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Unheard Voices

The Physician in Community Medicine

FROM A SPECIAL CORRESPONDENT

British Medical_Tournal, 1971, 1, 167-168

Hospital jobs for three years followed by five years' experi-
ence in two well-organized general practices decided Dr.
Erridge that family doctoring was not for him. It was hard to
say why he left general practice: "I think that as tine went
by I became increasingly aware of the importance of
psychosocial factors in the patients' illnesses and of my own in-
adequacy in dealing with them." Whether this inadequacy
stemmned simply from lack of interest or from his personal
outlook he did not know, but the prospect of 30 or 35 years
dealing incompetently with the personal problems of individ-
uals appalled him. "It was perhaps the same thought
processes," he said, "which led to an interest in why health
services were organized in the way they were, and why people
used them the way they did. Thus community medicine
seemed a logical alternative to general practice."
Taking a D.P.H. course, and financing it himself-helped

by his wife going out to work-so that he was free of any
"strings," Dr. Erridge then spent some time as a medical
officer in a public health department which had good liaison
with a university. With a particular interest in the organiza-
tion of community services he foresaw that the developments
in the health services would require an expansion of teaching
in this field. He was fortunate to be able to pursue some aca-
demic activities while in his departmental job, and when a
university vacancy turned up he applied and was appointed.
Asked to define community medicine, he saw it as "that
branch of medicine which is concerned with the identification
and priority assessment of health needs within a population;
and the planning, organi7ation, and evaluation of services
designed to meet these needs."

Financial Loss

His experience in hospital and general practice has proved
invaluable but it does mean that he is older than many of his
academic colleagues. However, neither this nor the consider-
able financial loss he has suffered as a result of changing
careers deters Erridge from continuing along his chosen path-
at least not for the present-though he admits that if his
income does not improve within the next year or two he will
have to move laterally to more lucrative employment in the
health service, if only for the sake of his family.
He thoroughly enjoys his work. He concedes readily the

ease with which his work can be arranged around his basic
teaching commitments, and for this reason he is not under the
same sort of pressures that affect, say, a consultant in general
surgery. In Dr. Erridge's average working week the equivalent
of one day might be spent on formal teaching and the
associated preparatory work. He contributes to a D.P.H.

course, a health visitor course, to undergraduate
teaching, and to occasional short postgraduate courses, mostly
on various aspects of medical care. The equivalent of another
day might be taken up by the administrative work for the
courses. A third day is likely to be spent on "informal"
teaching, and a fourth on research. The fifth day's occupa-
tions could be classified as "miscellaneous"-university com-
mittees and boards, outside meetings, etertaining visitors,
occasional extramural teaching, and jounal abstracting. He
usually starts work soon after 8.00 am. and on the three or
four evenings a week when not kept back by some function or
other he gets home around 6.00 p.m. As often as not, how-
ever, Erridge will go out again later, either to some profes-
sional meeiing or to a local non-medical meeting. 'Weekends
I try to keep to myself and my family, apart from a few hours
reading, and I take about three weeks holiday a year," he told
me. He claims to be busier now than when in practice, and
though his wife is delighted to be free of practice commit-
ments she sees him less often. Relief from night calls is wel-
comed by both of them.

Attitude to Patients

I asked him if he still saw patients. He does, but stated
frankly that he will not miss them when his present clinical
sessions cease. Stressing that medical administrators would no
doubt be all the better for a continuing contact with clinical
medicine, Erridge said practical problems made this difficult,
and observed wryly "that many medical administrators prob-
ably migrate to administration because they are not particu-
larly attracted to personal medicine."
As a teacher, Dr. Erridge welcomes the chance to explain to

students the organization of medical care with its financng
and planning problems. The attitude of more senior members
of the profession towards his specialty tends to indifference,
he admits, but there is a distinct surge of interest among
younger consultants and senior registrars, many of whom are
willing to attend courses to learn more about angement in
the health services. The proposed faculty of the Royal College
of Physicians to embrace his specialty excited Erridge's inter-
est, and if established he thought the status of community
medicine would be enhanced. Undergraduates were very inter-
ested in the subject, but in the scramble for available teaching
time new subjects tended to get a relatively small share. "The
case of communty medicine is strong, and can in time be got
over to the profession by reasoned argument and education."
But he expected, and appreciated that doctors will want prac-
tical proof of what it can do. For this more research into the
evaluation of medical care and management techniques was
essential. "Once the concept of proper management in medi-
cine can be sold to clinicians," argued Erridge, "we are well
on the way to improving the health services for everyone."
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Research

