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College of General Practitioners, with the Chief Medical Officer
of the Ministry of Health and the Directors General of Medical
Services of the Armed Forces. Next came the procession of the
President and Officers of the B.M.A., with the Association's
mace, which was placed on the high altar, then the Cathedral
choir and clergy, followed by the civic procession. Finally to
the fanfare of trumpets the Duchess of Gloucester entered,
preceded by the Lord Lieutenant of the County, Lord
Ashburton, and accompanied by the Lord Bishop and the Dean
of Winchester.

After the Dean of Westminster had delivered his address, and
after an anthem and prayer, there were four lections from the
New Testament, read from different parts of the Cathedral so
that the congregation could participate more easily in the service.
The matron of the Royal Hampshire County Hospital read from
near the high altar ; the chairman of the Winchester Division,
Mr. G. C. D. Roberts, from the centre of the Quire; the chair-
man of the Representative Body, Dr. Ronald Gibson, gave the
third lection from the west end of the Cathedral ; and the last

lection was by the President of the B.M.A., Dr. E. A. Gerrard,
at the Nave altar. The service ended with the blessing by tht
Bishop of Winchester, and the processions re-formed and left
by the west door.

Specially composed for the service was the music by Mr.
Alwyn Surplice of an anthem whose words were arranged by the
Dean of Winchester, the Very Reverend 0. H. Gibbs-Smith. A
processional hymn was composed by the Sacrist, the Reverend
H. C. A. Gaunt.

After the service B.M.A. members and their guests were enter-
tained to tea at the Deanery and the Pilgrims' Hall. The Mayor
and Mayoress of Winchester, Councillor S. G. Steel, J.P., and
Mrs. Steel, gave a luncheon in Abbey House. All who attended
the Festival greatly appreciated the excellent organization which
made the day so enjoyable. The B.M.A. is indeed indebted to
the Winchester Division under its chairman Mr. Roberts, ably
assisted by the hon. secretary of the St. Luke's Service, Dr.
P. F. B. Riley, and all those others who worked so hard
to make the day a success.

General Practice To-morrow*

JOHN FRY,t M.D., F.R.C.S.

Brit. med. J., 1964, 2, 1064-1067

Will There be a " To-morrow " for General Practice ?
Before planning for the future we have to agree that the general
practitioner has a useful part to play in medical care of to-
morrow. This has been seriously questioned by some quite
eminent authorities. 'It has been suggested that, because of
our changing world with its tremendous advances in the basic
and applied medical sciences and with the inevitable increasing
needs for specialization and superspecialization, the general
practitioner is an outdated and outmoded anachronism, out of
touch with modern social and cultural concepts, and unable
to apply modern techniques to his work.

This type of thinking has led to an international crisis con-
cerning the place of the general practitioner in any system of
medical care. It has also led to a considerable loss of self-
confidence and lowering of status in the eyes of the public
and the rest of the profession, as is evident from the 500 letters
in the correspondence columns of the British Medical 70urnal
in the first six months of 1964 ; it has even led to strikes of
doctors in Belgium and Saskatchewan.
The problem is no local or even national one, nor one

peculiarly related to the British National Health Service, but
an international and world-wide problem, as is proved by the
recent report of a World Health Organization Expert Com-
mittee on General Practice (W.H.O., 1964).
A simple and practical answer to the question of whether

the personal and family G.P. is really necessary is to pay a
visit to Stockholm and various large cities of the U.S.A., where
the G.P. or family doctor has ceased to exist. All is chaos
in terms of personal and family care. All doctors are
" specialists " in Stockholm. The patient finds it impossible
to call out his regular doctor for an emergency. A 24-hour
emergency call service has to be provided by the local health
authorities to meet these demands. The front line of medical

care has been shifted to the front door of the hospital ; patients
having free access to the hospital specialists swamp the out-
patient departments-surgical and E.N.T. clinics reach the
100-patient mark each session and consist of many G.P.-type
disorders that certainly do not require hospital care.
Without the protective shield of general practice the expen-

sive hospitals are misused and wasted. Without general practice
the individual and the family suffer.
To quote from the W.H.O. Report (1964): " The Committee

[an international one from many parts of the world] is strongly
of the opinion that general practitioners fulfil an essential func-
tion, and will continue for the foreseeable future to fulfil an
essential function, in the medical services of all communities,
since the kind of continuing and comprehensive care that they
provide meets the basic needs of the individual, the family,
and the community."

