
BRITISH MEDICAL JOURNAL 15 JANUARY 1977 157

sinister, it cannot be assumed with certainty that the same cause
is responsible. I would urge that, after suitable explanation, she
should be referred for a consultant's opinion and undoubtedly
a confidential letter explaining the details of her case and the
desirability of proceeding cautiously towards further investi-
gation would be well received.

Postscript to the problem

There was division of opinion among the doctors in the

practice as to the correct initial management of this patient.
Eventually we agreed not to refer but wait and see. Ten days
later the same story was presented again, symptoms this time
occurring four days after intercourse. This time, after a short
discussion, referral was proposed and surprisingly happily
accepted. A full range of examination and investigation has been
completed, the only abnormality being a mild trigonitis of
uncertain clinical importance. The last letter from the consultant
was received six weeks ago and, so far as we can discover, the
patient has not been in touch with the practice by phone or in
person since. It seems that everybody has won this time.

Contemporary Themes
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Representatives of the Conference of Medical Royal Colleges
and their Faculties in the United Kingdom and of the British
Medical Association have, as a joint working party, discussed the
ethical responsibilities of the medical profession in the context
of a national health service. It was clear to both bodies in-
dependently that the increasing involvement of the State in mat-
ters of health care poses several ethical problems that have not
previously been adequately examined.

In this report the working party has tried to identify the
major dilemmas and uncertainties and to suggest some ethical
criteria. These suggestions are in no way intended to reflect the
official policies of the constituent bodies represented on the
working party, nor should they be regarded as an attempt to
dictate to others. But it is hoped that doctors will accept this
document as a basis for thought and discussion and that even-
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tually some principles will emerge that will be widely accepted,
though in matters of ethics it would be unreasonable to expect
unanimous conclusions.

Principles

The working party believes that the following principles are
worthy of general acceptance.

(1) The ethical obligations of an individual doctor to a patient under
his active clinical care are absolute and inescapable.

(2) Since everybody is a potential patient, a doctor's ethical obliga-
tions to those who are not already under active clinical care cannot be
so clearly defined or agreed. If it is accepted that the medical pro-
fession itself has a general obligation to the community, the one
certainty is that this does not exist in isolation. If the State has under-
taken to provide health care for the community, it too has obligations,
both to the medical profession and to the community. It is also
responsible for defining the limits of the health care to be provided
in a government service and for making available the resources, both
physical and human, for its delivery.

(3) As a near-monopoly employer of doctors, the State clearly has
a special obligation to ensure that professional ethics are not brought
in conflict with doctors' contractual obligations. The imposition on
doctors of legal obligations incompatible with ethics would compel
them to leave the National Health Service in order to practise inde-
pendently.

(4) If the State ever became a monopoly employer and forbade
independent practice, even this option would be denied to doctors.
In this situation, if the State were to impose obligations incompatible
with ethics, there would be no way at all that a doctor could protect
his patients and insist that their interests must come first. This would
be disastrous for the community in general as well as for the pro-
fession of medicine.

(5) If a dispute between the profession and the State as a near-
monopoly employer cannot be resolved, each individual doctor must
continue to rely on his own conscience to determine his ethical
obligations and must continue to be guided by these in the actions he
may take.

(6) Govemment has a special obligation to establish machinery
acceptable to doctors that will prevent or resolve disputes that may
lead to a conflict of obligations. The present machinery has proved
inadequate, and a more effective means of conciliation is required.
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Discussion

PATIENTS UNDER ACTIVE CLINICAL CARE

The ethical responsibilities of a doctor to patients under his
active clinical care are set out in several codes and declarations.
We consider it to be unethical for a doctor to withdraw his care

from such patients without arranging for their alternative
medical treatment. The principle concerned is recognised in the
terms of service of doctors working in the Health Service. The
provision of health care before 1948 was based largely on the
unwritten contract that existed between the doctor and his
patient. The change that took place in 1948 whereby the great
majority of doctors now provide medical care under a contract
of service (in the case of hospital doctors) or a contract for
services (in the case of general practitioners) with an employing
authority, to which the patient is no longer a party, has in no

way altered the ethical obligations and responsibility of a doctor
towards patients who are under his active clinical care. The
individual doctor's primary ethical obligation is to his patient,
and on only those terms can he be employed by others. In a

free society it must remain an essential part of any contract
between the State and doctors that this ethical obligation is
respected by both.

