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This is a plan not merely for building, remodelling or improving large numbers
of hospitals, but for modernizing the whole pattern and content of the hospital
service and for integrating it still'more closely with the great services which provide
care and treatment outside the hospitals.

A Hospital Plan for England and Wales (1962): H.M.S.O. London.

THOUGH general practitioners are not specifically named in the
title of the Hospital Plan, or in the above quotation from its

preface, the implications of the plan are probably as great for the
general practitioner as they are for his hospital colleague.
Two circumstances combine to make this so. They are: the

shortage, even now, of hospital medical staff other than in the con-
sultant grade, and the certainty that this shortage will become worse,
due to an increase in the number of hospital beds on the one hand,
and, if present trends continue, a high rate of emigration of doctors
on the other. In short, if medical staff is to be found, it is to general
practitioners that the hospital service will have to turn.
The extent to which ernigration will play a part in the progressive

famine of hospital medical staff has been questioned, but evidence
suggests that it is a matter which merits serious consideration.
Seale (1962) noted that in the five years 1956-1960 an annual average
of over 600 British medical graduates registered in Australia, New
Zealand, U.S.A., Canada, South Africa, Southern Rhodesia and
Northern Rhodesia alone. This is equivalent to a third of the annual
output of the medical schools of Great Britain and Ireland. It
represents an emigration rate five times as high as the rate in the
1930's. Davison (1962) shows that between 1952 and 1961 the medical
emigrationratetothe U.S.A. eachyear has never been below five, and
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in some years has reached almost-ten times the general emigration
rate during this period. To Canada, between 1953 and 1960, the
medical emigration rate has been six times the general rate. There
seems to be no sign at present that this flow of emigrants is likely to
become less. Richardson et al. (1962), in a review of the aspirations
of medical students at Aberdeen University, showed that one in four
intends to go abroad after qualification.

It is beyond the scope of this paper to discuss why so many young
doctors should want to emigrate, but a number to whom I have
spoken have expressed it as their belief that the divorce of the general
practitioner from the hospital, and the gulf which has developed
between consultant and general practitioner in their ways of work,
are in considerable measure responsible. The integration of general
practitioners in the district hospital service, in responsible roles,
would seem to be an ideal way to reverse the drift which has taken
place in the post-war years.

The general practitioner and the hospital service
The role of the general practitioner in society has excited much

comment since the early days of the National Health Service. At
the Seventieth Congress of The Royal Society of Health last year,
Professor J. H. F. Brotherston referred to the industrial revolution
in medicine as having passed general practice by. " It remains a
cottage industry, underorganized, undercapitalized, and over-
worked." In a controversial paper read at the same meeting, Sir
Arthur Thompson expressed conviction that the status of the general
practitioner has been seriously impaired and that future medical
practice would be concentrated in properly equipped general hospitals
in cases of serious and obscure disease.
A corollary to these two themes might well be that general practice

has tried to advance on too broad a front. It has been argued that
general practice is an academic discipline in its own right. By defini-
tion it is the product offringe study of all specialties, but as knowledge
increased it became apparent that the Renaissance ideal of the
Universal Man was not possible. Thus, as medical knowledge in-
creases, so does it become more difficult to be a true general practi-
tioner.

This argument has been developed by Professor McKeown (1962).
He declared that within the framework of general practice it is
desirable that the practitioner should follow a special interest, and
continued:
Sooner or later the advance of medicine will make it necessary for all doctors



to specialize if they are to remain doctors in the traditional sense, but the way
in which they do so is of paramount importance ... During the past forty years
almost any branch of medicine which has become intellectually or technically
exacting has been allowed to segregate on the basis that those responsible for it
see only referred patients. If unchecked, this principle will eventually require a
class of doctors whose role is not to treat patients, but to distribute them . . .

If a general practitioner is to follow a specialized interest it is
quite apparent that it must be done through the agency of a hospital
which will provide the necessary equipment, laboratory, x-ray, and
ancillary services. With the changing hospital pattern, involving
the suggested closure of so many cottage hospitals, it is by way of the
new district hospitals that the general practitioner will be able to
follow his specialty.

Fears have been expressed about the entry of the general practi-
tioner into the district hospitals, in that he may be in danger of
losing his separate and independent identity.
The Report of the Porritt Committee (1962) pointed out that in

the U.S.A. and Russia the attempts to replace general practitioners
by minor specialists working from polyclinics or hospitals have by
no means been successful, and there is now a swing back in these
countries to the concept of a family doctor with general clinical
responsibility for his patients. But in the argument which I am
developing there is no suggestion that the family doctor will be sub-
merged by the district hospital, or even operate primarily from the
hospital.
At present, the part which a general practitioner can play in the

hospital service may be summarized as follows:
1. General practitioners working in general-practitioner hospital units in

cottage hospitals or wings of general hospitals.
2. General practitioners employed as part time medical officers at convalescent

homes, practitioner maternity hospitals, or other types of hospital paid on a
part time basis.