However, the W.H.O. Committee continue and note that:
"This is not to say that all is well in general practice to-day
or that it should be left to continue as it now is . . . general
practice suffers from defects that must be remedied in order
to bring medical care up to the standards now required by
medical progress and often demanded by the public."

What do we Expect of the General Practitioner ?
Let me try to define and delineate some of the tasks that have

been set the G.P., so that we may consider his requirements
for the future.

Distillation of the most recent reports concerning general
practice (W.H.O., 1964 ; Gillie, 1963 ; Porritt, 1962 ; Cohen,
1954) reveals a most frightening list of functions and duties
that we are setting ourselves in this branch of medical care.
We ask the G.P. to provide front-line medical care; to act

as a personal, family, and community doctor; to provide com-
prehensive and continuing care over a lifetime ; to assess,

* Read at the Annual Meeting of the British Medical Association, Man-
chester, 23 July 1964.

t General Practitioner, Beckenham, Kent.
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diagnose, and manage medical, social, mental, and obstetric
conditions; to educate his patients in health and hygiene;
to work in hospitals; to carry out effective public health and
preventive duties ; to carry out research; to keep abreast of
medical progress and continue lifelong professional studies ; to
teach medical students; to sit on committees; and, when
able, to live a normal family life.

Is this asking too much of flesh and blood, to combine all,
or most, of these duties and at the same time maintain a high
quality of medical care ?

I believe that it should be quite possible to do all this, and
perhaps even more, in a well-organized practice, but at present
most of our practices are highly disorganized and we have to
take a careful and critical look at the present situation to see

how it might be improved in the future.

Facing up to Facts
Some basic re-thinking about general practice is urgently

required and the lessons must be comprehended and applied
by us all.

Special Features of General Practice
Some Elementary Facts.-The general practitioner works and

lives in a relatively static community of some 2,500. He cares

for the ills of this community over many generations, providing
continuing and comprehensive care. He really does get to
know his patients, seeing each one on average four times a year
and some 90% at least once in five years. There are some

100 G.P.s covering the area of a single district hospital (250,000
population), and it is areas of such a size that are to constitute
the basic health regions of the future.

Disease in general practice has a different picture from that
in hospital. Table I shows the expected annual morbidity
experience in one average practice. How does this compare
with what may be seen in hospital ? Table II (adapted from
Hodgkin, 1963) shows comparable experiences per 1,000
incidents.

TABLE I.-Annual Morbidity Experience (In Persons) of an Average
British Practice of 2,500 Persons

Minor Illness No.

Upper respiratory
tract infections .. 500

Emotional disorders 250
Common digestive

disorders .. 200
Skin disorders .. 200
Acute otitis media 50
Wax in ears .. 50
Acute back .. .. 50
Acute urinary infec- 50

tions .. .. 50
Migraine .. .. 25
Hay-fever .. .. 15

Major Illness No.

Pneumonia and acute
bronchitis .. .. 50

Anaemia .. .. 40
Coronary heart disease 15
New cancers .. 6
Cancer of lung .. 1
Cancer of stomach

< 1 (0 74)
Cancer of breast

< 1 (0 75)
Cancer of rectum
and prostate < 1 (0 52)

Cancer of cervix
< 1 (0 22)

Acute appendicitis .. 5
Glaucoma .. .. 3

*l Chronic Illness No.

Chronic bronchitis .. 50
Asthma .. .. 25
Peptic ulcer .. .. 25
Hypertension.. .. 25
Cerebrovascular disease 15
Rheumatoid arthritis.. 12
Epilepsy .. .. 10
Diabetes .. .. 8
Pulmonary tuberculosis 5
Pernicious anaemia .. 5
Parkinsonism.. .. 3
Disseminated sclerosis 2

The G.P. sees a quite different spectrum of disease-in
conditions such as hypertension and peptic ulcer the hospital
specialists see only some 10% of the cases that are seen and
managed by the G.P. Studies in my practice have shown that
the G.P. is able to cope alone with some 90% of the work
facing him, provided that he has full diagnostic facilities (Fry,
1959).

It is of some interest to note the very wide range of varia-
tions of the use made by doctors on the diagnostic departments
and to stress that the requests made by G.P.s are almost always
reasonable and are for the simplest tests (Fry et al., 1964).
The volume of work facing the doctor is known. On average

he carries out between 10,000 and 15,000 consultations each year.

