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MEDICINE IN SOCIETY*
PROFESSOR RICHARD SCOrr, M.D., D.P.H.
Department of General Pracdce, University of Edinburgh

THE College of General Practitioners is an example of a social
institution. Like all institutions which are the creation of man,
our college has by use and wont already established in its short life,
certain customs and traditions. Some of these traditions have
grown up around this James Mackenzie lecture which is itself a
memorial to a beloved physician whose unique contributions to
medical science were made while he was still practising as a family
doctor. My predecessors have set a pattern in these lectures by
painting on a wide canvas, by adopting a broad philosophic approach,
by scholarly review of their chosen subject and by eschewing tedious
or contentious detail. They have in a word made things very
difficult for me, and for all those who have to follow, partly because
of the excellence of the presentations themselves, and partly because
most of us find it easier to look at the trees rather than the wood, to
grapple with the concrete rather than the abstract, and to be preoccupied with the here and now rather than with the past or the
future.
Many feel that as far as general practice is concerned there is a
compelling urgency about the here and now, and that unless we do
something about it there will be no future but only a past to record
as a matter of history.
I certainly hold the view that the present state of affairs in this
and indeed in all countries, is a matter of urgent concern to all
of us. I also hold that only by devoting our attention to detail
and to the hard facts of life shall we be able to take the emergency
measures which are required if general practice is not merely to
*Being the eleventh James Mackenzie lecture given in the Great Hall of
Tavistock House on the 21 November 1964. Reproduced by courtesy of the
editor of the Practitioxer.
J. CoLL*. oEN. PRAcTIT., 1965, 9, 3.
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survive but to flourish. Nevertheless, emergency life-saving
measures such as acute surgery, transfusions and the treatment of
shock, however essential they may be, are more effective if considered in the wider context of radical treatment of the underlying
pathology, bearing in mind the ultimate goal, viz. the complete
rehabilitation of the patient. In the urgency of the here and now
we may sometimes do the right thing for the wrong reason. Often,
however, we do the wrong thing for what at that point in time seemed
to be the right reason.
In seeking to improve on the status quo we have undoubtedly to
consider at one and the same time both immediate action and more
long-term measures. The problem is to ensure that these steps are
complementary to each other and not mutually exclusive. This is
very difficult to achieve unless every little while we take time off
to consider the broader issues-to try, however gropingly, to peer
into the future, to see ourselves and our profession in perspective.
With diffidence, therefore, I have decided to follow in the bold steps
of my predecessors and, mindful of our college traditions, attempt
to deal in broad outline with some of the issues which confront us
today in general practice. I chose as the theme of this address
' Medicine in Society ' becausej find it easier to get a glimpse of the
size of the problem and its nature by considering some aspects of
medicine as a social institution-the medical profession as a human
agency acting upon society while at the same time being acted upon
and modified by the society which it serves. I invite you also to
bear in mind that medicine itself may be used by society as an
instrument for shaping or fulfilling social policy. Such a theme is
too broad to be examined in any detail in a single lecture. I propose
therefore merely to use the theme to provide the context in which
to examine some of the problems and challenges facing us today in
general practice.
My thesis is this simple one-medicine can only flourish when
society is willing and able to pay the price. This means providing
the resources, including manpower, which are necessary to advance
knowledge, an effective means for ensuring by education and
training that new knowledge and skills are handed on to the doctors
who have to apply them in the practice of medicine, and the administration machinery for ensuring that the doctor has the time and the
tools to do the job for which he is trained. The quality of medical
care which a society enjoys does not, however, depend solely on
these three factors, namely, the present state of medical knowledge,
4
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the quality of our education and training, and the effectiveness of
our medical services' administration. The characteristics of the
society itself are at least as important, in the long run, in determining
the quality of the care provided particularly by its general practitioners. I include here the socio-economic, political, geographic,
religious and broad cultural characteristics of the society in which
the doctor practises.
This picture, however, would be inaccurate if it is implied that
medicine is simply a pawn of society and that all action, particularly
action directed towards providing the resources and the climate in
which medicine can flourish, must come from society itself. On
the contrary, my main theme is that major advance is unlikely until
medicine itself-our medical profession-can first of all come to
regard itself as a unity and not a heterogeneous collection of troglodytes each busily burrowing away in his own particular hole. Only
when we have achieved some sense of belonging to each other as a
profession can we as a social institution begin to respond coherently
to the pressure and stimuli and needs of society itself, and thus
eventually influence and shape the trends of our own evolution.