ETHICAL DILEMMA

Irrespective of the law, the ethical dilemma of the doctor
remains. If he-knows that patients will suffer if he withdraws
his services even partially, and that they will also suffer if he can
make no effective protest against potential harm to their interests,
what is he to do ? Those who maintain that it is always unethical
for a professional man to withdraw his services-which in the
view of many is the only effective weapon available to him when
persuasion fails-are in danger of accepting for doctors a

position of subservience to their employers that would preclude
them from maintaining their standards. The desire not to harm
patients by direct action may then result in harming them by
doing nothing. It is unreasonable to expect a profession to
remain passive in the face of declining standards, inadequate
resources, and lay intervention in the doctor-patient relationship
in a way that may affect it adversely. Nor, however, is it accept-
able to the majority of professional men and women to be
driven to take "industrial" action, with all that that implies.
The following argument might be put forward, and some, by

what they write or say, appear to accept its validity: (1) that the
State has taken over certain responsibilities on behalf of patients;
(2) that to honour those responsibilities the State employs the
great majority of available doctors on a near-monopoly basis;
and hence (3) that the State has aggregated the individual
ethical responsibilities of these doctors and can therefore regard
the profession as standing in the same ethical relationship with
the State as does each individual doctor with his patient. This
concept of the corporate responsibility of the State overriding
the responsibility of the profession, however, is untenable for
several reasons. The State has neither the knowledge nor the
obligation to honour professional standards and so cannot usurp
the profession's ethical responsibilities. Nor can the profession
surrender to others the ethical responsibilities that it has to its
standards and to the community it exists to serve.

It is difficult to reach any conclusion other than that the State
and the profession have a joint responsibility and that hence
each has a peculiar obligation to the other. The profession should
not require the State to renegue on its social responsibilities,
and the State should not require doctors to renegue on their
ethical responsibilities.
The dilemma that exists and seems likely to persist is that the

two sets of responsibilities are occasionally incompatible, if not in

direct conflict. For example, the profession may justifiably think
that it has an ethical responsibility to provide the best available
treatment, while the State may regard itself as being responsible
to the community to limit the resources available to the National
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Health Service on criteria other than the needs of patients. With
this type of conflict one or other view cannot be sustained and
each individual is thrown back on his own ethic to determine
what action he will take.

OBLIGATIONS OF EMPLOYERS

Certain sections of the Industrial Relations Code of Practice
(1972) draw attention to the special obligations of professional
employees and to the parallel obligations that employers have in
relation to them. In particular, both parties are charged with
the special duty to co-operate in preventing and resolving any
conflict that may occur between obligations arising from mem-
bership of a profession and those that the professional employee
owes to his employer.

In the context of the National Health Service we must
emphasise that because of their ethical obligations doctors must
be treated differently by their employers from other groups of
employees whose range and powers of action in supporting their
claims are less fettered. The Government must take special care
to establish effective negotiating machinery, and both parties
have a special obligation to use that machinery effectively.

WITHDRAWAL OF SERVICES

Doctors hold widely differing views about withdrawal of
their services. Some think that in no circumstances is it "ethical"
for them to withdraw any part of their services; others say that
this is the only effective weapon that they can use to enforce
their legitimate demands (with various opinions within the
latter on what constitute "legitimate" demands). Such divergent
views cannot be reconciled, but we wish to emphasise certain
matters.
Withdrawal of services from a monopoly supplier has much

greater consequences for the community than withdrawal of
services from a near-monopoly employer or from one of a number
of competing employers, since in the former case no alternative
exists to provide even an emergency supply. The National
Health Service is not yet a monopoly employer, though the
profession has fears that it might become so. Those fears must
be intensified by the knowledge that within a monopoly national
health service doctors could not treat patients outside it and
would therefore find themselves totally prevented by their
ethical responsibilities from even a temporary withdrawal of
services. Such a situation would present the ethical dilemma
at its most critical.

In a near-monopoly situation the profession could, at least
in theory, withdraw from its employer all services other than an
emergency service and could provide, for the treatment of other
patients, a service on a private basis (which could be free to those
unable to pay). The definition of an emergency service would
have to include treatment for which adequate facilities exist only
in National Health Service hospitals or premises. Such a sugges-
tion is by no means new, and it is relevant that objections to it
have largely been practical rather than ethical.
As in so many ethical dilemmas, differences of interpretation

arise from disagreements on how far the immediate interests of
patients can be sacrificed to their long-term interests. Assuming
that withdrawal of services, to be effective, necessarily involves
some element contrary to the interests of patients, then clearly
what is ethically acceptable depends on the degree of dis-
advantage to patients that would result from the action that is
being opposed. To take an extreme, and hypothetical, example,
if a government were to say, "We are going to legislate to outlaw
all independent practice and then withdraw from patients the
right to choose their doctor; the State will decide this for them,"
many doctors might well say that the long-term disadvantage
to patients would be so serious that they would withdraw
altogether from such a health service, even if this decision
resulted in considerable short-term interference with the
interests of patients.
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It has to be accepted, therefore, that within the profession
there can be conflicting views and actions that are equally valid
in ethical terms; and, therefore, that ethical considerations alone
will not provide the answers to all of the problems that the
profession has to face in its relations with the State as a near-
monopoly employer of doctors.