From this we can calculate the time he spends at work. Let us
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assume he is an average type and sees each person four times
a year, and let us be generous and allow him 10 minutes per
surgery consultation and 20 minutes per visit, and let us accept
that the surgery visit ratios are 3: 1 for urban practice and 1: 1
for rural practice. The urban G.P. will therefore spend some
8i hours each day and 42 hours in a five-day working week.
The rural G.P. will have a 10-hour day and a 50-hour week.
On the other hand, if these G.P.s find that they have to provide

TABLE II.-Comparable Morbidity Experiences in General Practice and
Hospital (After Hodgkin, 1963) (Per 1,000 Incidents)

Hospital Disease General

(I.P.) Practice

300 New growths . .4

12 Disseminated sclerosis. 1
30 Cerebrovascular disorders. 2

5 Malignant hypertension..
15 Benign hypertension. 6
15 Coronary heart disease 2
40 Rheumatic heart disease 1

Upper respiratory infections .250
45 Pneumonia and acute bronchitis .20

90 Peptic ulcer ... 30
15 Regional ileitis and ulcerative colitis.
75 Acute appendicitis. 1
65 Hernia. 2
25 Acute intestinal obstruction 2
55 Gall-bladder ..2

25 Neuroses 140
2 Psychoses 1

six items of service a year for each patient on their list then
the situation' becomes terrifying. The urban G.P. will be
working a 10k-hour day and a 62-hour week and his unfortunate
rural G.P. colleague will be working a 15-hour day or a 75-hour
week.
These sums are quite inadequate as a measure of the work-

load of a G.P., and we must have more information on this
matter. The only reliable study reported so far has been that
of Crombie and Cross (1957). Dr. Crombie found that in his
3,500 Birmingham practice he was spending an average of only
33 hours a week in contact with his patients.
The doctor works in isolation and at present is unable to

tackle anything more than the clinical problems which his
patients care to bring to him. He has not yet been educated,
or provided with the means and techniques, to prevent and
manage the eminently preventable physical diseases such as
cancer, anaemia, diabetes, chronic bronchitis, hypertension, and
glaucoma, let alone the more complex and diffuse social and
mental troubles.

Table III shows the " iceberg " phenomenon of undiagnosed
and existing disease in a practice of 2,500 waiting to be picked
out and managed.

TABLE III.-Some Undiagnosed Illnesses in a Practice Population of
2,500 (After Last, 1963, and Logan, 1963)
Disease No.

Pulmonary tuberculosis .2 (for assessment)
Cancer oflung .1 every 2 years
Cancer ofcervix .2-3 positive smears annually
Diabetes .6-8
Bacteriuria .100

Chronic bronchitis 200
Hypertension 100
Depression. 110 (of these 6 will attempt suicide)
Anaemia .200

To show the social problems facing a G.P., Table IV lists
some of the annual social happenings in an average practice.

TABLE IV.-Annual Social Happenings in an Average Practice
Type No.

Elderly isolates living alone ..
Persons receiving National Assistance
Children living with only 1 parent .
Illegitimate births
Divorce.
Problem families I ..
Adult comitted to prison
Juvenile delinquents ..
Chronic alcoholics

.. 40

.. 100

.. 40
3

. 5-10
..1

4
4 (plus some 8 unknown)
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Premises

Although the premises from which we practise do not

necessarily directly control the quality of our work, it cannot

be denied that working from good and adequate modern pre-

mises will bring improvement.
What are our premises like at present ? In a recent study

carried out by the College of General Practitioners (1964) on

nearly 200 randomly selected practices from all over the country

it was found that no less than 60% of G.P.s' premises were built
in the last century or earlier and only 15% have been built
within the past 20 years. In a smaller study of 33 "good
general practices," Fry et al. (1962) considered that 60%zo of
the premises were quite unsuitable for any form of medical
work. In the College study it was also found that 57% of
doctors still live on their premises, that nearly 40% have no

clerical or secretarial assistance at all, that only 10% run an

appointment system, that only 9% have a nurse, and that only
one-half run a separate antenatal clinic and one-third a child-
welfare clinic.

Here, then, are the problems of organization facing general
practice. A very major programme of capital support and
advice is necessary.

Morale

It is almost impossible to provide an accurate measure of
morale in general practice, but some pointers can be obtained
from the College study.
When asked whether, if they had a son or daughter, they

would encourage him or her to enter general practice, medicine,
or neither, 55% replied that they would encourage them to

enter general practice, 22% to take up medical work apart from
general practice, and only 23% were strongly against medicine
as a career.