It is an interesting reflection on our profession that we have no
universally acceptable and succinct definition of health. We can,
however, describe health or its components as follows-the internal
environment of a living organism is the sum total of physical and
chemical actions and reactions. This internal economy is in a
constant state of change but there are built-in mechanisms directed
towards achieving an overall balance. Further, the organism as a
whole is in a continual state of reaction to its external environment.
The word ' health ' is used to describe, at a point in time, the degree
of balance or harmony in the total reactions within the internal
economy of the organism and the degree of balance achieved by the
organism as a whole in its reaction to its external environment.
It is possible to take too far the analogy of the medical profession
as an organism living freely in society but this approach at least
helps me to formulate some of the questions we have to answer about
the relationship between general practice and other branches within
the profession, and to consider general practice as the medium in
which the profession and society react upon each other.
Let us begin therefore by looking at some of the areas of interaction within the profession itself.
Specialization
In this country about 90 per cent of all practising doctors are

a IL~~ ~ ~ ~ ~kScoyr
employed either in the hospital or in general practice and are, indeed,
almost equally distributed between these two fields. I shall therefore focus my comments on the interaction between the hospital
based and the community based doctor. Here the analogy of the
living organism and its inter-reacting component parts is peculiarly
apt. The different branches of our profession certainly react and
counter-react upon each other in the pursuit of their several different
objectives, but we are much less well endowed than the living organism with automatic regulating mechanisms for ensuring an overall
effect of balance or harmony.
Some light is thrown on the nature of intraprofessional relationships when we look more closely at the phenomenon of specialization.
Most major advances in medical knowledge come about as a result
of specialization. The first step is to identify the problem and to
isolate it from irrelevant and distracting extraneous circumstance.
We then proceed by a process of analysis to break down the problem
into its component parts. Specialization is not merely desirable
but essential if medical knowledge is to advance. Specialization
is also necessary not only to advance knowledge but for the actual
practice of medicine. Many new techniques both in diagnosis and
treatment, can only be practised when the individuals concerned
are free from other responsibilities to concentrate on a narrow and

selective field.
There are, however, the seeds of conflict between research and
practice-if our resources are limited, inevitably there will be
competition between the two-this is in spite of the fact that
research and practice are interdependent and neither can flourish
for very long at the expense of the other, for imbalance which is
allowed to persist leads to disease and death of the organism.
Apart from competition for resources, another source of conflict
or reaction between research and practice stems from the fact that
each calls for a different approach. In effect, medical science
advances by a process of analysis whereas the practice of medicine
is essentially an act of synthesis. In the absence of an effective
regulating mechanism, the research worker and the practising
physician tend to develop, in isolation, their own peculiar skills and
techniques, and even their own language, so that communicating
between the two, which is so necessary, becomes more and more
difficult.
The benefits of specialization are obvious. But in our eagerness
to reap those benefits, we may have staked more than we can afford
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of our total resources of money, time and manpower. We may have
nourished the specialist at the expense of the generalist.
Specialization has thus inevitably reached a degree where we now
have sometimes to decide whether to advance knowledge or to
practice medicine, i.e., to apply the knowledge which already
exists. Of course, if we carry specialization to its logical conclusion
this dilemma could be resolved by a complete specialization for all
doctors. This would result in a differentiation between those who
advance knowledge and those who practise medicine. The problem
is met in all areas where medicine is practised, whether in the community, in the hospital or in the university medical centre. It is seen
perhaps in its most acute form in the teaching hospital where a
third element is introduced. Here inevitable conflict arises between
the respective demands of research, teaching and the care of patients.
Specialization therefore raises problems for the hospital-based
doctor and for the specialist himself but, in this paper, I wish to
confine my remarks to only a few of the problems and mainly those
which have particular significance for the future general practitioner.
The teaching hospital
In presenting such a broad theme the speaker inevitably deals in
generalities and is usually given licence, in making a point, to offer
a caricature rather than a rounded, finished portrait with all its
subtleties of shade, line and detail. Thus I offer for the purpose of
illustration a slightly exaggerated picture of advanced specialization
as seen by a general practitioner looking from the outside at a
hypothetical teaching hospital.
The hospital clearly has a major interest in research. A substantial proportion of its staff, both medically qualified and nonmedical, appear to be engaged exclusively in laboratory work which
has no very immediate or obvious connection with the provision
of on-going medical care. Many of its clinicians, while they are
concerned to some extent with the care of patients, have a main
focus for their activities on research in increasingly narrow fields.