This makes it doubly important for both sides to avoid causes
of conflict to a point at which some withdrawal of services
becomes the only remedy for doctors to preserve their pro-
fessional standards and protect the long-term interests of their
patients. Government has a special responsibility not to create
such conflict by pursuing purely political ends. The profession
has a special responsibility not to create such conflict purely to
further the advantage of its own members.

If both sides were to accept these principles the relationship
between the profession and the State (and perhaps between
other professions and the State) would become clearer and more
manageable.

Conclusions

(1) In a national health service, while the ethical

responsibility of a doctor to his individual patient re-
mains unchanged, the ethical responsibility of the
medical profession itself to the community becomes part
of a joint responsibility shared by Government and the
profession. If there were some joint announcement of the
acceptance of this principle by Government and the pro-
fession it would be to the advantage of all.

(2) Both parties should admit that the machinery of
consultation now available does not effectively minimise
the possibility of confrontation between Government and
profession, nor effectively and speedily resolve con-
frontation when it occurs.

(3) It follows that both parties should admit that the
responsibility to the community is not being discharged
and cannot be discharged unless some more effective
machinery of conciliation is introduced.

(4) It is a matter of urgency that discussions between
the Government and the medical profession shall start
in order to decide how best such machinery can be
introduced.

(january 1977)

Today's Treatment

Diseases of the alimentary system

View from general practice

J G R HOWIE

British Medzcal Journal, 1977, 1, 159-161

In general practice alimentary diseases form the smallest
proportion of diseases of the major systems that can be classified
in traditional hospital terms, but the largest proportion (nearly
one-third) of those handled on a symptomatic basis. The recent
national study of morbidity seen in general practice' recorded
only some 4%,, of all episodes of illness as caused by classifiable
disorders of the system, with a further 4% of episodes grouped
under the category of unclassified symptoms relating to the
digestive tract. When the wide variations among doctors in their
preferences for disease as against symptom labelling is also
considered, it can be seen that the difficulty in deciding whether
to discuss diseases or symptoms becomes a major one.

Before considering treatment it is reasonable to look at the
figures already quoted in terms which reflect the day-to-day
work of family doctors. One patient in 12 will present a disorder
of the alimentary system, and this will represent three or four
consultations during the average day. Nearly half will be acute
diarrhoea or vomiting. Dyspeptic illness is next commonest,

Department of General Practice, University of Aberdeen, Aberdeen
AB9 2ZD

J G R HOWIE, MD, MRCGP, senior lecturer

patients in this category being seen at the rate of perhaps two
a week. Depending on policies of investigation, half will
have proved ulcers, half suspected ulcers. Most of these patients
will not be consulting for the first time with such symptoms.
During the course of a year an average of some 20 patients will
present with each of the diagnoses aphthous ulcer, dental
abscess or caries, hernia, fissure, haemorrhoids, and constipa-
tion, although many more will have laxatives prescribed without
regular consultation. Except in epidemics, jaundice is a rare
condition. From the total of undifferentiated illnesses that
include abdominal pain as a symptom (most alimentary com-
plaints are in this category) possible appendicitis is probably
diagnosed less often than once a month (and confirmed as
correct in terms of needing surgery in half these cases); acute
gall bladder disease is about equally prevalent. New diagnoses
such as perforated ulcer, haematemesis, ulcerative colitis,
obstruction, carcinoma of stomach, carcinoma of colon, and
carcinoma of rectum are made no more than once or twice
each during an average year.
The general practitioner thus carries into his thinking about

treatment of alimentary disease three groups of disorders;
the first is of common disorders, difficult to define in precise
aetiological or diagnostic terms but usually benign and often
self-limiting; the second contains comparatively uncommon
conditions which are often materially inconveniencing, fairly
easily defined, and usually treatable; and the third is composed
of rare but serious conditions that need early recognition for
saving life.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6054.157 on 15 January 1977. D
ow

nloaded from
 

http://www.bmj.com/