Among the " likes " of general practice were personal contact

(54%), independence (20%Ad ), variety of work (19%), and even

pay (5%).
Among the " dislikes " were being on call continuously (30%),

attitudes of some patients (23 %), triviality of the work (22%),
inadequate leisure (17%), pay (12%), and overwork (11%/,,).

What Must be Done ?

Above all else we must be sensible, calm, and practical. It
is worse than useless to throw up our arms in despair and
blame " them "-the Ministry, the B.M.A., or whoever excites
our wrath. It is not "their" fault. The present problems
facing general practice are world-wide and have to be faced
internationally as well as nationally. We can all learn from
each other's achievements and failures.

It is quite unrealistic to scream for more doctors and smaller
lists. We just cannot have these within the foreseeable future
-not within 10 years and perhaps even not within 20 years,

even if we double the take-in of medical students now. Nor
is it very much use to expect a different system of remuneration,
one more beneficial to the doctor, to solve major problems
of shortage of manpower, of the nature of the work organiza-
tion, of premises, and of application of new advances and
techniques of medical care.

What can and must be done ? In terms of priorities I would
place the following.

1. A Beeching-type Analysis of General Practice Must be
Urgently Undertaken.

This medical " Dr. Beeching " must be given sufficient powers
to recommend, if he so thinks, closing uneconomic " lines " and

the expansion and development of medically and sociologically

BRITISH
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profitable " lines." Such analysis should, once started, become
a part of the essential administrative organization of general
practice. Continuing critical and analytical operational research
is necessary for the evolution of general practice. There are
already potential units in Manchester, Oxford, Edinburgh, and
London where such studies could be undertaken. These studies
must be carried out by professional researchers and not be left
to us amateur G.P.-researchers.
New ideas will emerge and opportunities must be available

to try out new experiments in organization of medical care.
The proposed new towns of South-east England offer just these
opportunities.

2. Education
Our medical education must be recast to meet current

problems and not those of our ancestors.
It is now clear that general practice is a specialty and requires

special postgraduate training. Fortunately, experiments
sponsored by the Nuffield Provincial Hospitals Trust are being
carried out in Wessex and Bristol. However, education must
start even earlier in the undergraduate and graduate phases,
and the proposals set out in " A School of Medicine and Human
Biology" (Malleson, 1963) should be examined carefully.
The methods employed by the R.A.M.C. in training their

officers for general practice at ordinary levels and for the more
senior " chiefs of general practice " also merit examination and
praise.

3. Health Team
We must make the best possible use of all medical resources

that are available now and work as a team. This is a truism,
but it needs frequent repetition and closer examination.

Let us start from the fact that there are 23,000 G.P.s in
Britain. At present these doctors work in 10,490 " G.P. units "

-that is, in 10,490 practices. Some are larger than others, as
is shown in Table V. At present, then, there are these 10,490

TABLE V.-Numbers of G.P. Units of Various Sizes

Size of Practice

1 doctor (single-handed) ..

2 doctors ..
3 doctors ..
4 doctors ..
5 doctors ..
6+ doctors

No. (approx.) No. of G.P. Units
_ A _~~~~~5,0

5,000
7,000
4,000
2,000
650
450

5,000
3,500
1,300
500
130
60

10,490

G.P. units. We know very little of their viability, their
efficiency, and their potential. We need to construct a model
which would help us to plan for future development. But
before we can do this we must look at the other members of
the health team. A great deal has been heard of working
together with health visitors, home nurses, and district mid-
wives, but how many of these ladies are there to go round ?

At present there are some 5,500 health visitors (full-time
equivalents)-that is, one to every four G.P.s; there are 5,500
district midwives, one to every four G.P.s ; there are 7,700 home
nurses, one to every 21 G.P.s ; and there are 28,000 home helps,
1l for every G.P.

In addition, it has been established from a survey carried

out by the College of General Practitioners that there are some

3-6 ex-S.R.N. nurses in each practice with whom the G.P.

would be prepared to work-this hidden source of nursing
potential is as yet untapped for general practice.
We have insufficient information about how and to what

extent such a co-operative health team could reduce the work-

load of a G.P. and allow him more time. In no practice have

the health visitors and home nurses been used to their full
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capabilities. It is very likely that some one-third of our work
could be effectively and safely done by nurses. This is what
happens in Sweden in areas outside the large towns, and the
system works-one G.P. working with three to six Swedish
nursing-social workers copes with 6,000-10,000 persons. We
must go to Sweden to learn more about how this is done. For
a model we may take, then, a population of 10,000 persons:
the health team's complement is shown in Table VI.