3. General practitioners undertaking part time work in the blood transfusion
service. In addition, general practitioners may also be employed as clinical
assistants in special clinics.

The implementation of the findings of the Platt Committee (1961)
could go a long way towards the more complete integration of the
hospital and general-practitioner services, to the desirable end that
the patient would cease to be pushed back and forth between two
administratively different bodies, each staffed by completely different
people.
The committee suggests the establishment of a new grade of

unlimited tenure in the hospital service, into which the suitably
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qualified general practitioner would fit admirably. This is the
" medical assistant" grade. The committee envisage in this grade
the type of general practitioner who has done some three years in
the hospital service, including two years in the registrar grade. They
envisage a daily visit of two to three hours, on four to five days a
week, to supervise the work of the house officers, to see newly ad-
mitted cases with them, to undertake or supervise the performance
of technical procedures in the wards, and in certain cases to perform
operations and undertake other responsible duties after consultation
with the consultant in charge. It would be imperative that some of
the visits coincided with visits from the consultant so that close
contact would be maintained and the general practitioner assistants
would be kept up to date with the requirements of hospital work.
In some instances, a general practitioner who has continued to work
in the hospital service in such a capacity might later be chosen for a
consultant post and pursue a career as a consultant concurrently
with one as a general practitioner. This last provision would be of
paramount importance in bringing together the two elements of
medical practice.

In the same vein the committee goes on to recommend a greater
degree of integration between regional hospital boards and executive
councils in the making of practice appointments, so that a National
Health list of suitable size and geographical distribution might be
linked with a suitable hospital post.
The committee also notes that the objection has been raised that

general practitioners working in hospital would be seeing the patients
of other general practitioners and continues " . . . in our view this is
an objection more in theory than in practice. It has not been seriously
raised in places where general practitioners are already successfully
working in hospitals".
The ethical points suggested by Binnie (1962), that a practitioner

should not accept on his list any patients to whom he has gained an
introduction through his hospital work and must not use his position
in hospital to secure early admission of patients would seem to cover
the proposed situation.

The general practitioner and the obstetric hospital
If a reform of the role of the general practitioner as radical as

the foregoing discussion would suggest is to take place, much re-
thinking and considerable redeployment of forces must take place.
It was with a view to considering this problem that I visited Oxford



in May 1963, and there studied the obstetric service with the kind
help and guidance of Mr J. A. Stallworthy, under whose capable
supervision no service could be anything but efficient. The views
expressed are my own, modified by the views ofmany other interested
parties, general practitioner and consultant, with whom I discussed
obstetric problems in Oxford and elsewhere.
The basic obstetrical arrangements in Oxford are similar to those

which exist in many parts of Britain. A number of cases is booked,
primarily for clinical or social reasons, in the two large hospitals,
the Radcliffe Infirmary and the Churchill Hospital; the remainder
are either delivered in cottage hospitals in nearby towns or at home.
In the Churchill Hospital four obstetric beds are set aside for general,
practitioner bookings, and general practitioners look after their own
patients in these beds. Some fifteen general practitioners use them,
and the bookings are accepted on social grounds with written support
from the Medical Officer of Health.
The peripheral cottage hospitals are visited regularly by the con-

sultant gynaecologist and many obstetric cases referred by local
general practitioners are seen. If major difficulties are considered
possible, the patient is re-booked in either the Radcliffe Infirmary or
the Churchill Hospital. Cases are also referred for opinion to one of
the two large hospitals, between consultant visits to the periphery,
as the need arises. Thus the cases delivered in peripheral hospitals
or at home, are selected for the expectation of normality, or at
worst the expectation of relatively minor problems.
The area is covered with an excellent flying squad service. The

fairly lavish medical staffing of a teaching hospital makes this service
possible. Experience of the staffing in provincial hospitals makes it
apparent that a flying squad service of the order of the one in Oxford,
must still be a long way away in many centres.

