professional inde-
pendence and confront family doctors with some of the fiscal
penalties that Pickles relinquished with glee in the 1950s. I won-
der whether Pickles weeps or laughs at our profession's short
lived irritation with government interference in our discipline
and our pragmatic adoption of the label 'business man' rather
than 'scientist with care of humanity at heart'.

If these comments generate some tension, I am glad, because
every true discipline thrives on tension. Tension between oppos-

ing views is the stuff of politics and tension between opposing
evidence allows scientific progress. Familiar debates concem the
issue of opportunistic versus systematic screening,3 whether
blood pressure in the community is distributed bimodally or nor-
mally4 and the wave versus particle theories in physics.S In the
blood pressure debate one theory proved to be correct, but both
have proved to be correct in the other two examples. So even
apparently opposing theories can, sometimes, be shown to be
mutually compatible.
The point at which a theory becomes a theorem seems to be

dependent on three factors: the vigour and rigour of opposing
theorists; the benefits that arise from application of a favoured
theory; and an intellectual milieu that allows scientific controversy
to flourish rather than be suppressed. An interesting national
example for the 1990s is the collapse of confidence in economic
theory. Economists depend on the past to forecast the future.
Hence, at a time of major structural change in the world there is
no sound basis for the prediction of the behaviour of world mar-
kets.

William Pickles, like other true scientists, also tried to explain
observed phenomena. He observed epidemics and deduced incu-
bation times. He then constructed a theory which he tested, or he
published his observations for others to test experimentally. His
was the true learning cycle of:

Testing Observation Reflection
Generalizing_

(theory)

There is no room for dogma in this scientific cycle which, unlike
the audit cycle, does not start with a preconceived standard. This
rigorous process sometimes leads to clear cut laws, for example
those of Newtonian physics, but it may lead to uncertainty if the
basic concepts are too simplistic. Good science is not always
successful but it is always honest.

Themes
Successive Pickles lecturers over the past quarter century have
created a fascinating distillation of ideas and reactions to our dis-
cipline in this eponymous lecture. In the first Pickles lecture, in
1968, Pat Byrne provided a solid and characteristic defence of
the generalist in a specializing society.6 One year later John
Horder warned of the dangers of generalist fragmentation7 and
this theme was revisited by many Pickles lecturers over the next
decade. However, from the middle 1970s words such as standard
setting, priorities, audit and quality assurance began to be heard
on the lips of Pickles lecturers.
The Pickles lectures have been characterized by two major

themes running through the series. The first is concem about the
reductionist nature of the traditional scientific process which
divides people into smaller and smaller parts to achieve better
understanding of functions despite much evidence that the whole
is greater than the sum of the parts. This theme is defended by
general systems theory8 and other integrating constructs that
improve coherence of understanding and reduce mind-body
dualism. The concept is rooted in a deep respect for the value of
each person and acceptance that individual diversity is a strength
rather than a weakness. The second theme is about control and
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standards in the day-to-day work of the family doctor. This
theme is concerned with the control of outputs and regulating
processes. It uses no theoretical constructs, it adopts the language
of accountancy and it regards diversity as a product of uncon-
trolled professional licence rather than an ecological reality.

Lecturers in this series have dealt with topics concerning struc-
ture, function, education, assessment and teamwork in our disci-
pline but most have returned in one way or another to one of
these two dominant themes, the first of which is concerned with
understanding the natural world, the second being most con-
cerned with change, the management of change and standardiza-
tion.

In the 1980s change was thrust forward as a desirable and irre-
sistible force for the greater good. Science kindles change
through discovery and technology. However, modern manage-
ment also seems to view change as a weapon or a goal in itself,
presumably because many vested interests lie in continuous rapid
change: it means more training, more manufacturing, more buy-
ing, more managing and more service industries. Stability in the
business world is equivalent to stagnation.

In contrast, large sectors of our population long for stability
and security - children are best raised in stable communities,
parents want stable incomes and job security, the elderly dislike
major upheavals in their lives, and crime rates are lower in stable
communities.9 As family physicians we must therefore concede a
paradox in the world of the 1990s. Change has always been with
us but the new pace of change is being engineered by those in
political and economic power despite societies' biological need
for stability. Change may be exciting but it can also be extremely
stressful, even to the medical profession.10

In the late 1980s the British government attempted to force
our discipline to become focused on the needs of the population
rather than the individual. The 1990 contract for general practi-
tioners set out a few specific objectives such as availability, pre-
ventive medicine and information for patients. It did not define
the true functions of the generalist clinician or adopt the interna-
tionally agreed definition of the general practitioner." The first
state defined targets related to population coverage of specific
items, for example immunization and cervical cytology, fiscal
issues such as fundholding and purchasing information, and stan-
dard setting in the form of audit. The patient was defined as a
consumer of health service resources rather than as a producer of
health,'2 and the general practitioner was described as the gate-
keeper to the NHS.13 The analogy is helpful if it means one entry
point from generalist to specialist care. But this is not necessarily
true in a pleuralist market environment.