They are protected, and necessarily so, from the hazards of providing
medical care over a broad field. They can exercise, to a remarkable
degree, control over the range of cinical'problems with which they
will be concerned. They can opt out. They can in effect predetermine the kind of diseases which their patients may have. Further,
because they can define this field of work with precision, they can be
equally precise about their requirements in terms of manpower and
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other resources to do this job.
Perhaps what impresses the general practitioner most of all is
the marked difference in the doctor-patient ratio in the hospital as
compared with the general practice field. The general practitioner
is aware that this ratio is increasing in the hospital situation to a
greater extent than is occurring in general practice. This is of
course no local phenomenon since the trend is evident in every
country. In other words, there has been a major redistribution of
our medical manpower. In the hospital, more doctors are looking
after fewer patients. In the general practice, by contrast, relatively
fewer doctors are looking after relatively more patients. This raises
many problems, some of which I will touch on later, but one very
practical point as far as the general practitioner is concerned is that
if he is to remain a personal doctor and to provide effective care for
his patients he needs to communicate with an increasing number of
specialists in the course of his routine daily work. The general
practitioner also is aware that, compared with his student days, there
has come about a change in the composition of the staff of his
teaching hospital. There is a definite trend towards an increase in
the proportion of medical teachers who are full-time specialists,
sometimes in narrow fields, and often having a primary interest in
research rather than medical care. A sharply declining proportion
of the teaching staff have had personal experience of the practice
of medicine in the community.
Now all good teaching has an element of seduction. Teachers
tend to reproduce themselves. There is therefore a tendency for
those students who are most intellectually able to be committed
at an early stage to a career in full-time research in a narrow field.
Since they in turn will be teaching the next generation, unless there
is any correcting mechanism, this process is likely to advance by
geometric progression. The general practitioner is of course aware
that there may be other considerations as well as the purely intellectual or academic involved in this tendency for the more able
students to aspire to consultant or specialist status and to be somewhat less likely to adopt the general practitioner as their model.
Present-day students are certainly as altruistic as their predecessors
and are probably more socially knowledgeable and sensitive than
previous generations. This is not to say that the factors of cash
and kudos do not influence in any way their choice.
Finally, the general practitioner taking stock of his present-day
relationship with the hospital is aware of a clogging up of the chan-
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nels of communication between himself and his hospital colleagues.
The luxuriance of the growth of specialization is one of the factors
widening the gap and intensifying the problem of communication.
This problem, however, is not the exclusive concern of the general
practitioner. Specialization of interests and of functions presents
major problems of communication within the hospital itself. Here,
too, there is a tendency for the specialist to proliferate at the expense
of the generalist, and thus to bring about a major redistribution
of our manpower within the consultant ranks. Thus the general
practitioner bemoans the approaching extinction of the general
physician or internist who was indeed a consultant. When the
patient's problem as presented in general practice cannot be narrowed
down to a very limited field, the doctor finds that discussing the
problem with a succession of specialists is frustrating and often
unrewarding. Equally unsatisfactory is the alternative of sending
the patient to a specialist and leaving him to pass the patient on to
a succession of his colleagues.
However conservative we may be as a profession no one would
be willing to put the clock back, arrest the development of specialization and forego its benefits. If, however, true consultation is
necessary for the healthy growth of our professional activities and
to ensure the quality of care which our patients deserve, and if
uninhibited specialization is likely to result in the extinction of the
general physician-consultant as we know him, then this gap must
be filled or imbalance will result. Perhaps the general practitioner
of the future must himself become the consultant who interprets
the patient to the hospital and acts as interpreter of the specialist
to the patient. If we are to take such a proposition seriously, then
we must begin right now to think much more boldly than we have
done so far, about the requirements in respect of postgraduate
taining, of our future family doctors.
Having looked very briefly at some of the mechanisms at work
within our medical profession, I would like to carry the analogy of
the living organism a little further and look first of all at the impact
of change in medical knowledge and medical practice on the organsystem which is general practice itself, and from there go on to
consider the nature of the interaction between general practice
and society.
The quanttativequalitatve dilemma
This is not the place to engage in a semantic discussion of the
meaning of such titles as family doctor, personal physician, general
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practitioner or personal doctor, although I think our college should
one day soon accept the challenge of Fox and others and give a
lead in stating and defining quite sharply, not only nationally but
in an international context, how these titles may best be used to
clarify rather than confuse our deliberations.
