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March this year and to the equivalent of 80,000 a year in the
next five-week period. These may be chance fluctuations, or
they may have some special explanation. They are certainly
difficult to interpret in the light of an Act which allows
abortion to be performed only if the continuation of pregnancy
would bring greater risks than its termination.
To some extent there must always be considerable variation

in the way both patients and their doctors interpret legislation
that concerns religious beliefs, family welfare, and personal
convenience as well as the health of mother and baby. But few
can be happy about the operation of an Act under which about
a third of the terminations are carried out by only about a
tenth of the consultants (or their teams). When the very small
numbers of consultants at either extreme in their attitude to
abortion are disregarded, the remaining 90°', Vary enough for
members of the public in some areas to be genuinely worried
about the difficulty of having pregnancy terminated, while
elsewhere it appears from the report consultants are agreeing
to terminate every pregnancy on request without serious
question not because they believe in that course but because
the brevity of their decision allows proper time for the treat-
ment of other patients and the teaching of staff and students.

If abortion on demand was made legal that would not make
it ethical. The decision to terminate is taken for the benefit of
the patient in the light of all the relevant medical factors. No
legislative action can alter these indications, and any attempt
to coerce doctors to carry out a procedure such as abortion or
euthanasia on request by a patient would be an unacceptable
intrusion into professional responsibility. At the same time the
lesson must surely be driven home that the Act does not pro-
vide a simple longstop for a failure to take adequate contra-
ceptive precautions. It is fashionable nowadays to speak of a
"failure in communication" if people do something that seems
against all reason and their own interests when a better course
is known. But the fact is that many people are unreasonable
and lack any sort of foresight. They may well be the most
likely to neglect contraceptive measures and to think abortion
will brighten their day as harmlessly as a shampoo. It is thus
possible that up to a point the more easily abortion is available
the longer will be the queues for it. But despite that more
effort could well be devoted to educating the public on the
facts of contraception, family planning, and abortion, for
ignorance about them is still remarkable.

Sound Sleep
Reports that young people in London are injecting themselves
with hypnotic drugs intended to be taken by mouth' make it
possible that some tighter control of these drugs will have to
be exercised. It would seem wise for every family doctor to
assess even more critically his patient's complaint of in-
somnia, and hospital doctors may need to review their
prescription of sleeping-pills for inpatients.

This week in the B.M.J. (page 509) a team from Monash
University, Melbourne, describes a survey of sleeping habits
at home through the eyes of 100 of their hospital inpatients.
Though many patients claimed to waken at night because of a
need to pass urine, those with genitourinary, gastrointestinal,
musculoskeletal, and respiratory disorders did not appear to
sleep more badly than other people of their age. But heart
disease was specially associated with complaint of poor sleep,
and electroencephalographic studies confirm that the greater

the degree of heart failure the more broken the sleep.2 In the
Monash study, as in others,3 4 older age and neurotic dis-
position were the two factors most associated with complaints
about nocturnal sleep.

Complaints of insomnia are common, whereas descriptions
of increased sleep are rare. But, as Dr. R. J. Daly and Miss C.
Hassall describe elsewhere in this issue (page 508),
uraemic patients treated by maintenance dialysis may sleep a
couple of hours longer than normal people and distinctly
longer than their own spouses. Among Daly and Hassall's
patients most of those at Edinburgh were receiving hypnotics
in contrast to only a minority of those at Birmingham-which
permits the speculation that local habits rather than attune-
ment to the patients' reports of sleep determined the
prescribing of hypnotics.

In the absence of a real crisis a patient's complaint of in-
somnia of recent onset, with loss of normal interests and
energy, with hypochondriacal worries, feelings of unreasoning
anxiety, and morning depression of mood will alert the doctor
to a diagnosis of endogenous depression, and may lead him to
prescribe a specific antidepressant such as amitriptyline. The
prescription also of a hypnotic in such circumstances will be
justifiable, as it is on other occasions when illness makes a
break in the usual pattern of the person's life. But when the
patient's insomnia is a symptom of a life-long anxious
temperament, or of an endless succession of emotional crises
and interpersonal disharmonies, a hypnotic may do no more
than satisfy the doctor's own desire to appear helpful in the
face of a daunting therapeutic prospect.

It should be borne in mind that, notwithstanding advertise-
ments, no hypnotic drug induces "natural" sleep,5 and that
although patients may say that they like such drugs, just as they
may say they like alcohol, it does not follow that a hypnotic
brings them any more true benefit than does alcohol. A
clinical dose at night can, moreover, leave the patient un-
wittingly impaired in skill or judgment for much of the sub-
sequent day.6 Hypnotic drugs cause abnormal electro-
encephalographic fast waves, suppress the paradoxical (rapid
eye movement) phase of sleep,5 distort steroid excretion,'
and, in long-term use, impair the orthodox (slow wave) phase
of sleep.8 The importance of the latter phase has recently
been highlighted by the discovery that the large nocturnal
outpouring of human growth hormone into the blood is not
a manifestation of a circadian rhythm but is contingent on
this sleep phase, accompanied by very slow electrical brain
rhythms,9 and its diminution decreases the output of
hormone.'0 The same phase of sleep is increased after heavy
exercise and by thyroid hormone, and, since human growth
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hormone promotes synthesis of ribonucleic acid (R.N.A.) and
protein,"1 sleep may have an important role in growth, in the
healing of injured tissues, and in the restoration of our bodies
after exercise. Most of us have ceased to grow in height but
depend on synthetic processes for renewal of tissues-for
example, the normal growth of new cells for the skin.
The other main type of normal sleep, known as the para-