In the Hippocratic tradition each person has primacy and doc-
tors who swear allegiance to this tradition or the Geneva conven-
tion have earned the respect of their patients for centuries despite
occasional errors of clinical judgement or personal behaviour.
Indeed, doctors who fall foul of their patients are much more
likely to have shown contempt for the value of an individual as a
person than to have been technically negligent.'4 The centre
piece of family medicine is what happens in the one-to-one con-
sultation. Population health is always a secondary dimension.'5
Recent government policy documents provide a different

emphasis. Health of the nation placed great emphasis on 'health
gain' and 'resource effectiveness': both are utilitarian concepts
which are measured primarily in population terms.'6 Welsh
Office strategy also included the concept of 'people centred','7
but this represents consumerism in the health service rather than
any deeper value system. The population approach is appropriate
for public health medicine but it cannot be allowed to dominate
clinical practice without loss of professional credibility with the
public. It therefore comes as no surprise that some laymen are
asking whether medicine is a profession that has lost its way to

become an agent of the state, after reneging on its higher order
value system.'8
The first 25 years of academic development in our own disci-

pline contributed much to our understanding of the use and abuse
of the doctor-patient relationship and the therapeutic value of
feeling understood and valued.'9-26 This emphasis was overshad-
owed by the technical precision and generalizability of biomed-
ical advances. Our discipline also contributed much to small
scale epidemiology27 and to the integration of qualitative with
quantitative research.28'29
An error in the early years was to focus too much on process

and insufficiently on clinical outcome. This must, however, be
seen in the context of the 1960s and 1970s when basic descrip-
tive or aetiological research was exciting and important.27 Times
have changed and it is widely held that more generic outcome
measures that reflect the quality of integrated general practice
care are badly needed. Disease specific outcomes are plentiful
but generic markers are still rare. This is curious because the pio-
neers in our discipline are almost all remembered for their ability
to integrate clinical care and critical observation with research.
Their conceptual model seemed to keep the patient and family
central, but their world was less complicated by utilitarian strate-
gic planning than that of the 1990s.

Theories and models
A conceptual model is available to assist our understanding of
the interconnections between our generalist clinical discipline
and the many specialists in biomedicine and population medi-
cine. A model should be an aid to the reconstruction of natural
events in a way that reveals what was hidden. Thus, general sys-
tems theory, the theory of interconnections has become increas-
ingly important in our literature.3033 General systems theory per-
mits reconstruction of nature to aid understanding, but it does not
permit precision in prediction. It is a rugged model that describes
the inter-relationships and interdependence between different
biological levels in society. It highlights the fact that most clini-
cal decisions and assessments are for individuals so individual
values become important diversifying variables. At this level the
value of the individual is greater than the needs of either the pop-
ulation or that individual's tissues. Neither biomedicine nor pop-
ulation medicine can be sufficient in isolation from this value
system.

It is not by chance that at least six Pickles lecturers have
referred directly or indirectly to the general systems theory con-
struct, and it continues to challenge us at a time when national
health strategies are aimed at the population rather than the indi-
vidual.'6 If general medical practitioners let go of their responsi-
bility and accountability to the individual they become utilitarian
public health doctors. If they retreat from the individual to focus
on the cellular and molecular they lose the generalist role and
become biological scientists.
The generalist role has always been to make inquisitive clini-

cal observations, to tolerate more uncertainly than the special-
ist,'4 to understand local probabilities, and to be health advocates
for the patient in context.33 The constant need is for personal, pri-
mary, continuing, accessible care.34 At its best this provides a
wide range of sensitive clinical competences which inhibit a
fragmented (or a dualistic) approach to the patient. At its worst it
can be screening or symptom swatting with expensive tools
applied in an idiosyncratic way with scant regard for individuals,
their health status, their real problems or even the national priori-
ties.
Good general practice is easily contaminated by short cuts, by

limited competency, fatigue or burn-out. It does however pro-
duce better outcomes,21-23 and our greatest need in the 1990s is to
develop more generic measures of clinical outcome. The British
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are, however, in the midst of the biggest uncontrolled experiment
into health service structure and function in the world. We can
either try to ride this tide of change by pragmatic judgement and
opportunism, or we can test what is happening against existing
models and theoretical constructs to try to provide fresh under-
standing about the value of the principles we have developed for
our discipline.