For the purpose of this discussion I am limiting myself to a
purely functional definition of general practice as being that sector
of medical care in which the patient enjoys direct and continuing
access to his own doctor. These two factors, direct access and
continuity of access, are the only essential characteristics of general
practice. Unless they are preserved general practice will disappear.
But if they are preserved, then all the major problems which confront
the general practitioner in an era of specialization stem from here.
The following are some of the ways in which advance in knowledge
and changes in practice have themselves raised problems of adaptation and adjustment.
As long as a particular society seeks to provide for all of its
citizens direct access to a personal doctor, a major feature of general
practice will be the quantitative aspects of the work, whether that
doctor is practising in an affluent society with a comparatively high
doctor-population ratio, or in a developing country with a much
less favourable ratio of doctors per head of the population. Indeed,
as I have already indicated, in the more affluent society the trend
is for the specialist/general-practitioner ratio to increase and this
means that there is likely to be a relative increase in the number of
patients for whom the general practitioner has to accept responsibility at the very time when his recently gained knowledge and new
skills enable him to do much more for the individual patient.
Even if the general practitioner has complete authority to determine the number of patients for whom he accepts responsibility
he can never have absolute control over the range and the volume
of work which any one day brings. In the final analysis and by
definition, it is the patient rather than the doctor who determines
this. Inevitably there will be on any one day a substantial number
of demands calling for very simple skills in diagnosis or management. These he must satisfy even if his training has equipped him
to deal with more complicated and sometimes more professionally
rewarding situations. Thus in doing a little for many patients he
may sometimes be prevented from doing more for a few, even when
this would be within his professional capacity.
The quantitative-qualitative dilemma-how much can or should
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I do today and what should I do-is accentuated by the speed of
advance in medical knowledge. A medical school tries to ensure
that its students are conversant with the latest techniques of diagnosis
and therapy. In so far as our system of organization of general
practice is not sufficiently flexible to adjust to advances in medicine,
we have the situation in which young doctors discover on entry into
general practice that they are in fact being denied or deprived of the
tools which they are perfectly competent to use.
The steps we take to provide the future doctor with his essential
tools should reflect our awareness of this quantitative-qualitative
dilemma. Thus a rational plan will ensure that he has free access
to the laboratory and other resources which he can and must use
himself to resolve certain more complex diagnostic and therapeutic
problems posed by some of his patients. He also requires the tools
which will enable him to render a more effective service to all of
his patients. This can mean for example that he can spread his skill
and knowledge more evenly and more effectively by being supported
by a team of auxiliaries and associates which could include secretaries,
receptionists, technicians, nurses and social workers.
The quantitative-qualitative dilemma of the general practitioner
is accentuated by the way in which specialization sometimes advances
by changing the patterns of hospital practice, e.g., a special field
may grow so rapidly that it undergoes binary fission and two new
specialties emerge. Often, however, specialization advances by
sloughing off some of its content into general practice. Thus much
of what was hospital practice a decade or so ago is general practice
today. If the quantitative demands on general practice are such
that it cannot assume these new responsibilities then further advance
and the special needs and interests of the hospital itself, will be in

jeopardy.
The established doctor requires not only new tools but also
training in their use. Sometimes, however, mere refresher courses
and keeping up to date is not enough. Advances in medicine have
been such that they have brought about in one professional lifetime
a revolution in our concepts of the nature of disease. To this
extent what some of us require is not so much advanced training
but retraining and relearning the basic sciences, for example,
biochemistry, pharmacology, pathology.
Since also the changing patterns of medical care are partly due
to a two-way exchange of content between hospital and general
practice, training programmes for specialists and for general practi-
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tioners should be co-ordinated and under continual review so as to
adapt to changing needs, both in general practice and in the hospital.
General practice and the community
I would now like to invite you to consider general practice as a
major field of interaction between medicine and society. I have
already indicated the advantages to the profession as a whole,
particularly to those primarily engaged as research workers,
teachers or specialists, in having their interests protected and their
work supported by an effective system of general practice. While
the demands of general practice in terms of medical manpower,
training requirements, equipment and ancillary help may constitute
a threat to the hospital and specialist services in so far'as both are
bidding for the limited resources which society can afford, general
practice can also act as a protector of the hospital and a buffer
state existing between society and specialized medicine.