In discussing the probable closure of many cottage-hospital ob-
stetric units with a number of doctors, I found a unanimous feeling
against hasty action in this direction. The Porritt Committee shares
this anxiety about the projected disappearance of these small hospi-
tals, and the focus of loyalty and affection of the communities in
which they are located, adding that they should not be allowed to
disappear " solely on the grounds of economy ". They recommend
that more obstetric beds be provided urgently, and that this could
be achieved by expanding the number of beds available to general
practitioners. Furthermore, para. 93 of the summary reads:
" General practitioner maternity units, while remaining separate
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entities should be sited as close to consultant staffed hospitals as
possible. Obstetricians and paediatricians should pay regular and
frequent visits."
What does all this mean in relation to the general practitioner, the

present cottage hospital and the future district hospital? Of necessity,
geography will make it mean something different in every area. For
instance, an efficient flying squad service, with facilities for caesarian
section, would make obstetric practice including trials of labour
possible in cottage hospitals some distance from the parent unit.
If there was no such service, the general-practitioner obstetric unit
would necessarily be sited in the grounds of, or very close to, the
parent unit.
Among doctors to whom I spoke I found very little support for

the continuence of domiciliary confinement. Most regarded it as a
relic of a bygone age and few could not recount alarming experiences
to which they and their patients had been subjected in the conduct
of domiciliary delivery. Similarly, there was a firm feeling that if a
general-practitioner obstetric unit was to be efficiently run, there was
a limit to the number of doctors who should be running it. This
view is amplified by Professor Duncan (1962) who feels that, for the
good of obstetrics, more of it should be practised by fewer people
thus avoiding what he so aptly calls " the dilution of experience ".

If the practice of obstetrics, other than by consultants, is concen-
trated in the hands offew practitioners, inevitably many practitioners
will not be practising obstetrics at all. If we are trying to maintain
our concept of " the universal doctor" this may seem wrong, but I
found a strong measure of agreement among doctors that the time
has come when all general practitioners should not regard the basic
medical qualification as licence to practise obstetrics. I found con-
siderable support for the idea that apart from learning the basic
physiological principles of obstetrics, and the pathology in so far as
it related to gynaecology, the undergraduate curriculum could omit
the teaching of the practice of obstetrics as we now know it. The
matter would then become a subject for postgraduate study for those
who proposed to practise obstetrics. As one practitioner put it:
" Few would regard the practice of ophthalmic surgery as reasonable
after taking the basic qualifying examination. In what way does ob-
stetrics differ?"
On the subject of obstetric education, a point much favoured by

general practitioners and consultants alike, was the provision of
temporary house appointments in hospital obstetric departments for



general practitioners. Such residential appointments for about two
weeks at a time would do much to keep general practitioners abreast
of obstetrical thought and practice.
The physical reorganization of general practice to accommodate

the new role of the general-practitioner obstetrician in hospital
bristles with problems. There can be few branches of any profession
where the pressures upon the individual are greater than in general
medical practice. So varied are the pressures that it is difficult to
find a starting-point for reorganization in the thicket of surgeries,
visits and the ever-demanding telephone. The adequate provision of
clerical assistance is so manifestly desirable as to require no further
comment. Almost as important as this would be the provision by
either the local authority or the hospital service of an almoner service
available to general practitioners. So many of the present day duties
of the general practitioner are of the parish priest-social worker
type, and though some such duties are inseparable from the humani-
tarian discharge of one's duties, many of the tasks serve only to use
time which could be used in the practice of medicine.

In a study of general practice organization in other western
countries, one is immediately impressed by the absence of the evening
surgery. When the discontinuance of this nineteenth century custom
is suggested in Great Britain there is an immediate outcry that the
patient is being deprived of a sacred right upon which his health and
future depends, though the health and well being of the U.S.A.,
Canada, western Germany and France does not seem to suffer
noticeably from the lack of an evening surgery. The five day week,
automation, shift work, greater leisure, and suitable appointment
systems by arrangement with local industry would do much to free
the general practitioner from his evening burden and allow him time
to play a full and satisfying part in hospital work. Furthermore, the
increased tendency towards group practice and partnership will
allow further flexibility of planning the practitioner's work, to allow
adequate practice emergency cover and still allow him to fulfil a
useful role in the hospital.

Summary and conclusions
The Hospital Plan for England and Wales sets a pattern of pro-

posed hospital care for the next century or more. If this plan is to be
integrated successfully into a general medical service, general practi-
tioners have an important part to play.

In the forseeable future, with the increase in scientific knowledge,
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only the hospitals will have facilities adequate for the full investiga-
tion and treatment of a large proportion of patients. If general
practitioners ignore this, the rift between general practitioner and
consultant will grow wider and general practice will remain " a
cottage industry ".

In relation to obstetrics particularly, the implementation of the
findings of the Platt Committee, with the creation of " clinical assis-
tants ", suitably remunerated for responsible work, offers machinery
for this integration.
The Hospital Plan is in being. The building has started and time

is short. If the great traditions of general practice are to be preserved,
the time is at hand for general practitioners to examine the content
of their work and its relationship in the next hundred years to scienti-
fic medicine as it will be practised in the new hospitals.*
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*The author wishes it to be understood that this article was written before the
publication of the Gillie Report.