It is, however, an unfortunate truth that many general practi-
tioners are reluctant model builders. Any attempt to portray reali-
ty with abstract symbols is seldom well received. Yet even the
growth of the primary health care team can be portrayed as an
algebraic progression that clarifies and reveals key issues (Figure
1). This model demonstrates rising complexity over time, the
loss of easy informal communication, the increasing population
of attached staff, the dilution of general medical practitioners and
the rise in influence of external managements. Less immediately
obvious is the fact that all team members are treated in the for-
mula as if they are added and of equal weight. The model repre-
sents one end of a spectrum of types of primary care team. At
one end of the spectrum the team consists of generalist clinicians
with appropriate delegation of tasks to others (type I). At the
other end of the spectrum is a managed conglomerate of people
with special skills organized like a polyclinic of specialists. In
the former, generalist clinicians (medical and nursing) are trained
to provide the flexibility needed to respond in the frontlines of
care to greatly varying demands. In contrast, the second type
(Figure 1) becomes less flexible as it grows because any role
substitution to meet a need is limited by a narrower range of
skills in each staff member. The integration of care, cure and
health promotion in the former can only be an agenda for the
multidisciplinary team in the latter.

These concepts can be conveyed in diagrammatic form begin-
ning with an old consultation framework'5 that was designed to
encourage the generalist clinician (medical or nursing) to adopt a
more comprehensive and disciplined approach to their daily
work (Figure 2a). The impact of external forces in the new NHS
structure is then portrayed sequentially in Figures 2b-d. Each
stage can be viewed as expanding or fragmenting the tasks of the
generalist clinician. If the intention is expansion then more gen-
eralists will be needed to carry out the tasks properly as the flexi-
ble core of clinical generalists is strengthened (medical and nurs-
ing). If managed fragmentation is the intention then the frag-
ments provide an expanded mandate for team progression of the
kind shown in Figure 1 and new team members simply adopt
their quasi-specialist roles in increasing numbers. This is a model
commonly exported from specialist centres35 but found wanting
in places as diverse as Bangladesh36 and Sweden.37
A lack of evaluation into the likely costs and opportunity costs

of a rapid expansion of the tasks for each British primary care

team means that the actual outcome of the progressions in
Figures 1 and 2 is uncertain. The pressure from consumerism,
national target setting and accounting practices certainly creates
strains for any generalists who were striving before 1990 to pro-
vide comprehensive and integrated primary health care.'0 The
strain is likely to be less if the team becomes less medical, more
pluralistic and managerially led with no vision to protect any
remaining generalist clinicians from sub-specialization. The
United States of America and Sweden have, however, been down
this road already and they are anxious to restore the family
physician for many good reasons.37'38 It is thus important that the
likely consequences of the UK experiment are brought clearly
into focus.

I have used the integrating framework of Stott and Davis'5 to
illustrate events since 1990 because the construct has achieved
high face validity in many parts of the world over the past 15
years.3940 What now intrigues me is whether the diagrammatic
conceptualization of the impact of current legislation on this
model will resonate with what is happening elsewhere in the
world and encourage more questioning of the consequences of
fragmentation on clinical time costs41 and generic outcomes. If
the clinical generalist is to be an endangered species in UK pri-
mary care we have a responsibility to describe the aetiological
factors carefully while there is still some insight into the events.

Conclusion
Three conceptual models have been used here: general systems
theory, an algebraic model of primary care team growth and the
consultation framework published in 1979. As our discipline
advances we need the development and application of models to
help understand, question and re-assemble the processes that dis-
sect integrated clinical practices. The discipline of the clinical
generalist is surely the business of the Royal College of General
Practitioners and our task must be to understand the core scientif-
ic principles in relation to an increasingly reductionist market
place. Reductionist science needs to be balanced by re-assem-
bling science.

Conceptual modelling is only one way to study our scientific
roots, but the international face validity of two of the models pre-
sented is a marker of our progress since William Pickles pub-
lished his first book.42 The antagonists to mathematical or con-
ceptual models often prefer clear cut data from the real world,
but what is the real world? Even engineers and physicists find
models helpful and their worlds are commonly regarded as fairly
concrete. Progress towards a clearer understanding of a disci-
pline means repeated clarification of core concepts in order to
anchor scientific progress to a series of conceptual milestones.
Even constructions like taxonomies or classifications of morbidi-
ty can become constraining or fragmenting until they are set

YEAR PROGRESSION
1952 a

a + lhb
a + b
a.n + b
a.n + b.2n
a.n + b.2n + (c)
a.n + b.2n + (c) + (d)
a.n + b.2n + (c.m) + (d) + (e)
a.n + b.2n + (c.m) + (d.m) + (e.m) + c
a.n + b.m + (c.m) + (d.m) + (e.m) + c + (f.m)
a.n + b.m + (c.m) + (d.m) + (e.m) + c.m + (f.m) + g.m