When a country provides for all of its citizens direct access to a
general practitioner, whether this be the kind of medically qualified
person we have in this country, or a feldscher, or the assistants
medicaux, or the so-called native doctors of former colonial territories,
then the citizens of that country are in effect provided with a potent
and eloquent means of expressing not only their medical but also
their social needs. In this situation it becomes increasingly difficult
to draw a dividing line between medical and social care. A country
which offers this kind of service is indeed asking for trouble. The
history of our own National Health Service reveals that our medical
profession was not sufficiently aware of the nature and range of
latent medical and- social needs, and we were therefore unable in
the beginning at least to specify the training, the tools and the skills
with which our doctors should be equipped. In one sense lack of
information and inadequate provision of staff and resources in the
early stages, is a matter of secondary importance compared with the
fundamental decision to grant direct access to medical care to every
citizen. It does not matter very much, in the short term at least,
whether or not these doctors are properly set up to do the job.

Research, particularly epidemiological studies, operational research,
surveys, and most important of all, the accumulated experience of
working the service will indicate the directions in which improvement and change can be effected. But the point I particularly
wish to stress in this context is that, in any democracy which opts
for a nation-wide provision of medical care with direct access to a
doctor, it is the citizens themselves who in the long term draw the
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dividing line between medical and social care. This line of demarcation is never sharp or absolute and is certainly not constant. It
changes with changes in social needs and with changes in the provision which society makes to meet these needs. It changes also with
changes in medical knowledge and medical practice as our own
professional horizons expand or shrink.
You will recall that when Beveridge announced his plan of social
security, i.e., income security, he stated that his proposals could not
be considered on their own but as part of a general programme of
social policy, as part indeed, of a general attack on the " five giant
evils "-physical want (i.e., poverty), disease, ignorance, squalor and
unemployment (or unsuitable employment). The care of the sick
is only one of a number of inter-related needs of society. It is also
important to bear in mind that social deprivation can only be
described in relative as distinct from absolute terms. The extent of
poverty, ignorance, squalor and idleness has diminished considerably in our own country in the last few decades, and even in the
youngest of our rapidly developing countries, but such pathogenic
agents still operate at all levels and in every society. What is more
important is that no programme of medical care can be really
effective if it fails to be related to other agencies in society which are
concerned with these other aspects of human welfare.
In some respects at least it may be that ease of access to his
general practitioner permits an individual citizen to express the
inadequacies of society's provision in these other fields.
To an increasing extent the aetiology of much of the disease we
encounter in general practice, and many of the factors which complicate our management of the sick person, have their origins ia social
maladjustment and in inadequate or faulty interpersonal relationships. To the extent that this is so our therapy will become less
concerned with manipulating the patient's blood chemistry and
more preoccupied with the physical, economic and social factors
in the patient's environment. The decision which is taken as to
whether such problems will be regarded as the sole responsibility
of the medical profession, or the exclusive concern of society or as a
field which requires a full partnership between medicine and other
related social agencies, will be a major factor in determining the
future of general practice.
Whether or not every patient regards his general practitioner as
guide, philosopher and friend, all of our patients some of the time
try to use us as a refuge from the rigours and pressures of society.
MEDICINE IN SOCnaY
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This is not, however, an 'either or situation '-tender loving care
or medical science. Patients ask for both. Thus, to the patient who
is becoming increasingly sophisticated and knowledgeable, the
significance of the door of his doctor's consulting room is that this
is his portal of entry to all the benefits of modem medicine. He is
therefore likely to become impatient if much publicized advances
in medical knowledge and techniques are not through this means
made immediately available to him.
As if all these pressures and demands on the general practitioner
were not enough-demand of individual patients, of society, of
his hospital colleagues-there is emerging yet one more dimension
of the family doctor-patient relationship and I will use this as the
last of my illustrations of the quantitative-qualitative dilemma.

Prevention or cure?
While traditionally it is the patient who initiates the doctorpatient relationship, there is a growing number of protagonists, both
within and without the profession, of the notion that the doctor
himself on certain occasions should initiate the contact with the
patient. Traditional child-welfare examinations and prenatal care
are examples. But we are adding to this list routine health overhauls in middle or old age, pre-symptomatic screening for glycosuria,
glaucoma, anaemia and cervical carcinoma, as well as other examinations for specially vulnerable groups. Pre-marriage counselling and
assisting our senior citizens to prepare for retirement have by some
also been added to this list. Each practice is in effect a population
at risk and in respect of that population the alternatives of prevention or cure have been added to the quantitative-qualitative dilemma
of the general practitioner concerned. Thus he is being invited
without forsaking the familiar field of curative medicine at the same
time to adopt the methods and techniques of the epidemiologist
and the medical officer of health. To do this he has to learn how to
use auxiliary personnel and colleagues from disciplines other than
medicine, and to become himself a member of a team in the field of
public health practice.