Erridge complained that his department was hampered not
only by lack of resources, but also by a shortage of experi-
enced people qualified to do the necessary research. Of
course, lack of resources was a universal problem, but the lack
of experienced people was due in the first instance to under-
standable clinical bias in medical school training. "Only time
will tell," he-commented, "whether more teaching of commu-
nity medicine at undergraduate level will materially alter the
attitudes of newly qualified doctors and persuade more able
candidates into this branch." Nevertheless, despite these handi-
caps he and his colleagues are undertaking several research
projects, ranging from an experimental multiphasic screening
clinic-primarily of the middle-aged man-and a patient-
attitude survey to health centre practice, to the prevalence of
mental subnormality in the community.

Dr. Erridge spoke of the need to use existing staff as
efficiently as possible. "It is said to be easier to establish a
new lecturer's post than to get an extra clerk-typist, and my

experience bears this out." He thought that if there was suit-
able help to relieve the skilled staff of routine clerical and
administrative chores there would be more time to plan
research as well as to organize ways of raising more money.
He himself had developed an interest in medicopolitics
recently, partly by chance but also because he felt strongly
that he was in no position to complain about the lack of voice
for his particular specialty unless prepared to play an active
part himself. His preliminary impression of medicopolitics-
reflecting a managerial approach perhaps-was that the machi-
nery of democratic representation was far too cumbersome to
enable decisions to be taken quickly and effectively.
Asked about his professional status in the new career he

had chosen, Erridge replied that there was probably a subtle
change in the attitude of some of his clinical colleagues when
he transferted from practice to a public health departmnent.
However, he thought that now he was regarded on a par with
his clinical colleagues, a situation he saw as encouraging for
the future of a branch of medicine which he so firmly cham-
pioned.

New Appliances

Adjustable Cervical Spinal Bridge

Mr. PHILLIP HARRIS, consultant neurosurgeon, Royal Infir-
mary, Edinburgh, writes: An adjustable bridge for attachment
to the longitudinal side members of a turning frame has been
devised to facilitate the reduction of certain dislocations and
fracture-dislocations of the cervical spine and to help main-
tain the position of an unstable cervical spine (Fig. 1). The
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FIG. I.-Adjustable cervical bridge.

bridge is secured to the frame and is so made that it can be
attached to turning frames of different widths, so that the
pressure pad under the patient's neck is always centrally
disposed.
The purpose of the bridge is to act as a fulcrum (a con-

trolled force) under the dislocated or fracture-dislocated por-
tion of the spine, so that the skull traction (the applied force),
using calipers and weights with a pulley (Harris and Wu,
1965), can more easily a;nd reliably produce reduction of the
dislocation. It is possible to adjust the height of the central
vertical bar of the bridge (with its rubber pad) to achieve
optimal correction of the spinal defonnity, as shown by
radiographic studies. The bar is then locked in place (Fig. 2).
Once spinal reduction has been obtained the bridge may be

left in place; for example, during an anterior cervical opera-
tion, to excise bone and intervertebral disc fragments, and
for interbody bony fusion. In addition, during any anterior

cervical spinal operation-for example, for cervical spondylosis
-the bridge can be a valuable, firm support to the neck.
The support may remain in place for days or weeks, to

maintain the spine in the optimal position to allow bony
fusion to occur, or it can be removed as soon as the dis-

F.._

FIG. 2.-Bridge in place on the turning frame.

located spine has been reduced. It has proved to be practical
and safe in use.

I am indebted to Dr. William R. Marsh, who drew the plans
for the bridge and made the prototypes. Patents are assigned
to the National Research Development Corporation, Kingsgate
House, 66-74 Victoria Street, London S.W.1.
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