2002 a.n + b.m + (c.m) + (d.m) + (e.m) + c.m + (f.m) + g.m

Figure 1. Growth and development of a type 11 primary care team, where a = general practitioner, b = receptionist, c = nurse, d = nurse
assistant, e = health visitor, f = other professions allied to medicine, g = practice manager, n = medical practices committee factor, and
m = multiple external management factor. Parentheses indicate attached staff.
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Figure 2. (a) The exceptional potential in every consultation in primary care.15 (b) The external factors that impact on every consultation
during the 1990s. (c) The growth of external impact on each consultation in primary care. (d) Expansion of the exceptional potential or
fragmentation by external forces?

within broader models of understanding and interpretation.
Concepts as inherently good as health gain, accountability, team-
work, comprehensive care and basic clinical skills can become
inhibiting to progress if they are seen as focused goals outwith a
broader scientific context for the discipline. I must conclude that
when something is good, more of the same is not always better.

Conceptual models are one way to separate the wood from the
trees at a time when rapid politically inspired change distracts us
from core issues. Change is inevitable but the fundamental pro-
fessional values and the scientific roots of our discipline are not
disposable. The best of the clinical generalist is a pearl for pro-
tection and improvement: not a pearl without price, but a highly
cost effective pearl that has not been sufflciently valued by gen-
eral managers or politicians.
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MRCGP EXAMINATION - 1993/4
The dates and venues of the next two examinations for mem-
bership are as follows:

October/December 1993
Written papers: Tuesday 26 October 1993 at centres in

London, Manchester, Edinburgh, Newcastle,
Cardiff, Belfast, Dublin, Liverpool, Ripon,
Birmingham, Bristol and Sennelager.

Oral examinations: In Edinburgh on Monday 6 and Tuesday
7 December and in London from Wednesday 8
to Monday 13 December inclusive.
The closing date for the receipt of applications
is Friday 3 September 1993.

May/July 1994
Written papers: Wednesday 4 May 1994 at those centres listed

above.
Oral examinations: In Edinburgh from Monday 27 to Wednesday

29 June inclusive and in London from Thursday
30 June to Saturday 9 July inclusive.
The closing date for the receipt of applications
is Friday 25 February 1994.

MRCGP is an additional registrable qualification and provides evidence
of competence in child health surveillance for accreditation.
For further information and an application form please write to the
Examination Department, Royal College of General Practitioners,
14 Princes Gate, London SW7 1PU, or telephone: 071-581 3232.

DIPLOMA IN COMMUNITY
CHILD HEALTH

The Royal College of Physicians of Edinburgh, the Royal College
of General Practitioners and the Faculty of Public Health
Medicine invite applications to take the next examination for the
Diploma in Community Child Health (DCCH) which is to be held
on 30 SEPTEMBER 1993.

The purpose of the DCCH is to assess the competence of doc-
tors who provide health surveillance, diagnosis, treatment and
continuing care to children within the setting of the child's fami-
ly, social and educational environment.

Possession of the Diploma in Community Child Health is rec-
ommended, for acceptance as accreditation for Child Health
Surveillance, by the British Paediatric Association and the Royal
College of General Practitioners.

Examination regulations, application and testimonial forms with
instructions to candidates can be obtained from the address
shown below. Past examination papers (costing £5) may be
obtained from the same address.

The fee for this examination is £200.00 and the closing date
for applications is 27 AUGUST 1993.

The first diet of the examination in 1994 will be held on
24 March and the second diet will be held on 6 October.

The Registrar, Royal College of Physicians of Edinburgh,
9 Queen Street, Edinburgh EH2 1JQ.

&
ROYAL COLLEGE OF SURGEONS

OF ENGLAND
MINOR SURGERY

Stu-dy Day for General Practitioners
Wednesday 28 July 1993

A one-day workshop on minor surgical procedures for general
practitioners will be held at the Royal College of Surgeons of
England on Wednesday 28 July 1993.
The course will include lectures and videos on a wide range of
topics, covering basic techniques in the management of
sebaceous cysts, incisional and excisional biopsy, lipoma,
ingrowing toenails, chalazion, drainage of abscess, and repair of
laceration; cryosurgery; periarticular and varicose vein injection;
hydrocele tap and medico-legal aspects.
A practical 'hands-on' workshop, trade exhibition and seminars
will form an integral part of the course.
Application has been made for PGEA approval (2 sessions on
disease management).

Course Fee: £130
(includes materials, lunch and refreshments)

For full programme and application form please contact:
The Education Department, The Royal College of Surgeons of
England, 35-43 Lincoln's Inn Fields, London WC2A 3PN.
Tel: 071 405 3474 Ext 4601/3/7.

Closing date for receipt of applications: 30 June 1993
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