Conclusion
To conclude then-let us see what emerges from this crude
analysis of some of the current problems facing medicine as a social
institution. It would appear that the crux of our problem is simply
this-how can we secure for ourselves the benefits of specialization
in a system of medical care where a balance must be maintained
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between the specialist and the generalist? Since general practice
itself advances by taking over from time to time some of the skills
and techniques of the specialist, how can we ensure that the general
practitioner does not respond negatively to these new challenges
by himself becoming simply another specialist cast in the same mould
but adopts instead a more positive approach and becomes a specialist
in anti-specialism? If there is any relevance in my analogy of the
living organism then it is essential that there should be conflict between
the specialist and the generalist since both are part of a system of
action and reaction in which balance or harmony cannot be achieved
if either were to gain absolute supremacy. At the simplest level
this conflict is seen in its most constructive form in the face-to-face
consultation between the specialist and the general practitioner.
We have seen too that advances in knowledge are by no means
confined to by-products of the physical sciences, and that new
knowledge and understanding of the social and behavioural sciences
and a greater awareness of the significance of the dynamics of
human behaviour have all contributed to a widening of our medical
horizons. Further, they have raised for many of us genuine doubts
as to where medicine ends and sociology begins.
And perhaps most important of all, I have suggested that social
cultures and social action as much as medical science determine the
role of the medical profession in society and that the interaction
between medicine and society is seen in its most acute form and in
all its complexity in the setting of general practice.
I am afraid I must leave to some future Mackenzie lecturer and,
indeed, to all of you here today, the task of specifying in detail the
regulating mechanisms which we mustperfectif our living organism,
the medical profession, is to continue in a state of vigorous growth
and health.
As far as the present state of general practice is concerned none
of us can be very happy. Paradoxically, however, the greater the
present disquiet, the brighter will be the future. If my analysis is
reasonably correct then no one, least of all those members of our
profession who are not themselves engaged in general practice, can
afford to stand on the sidelines as observers. Any improvement in
the standard of general practice will be of immediate benefit to
these other colleagues of ours, to the profession as a whole, and to
the society which we seek to serve.
The first faltering forward steps have already been taken.
It is important that whatever we do next, whether in the short
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term or in the long term, should be in harmony with our ultimate
goal, namely, to render more effective the relationships on the one
hand between the general practitioner and his specialist colleagues,
and, on the other hand, the relationship between general practice
and the medical and social agencies at work in the community.
Further, we have to recognize with open eyes that there is, and always
will be, a quantitative-qualitative dilemma confronting our branch
of the medical profession. Again we are dealing with a dynamic
and not a static situation. Therefore, all the steps we take must be
such that they allow for maximum flexibility and change. Finally,
every major step of reorganization must be preceded by fact-finding
exercises. Every change in administration should have its built-in
mechanism of evaluation. A continuing audit of medical care
programmes and a mechanism for continuing review are necessary
to enable us to make the inevitable compromise decisions when
faced by society's needs and our limited resources to meet these
needs.
You will not I know expect me to specify the precise steps which
we must take within general practice itself but, in this connection,
I would like to refer to trends which are gaining support and which
seem to me to provide some grounds for optimism. I mention the
following: the trend towards group practice; the increasing clamour
for free and unhibited access to ancillary laboratory aids to diagnosis
and treatment; the enthusiasm in some quarters for more effective
day-to-day collaboration with district nurses, health visitors and
midwives; our attempts to rationalize the daily routine of the
doctor in his surgery and to provide and train auxiliary personnel
along the lines pioneered in Holland, Germany and other countries;
our growing preoccupation with the need to plan a period of specific
postgraduate training for entrance into general practice; the
shining examples of combined collaborative exercises between
general practitioners and their local consultant colleagues, whether
in research, in local postgraduate training programmes, or in
straightforward exercises designed to improve communications and
the quality of medical care in their regions.
Finally, I welcome the increasing boldness of our own college
in accepting the view that, while we are not, and never will be, a
medical political organization, we must accept the challenge to
produce yardsticks by which we can measure quality of care in
general practice, and be more specific about the time, the tools and
the training which are required by all those whose privilege it is to
work in this field of general practice.