TABLE VI.-Model of a G.P. Unit
Population 10,000

Doctors. 4
Clericalstaff .4 (2 part-time)
Cleaners. 3
Health visitor. 1
District midwife. 1
Home nurse .1-2
Home helps. 6
S.R.N. potential in the area .. .. 5-10 (part-time)

The antiquity of our premises is obvious, and nothing short
,of a drastic rebuilding on a national scale will correct the
deficiencies. Before considering costs and types of premises
we must come to some agreement on the size of our G.P. units.
We must steer between a too-small and uneconomic and
ineffective unit and one that is too large and impersonal.
Ultimately the size and type must depend on local and personal
factors. In an urban area a group of four to six doctors would
seem suitable, caring for a population of 10,000-20,000 persons
and deploying their team in an effective manner.

If one accepts that we require some 5,000 to 7,000 G.P. units
to cover our population, and assuming that we might be able
to build each one for some £10,000, then £50m. at least would
be necessary to provide new premises for G.P.s. Let us
remember that the hospital plan is to cost £750m.

4. The Hospital " Firm "
Major problems are contact, communication, and relations

-between G.P.s and hospitals. The roles of the hospital as a
diagnostic and therapeutic centre are well recognized, less so
are its functions in teaching and in acting as a leader and focal
point for the greater medical profession in its area. In spite
,of what has been done by way of clinical assistantships, post-
graduate courses, and various liaison committees, all is still
-not well.

I would like to put forward a scheme whose format goes
-right back to my medical-school days.

In order to achieve closer co-operation some regular and
permanent and formal links between hospital and G.P.s are
needed. " Hospital firms " should be formed and all local G.P.s
should be made honorary members of the staff. One physician
and one surgeon should combine to form a "firm" and a
number of local G.P.s should be invited to become affiliated to
it. This affiliation would be for a limited period and then a
change around of firms would occur. These firms would
arrange staffing of some of the hospital's appointments; they
would arrange teaching and work out effectively methods for
caring for patients both at home and in hospitals by close
co-operation within the firm.
Under the hospital plan the basic units will be district

hospitals caring for a population of 250,000. Each hospital
will have five physicians and five surgeons, and there will be
100 G.P.s in such a region.
Although in theory there might be up to 25 G.P.s to each

firm of physician and surgeon, it is probable that only about
one-half of these would wish to participate in the scheme.
What should be aimed at is that at least one member of each
G.P. unit be associated with a hospital firm.

5. Career Structure
In general practice career structure needs revision to provide

better and more realistic incentives and rewards for quality and

merit. The R.A.M.C. has set an example, and it is now possible
for the Army G.P. to work his way up from " captain " to
"brigadier " in general practice.

Conclusions
To achieve success we must be bold and resolute. We must

be prepared to spend sufficient capital to revitalize and modern-
ize a cottage industry; prepared to think and plan ahead in
terms of new and exciting dimensions; prepared to approach
our problems scientifically with carefully worked out ideas
based on planned and continuing research; and prepared to
try out and experiment with these new ideas.
More than anything else what we require is an urgent sense

of leadership and example to ensure that British general prac-
tice is to retain and maintain its high past traditions.

Summary
The problems facing general practice to-day are world-wide

and not directly related to the National Health Service or any
other system of medical care. They are part of the progress
and evolution of medicine.
Some form of "general practice" is very necessary in all

types of medical care, and without it the individual patients
will suffer.
To plan for general practice of to-morrow it is necessary to

know much more about general practice of to-day. Factual
information must be available so that we may decide what we
expect of the G.P. and what tools and equipment we are pre-
pared to give him to achieve high standards of care.
The G.P. works in a static community of about 2,500

persons, and because of this he is faced with a completely differ-
ent pattern and spectra of diseases from those seen in hospitals.

Available data make it possible to estimate how much time
the G.P. spends at work in his practice. The average G.P.
in an urban area will spend between 42 and 62 hours and the
rural G.P. 50 and 75 hours a week, depending on their customs
and habits. We know that the G.P.'s premises and organiza-
tion are unsatisfactory and out of date, and that he is not
prepared, not trained, and not equipped to tackle social
problems and our aims to carry out pre-symptomatic diagnosis
in vulnerable persons.
The most urgent needs are thought to be the establishment

of units to carry out continuing fact-finding on which to base
future planning; to educate future doctors to know and to
understand more of the problems and needs and roles of general
practice; to encourage the formation of viable health teams
working together from modern premises; to facilitate closer
relations with hospitals, possibly on a " firm " basis; and to
work out an agreed career structure.
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