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A Fortunate Man: still the most
important book about general 
practice ever written

This is a short book, modestly described by
the author as an ‘essay’. In it a GP working
in the Forest of Dean in the mid-1960s
comes to life. We read about his encounters
with patients and his struggle to respond to
their illnesses and lives. The demanding and
fallible humanity of John Sassall, the doctor,
is described as clearly as the everyday
courage and despair of his patients. As if this
were not enough, the book’s photos by Jean
Mohr are the visual equivalent of a choral
passion. They portray Sassall at work and in
conversation, his patients as individuals and
in groups, and the ever-changing dialogue
between sky and landscape, both beautiful
and full of foreboding.

You can hear the voices of patients
through the text, as the book moves from
half a dozen brief stories of their lives to
John Sassall’s evolution as a doctor. He
starts his career thriving on medical
emergencies, impatient with non-specific
symptoms and the absence of clear-cut
physical diagnoses and underlying

pathology. He moves gradually towards an
empathic listening and companionship with
his patients and their families, striving to
recognise who they are and the meaning of
their illness to them. Physical and
psychological intimacy is central to his
relationship to his patients. Sassall’s identity
in relation to his patients becomes that of an
older brother, clearly distinct from
medicine’s traditional paternalism but also
light years away from the chilling ‘provider-
customer’ relationship that seems to be the
goal of current health service policy.

Short quotes from Josef Conrad, Michael
Balint, Jean Piaget, Jean Paul Sartre, WB
Yeats and Antonio Gramsci are scattered
through the text, but it wears these
references lightly, turning back again and
again to Sassall’s thoughts, feelings and
experiences.

As a GP, he witnesses and records the
lives of his patients, simultaneously
standing inside and outside their stories.
The book moves from a depiction of Sassall

and his patients framed by bedrooms,
kitchens, the consulting room and the
surrounding landscape, into a reflection on
the meaning of ‘good’ doctoring, the
naming of illness and the ambiguity of
scientific medicine in the context of general
practice. Sassall embraces this ambiguity.
He is as exacting about applying scientific
evidence (before evidence-based medicine
was a twinkle in the eye of its inventors) as
he is committed to the fraternal bond that
develops over years with his patients. This
bond includes sitting with them and their
families at the threshold of death.

Even the brief asides in this book make
you reflect (and smile), such as this pearl:

‘Sassall has to a large extent liberated
himself and the image of himself in the
eyes of his patients from the
conventions of social etiquette. He had
done this by becoming unconventional.
Yet the unconventional doctor is a
traditional figure.’1

Or this one:

‘One of the most widespread adult
illusions is the belief in second
chances.’1

I remember reading the book as a medical
student and thinking: this is why I want to be
a doctor. Now, working in inner city
Hackney, a different landscape from the
Forest of Dean, I still feel that. Long before I
had come to know patients and their
families, Berger, an art critic and writer, had
illuminated the deep potential of medicine,
and particularly general practice, to express
solidarity with people as they move through
their lives. The mixture of darkness and light
in the text and the pictures resonate even
more in me now, a middle-aged GP
academic, then it did 30 years ago. 

One of the many pictures of John Sassell taken by Jean Mohr.
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Reflection

The archetype of the wounded healer
emerges in different forms across cultures
and across historical epochs, from the
Greek myth of Chiron (the wounded
centaur), to shamanistic healing in
aboriginal societies to the complex figure of
Paracelsus in 16th century Europe. Re-
reading this book again, particularly in the
light of his subsequent suicide, I think that
John Sassall expresses that archetype. His
story reminds us all that part of what we
have to give to our patients is a reflection of
our own weaknesses and failings, although
I am not clear how to reconcile this with the
onwards and upwards rhetoric of
contemporary primary care.

As with so much of John Berger’s work, A
Fortunate Man packs a subtle political
punch, finally asking what kind of doctoring
is possible within prevailing social and
economic structures. The question remains
salient today. It is particularly acute for
general practice within the UK, because the
possibility of long-term relationships with
patients is actively undermined by a
government that either does not
understand the value of these relationships
or does not care enough to sustain them.