doxical phase, usually occupies a quarter of the night. I.
Haider and I. Oswald'2 reported that in the weeks after
severe poisoning with hypnotic drugs it was the paradoxical
phase of sleep which had higher priority than the slow-wave
phase of orthodox sleep, and this was at a time when brain
repair after chemical injury might be inferred. The large
cerebral blood flow during the paradoxical phase of sleep,'3
the latter's association with the time of life when brain
growth is rapid,'4 its proportionally reduced appearance in
mental defect'5 and in senility,'6 when synthetic processes in
the brain are impaired, have been seen as indicating that
paradoxical sleep may be linked with synthetic and restorative
functions in the brain, while orthodox sleep may serve as a
restorative period for most other body tissues.'7
The importance of sound sleep for healing and for recovery

from illness has long been inferred, but recent advances
begin to illuminate unsuspected mechanisms. Since hypnotic
drugs and noisy hospitals both impair the natural features of
sleep, either might indirectly interfere with the synthetic
processes necessary for healing of tissues. A patient who is
subject to the presence of noise, discomfort, and natural fears
will find a hypnotic of great comfort, but the routine pre-
scription of such drugs merits renewed and critical scrutiny.

Whither General Practice?
In the last 20 years general practice has been the subject of
countless articles and at least ten major investigations. This
month two more have been published: the B.M.A. Planning
Unit's report' on primary medical care and the second report2
on the present state and future needs of general practice from
the Royal College of General Practitioners.
The Planning Unit working party3 set out to find the best

form of primary care-the first contact made by someone who
wants medical advice or treatment. Solutions it considered
included polyclinics, feldshers, and self-referral to hospital;
but for Britain anyway there seemed no serious rival to the
general practitioner. The report comments, however, that "the
prefix 'general' is now inappropriate because it tends to be
contrasted misleadingly with the word 'specialist' and so
inhibits clear thinking about the future development of this
branch of medicine . .. The doctor practising in the specialty
will not be a generalist."
The report gives a gloomy picture of the current state of

general practice, with family doctors believing themselves
undervalued, fewer entrants to this branch of medicine, and
the "perpetnation of low standards of work in too many
practices." The remedy it suggests is to narrow the range of
the interests of the primary physician and so give him the
chance to deal in greater depth with what he retains. This
change in the quality and content of his work, says the report,
should make the job more satisfying and so more attractive.
Given this conclusion, the suggestions made in the report are
logical. It sees no future for the general practitioner-obstetri-
cian-though the primary physician will clearly need to retain

an interest in ante- and post-natal care. Patients with diseases
of the skin, eyes, ear, nose, and throat could be seen initially
at a hospital clinic, bypassing the primary physician. Alter-
natively, when primary physicians are practisiing as a group,
each doctor could take responsibility for all the primary care
in one specialty. At the same time better organization of his
practice, including more use of para-medical workers, would
further lighten the doctor's work.

Freed of much routine and part of the clinical content of
his work, the primary physician would be able to expand his
interests elsewhere. "For the doctor who is able to use socio-
logical and psychological frames of reference," says the report,
"much work which previously seemed unintelligible or trivial,
and often irremediable and frustrating, can become intelligible,
more manageable and more rewarding." It sees sociology and
psychology as of similar importance in primary care to clinical
and social medicine.
The clinical skills of the primary physician, says the report,

should enable him "not so much to attach a diagnostic label
as to unravel the undifferentiated clinical problem which is
often a complex of physical, emotional, and social factors, and
to take or initiate appropriate action." Training in the
behavioural sciences and full support from the community
social services are seen as necessary for the proper use of
these skills. But the shedding of part of the general prac-
titioner's blanket responsibility for primary care would,
however, mean changes in his contract and also in the pattern
of clinical work referred to hospital. Initially at least there
would be strong opposition from the hospitals to the new
burden of sub-consultant work, while many doctors firmly
believe that total primary care is the essential feature of general
practice.
The study from the Royal College sets out a picture of

general practice as it now is. Since the introduction of the
N.H.S. major changes have occurred by a process of evolution.
Doctors work in larger groups; and many more now use
appointment systems. There has been little change in the last
ten years in the number of patients seen each day, but fewer
home visits are made. Ofthe conditions seen in general practice
disorders of the respiratory tract, skin, and digestive tract
between them still account for 50% of consultations; emo-
tional disorders (12%) and preventive measures (10%)
together account for less than a quarter.

Another trend in general practice has been the wider use of
practice nurses, social workers, and ancillary staff of all
kinds. Purpose built premises have also increased efficiency:
so it is not, perhaps, so surprising that the College report
should conclude that general practitioners have more time.
Partly this may be because "paradoxically, the growth of
knowledge has made the practice of medicine simpler." The
College report leaves open the best use of this slack-maybe in
teaching, in research, or in preventive medicine; just possibly in
looking after much larger numbers of patients. It comments
that in Scandinavia as many as 8,000 patients can be cared for
by one doctor (with a group practice and adequate ancillary
help). Clearly such a form of primary care would be in com-
plete contrast to the sociologically orientated primary physician
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