As part of a season in London celebrating
the work of John Berger (John Berger: here
is where we meet), there will be an event on
A Fortunate Man held on 26 April from
7:00–10:00 pm at Queen Mary University of
London. Speakers will include Iona Heath,
Tony Calland (who was a partner in John
Sassall’s practice), Patrick Hutt (a recently
qualified doctors and author of Confronting
an Ill Society), Jane Simpson (junior doctor),
Michael Rosen (broadcaster and writer) and
Sukhdev Sandu (critic and writer). They will
talk about what the book means to them
and what it still has to tell us almost four
decades after it was first published.

Further details on the event and the
whole season: www.johnberger.org.
Although we are not charging for seats,
these need to be booked in advance: 020
8510 9786. Copies of the book can be 
purchased from the RCGP Bookshop:
www.rcgp.org.uk/acatalog. 

GENE FEDER
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Uniquely well-placed
According to a recent discussion paper
produced by Tony Blair’s in-house think tank,
GPs are ‘uniquely well-placed to reshape
unhealthy behaviour’.1 I keep a bulging file of
things that GPs are ‘uniquely well-placed’ to
do: it extends from the early detection of
bowel cancer to spotting the signs of
addiction to gambling, from identifying old
people at risk from falls to interrogating
pregnant women about their experience of
domestic violence, from early diagnosis of
skin cancer to deterring teenage pregnancy.
I can see why expanding the role of the GP
from medical practice to cover tasks of
moral guidance and social surveillance
appeals to government. But why should it
appeal to GPs?

The prime minister’s advisers candidly
acknowledge the problem that ‘the
government cannot simply ‘deliver’ key
policy outcomes to a disengaged and
passive public’. What is required is the
‘design and authorisation of more
sophisticated methods of behavioural
change, between state and citizen and
between citizens themselves’. Implicitly
recognising that politicians are too remote
and unpopular to exert a direct influence on
public behaviour, Blair’s policy wonks
suggest that ‘it may be wise to rely more
heavily on GPs and other trusted health
professionals as agents of persuasion’.

The drive to expand the role of the GP
proceeds in parallel with the conceptual
inflation of health. In the not-so-distant past,
doctors worked in a society which made a
clear distinction between health and illness.
At the level of society as a whole, improving
standards of health were regarded as the
benefits of wider social progress; at the level
of the individual, health was the
precondition for the achievement of wider
social or spiritual goals. Illness was a
transient phase requiring the treatment of
disease and the restoration of the capacity
to participate actively in society. The
biomedical model of medical practice
assumed a doctor skilled in diagnosis and
treatment according to the principles of
scientific medicine and a patient who was a
self-determining individual whose personal
conduct was their own responsibility.

The ascendancy of the new public health
reflects a fundamental shift in society.2

Health has become both the ultimate goal
of individual existence (‘a state of complete
physical, mental and social wellbeing’ in the
notorious World Health Organisation
formulation) and an unattainable ideal (as all

those who worship in the gym can testify).
The paradoxical effect of the widespread
dissemination of the gospel of health
promotion and the enhanced awareness of
disease resulting from the relentless stream
of healthy living propaganda is that
everybody now feels ill. It is thus not
surprising that the numbers on invalidity
benefit have soared over the past decade,
in parallel with the rising influence of the
new paradigm.

Nor is it surprising that the Department of
Health’s ‘Expert Patient Programme’ should
be offered to the ‘60% of adults who report
some form of long-term or chronic health
problem’ (some 36 million people in the UK).
As one advocate of this approach has
argued, without a hint of irony, ‘the principles
underlying the Expert Patient Programme
could be extended to the whole population’.3

Another paradox of the new public health
is that while it promotes the rhetoric of
empowerment, it both presupposes and
reinforces the powerlessness of the
individual. The key targets of contemporary
health promotion initiatives are those
hapless individuals — the obese, smokers,
those who appear incapable of adopting
healthy lifestyles in terms of diet, exercise
and other socially-approved behaviours.
These people — who make up at least one-
third of the population — are deemed
powerless in the face of chemical
dependencies and fast food advertising
and judged incapable of defining their own
interests. Hence, they require ‘support’ to
make healthy choices, and intensive
therapeutic solutions supervised through
Health Living Centres and Sure Start
programmes and a thousand similar
initiatives. 

I fear that, if as GPs we allow ourselves
to become instruments of the
government’s social engineering agenda,
we will rapidly lose the respect of our
patients. GPs are ‘uniquely well placed’ to
refuse to surrender the doctor–patient
relationship to the government’s cynical
quest to recover its legitimacy.
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