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Single-handed Rural Practice

SIR,-The undersigned single-handed rural
doctors wish to refer to that part of the
proceedings of the G.M.S.C. (Supplement,
1 Aprii, p. 3) which related to rural practice.
This derives from a working party, first set
up in 1967, whose latest report, modified
by the Rural Practices Subcommittee in the
light of comments from local medical com-
mnLtees, was finally amended by the General
Mecical Services (,ommittee. The first
quescion is whether wnat seems to be de-
vitaiized pap is suitabie nourishment for an
ailing rural health service. The single-
hancied rural doctor, like cement, fills in
the gaps between the irregular stones of the
groups and partnerships, and there is a
shortage of suitable applicants for single-
handed rural vacancies.

In fact only three out of the 10 recom-
mendations even appear to be relevant to
our problems. In May 1969 some 60 single-
handed rural doctors, about half with their
wives, assembled in Banbury, Oxon, for
four hours of discussion. Many rose at day-
break to get there from as far afield as
Devon, the Isle of Wight, Wales, and one
hardy couple from Northumberland battled
through snow on the Cheviots to arrive on
time. Thirty more hoped to come but could
not, and this we understood. In the presence
of the Chairman of the Rural Practices Sub-
committee our problems and those of our
wives were defined. Last autumn a study
of 106 single-handed rural practices was
made. The Rural Practices Subcommittee
seemingly did not want to hear: so the
report and recommendations, approved up
to mat date by over 70 single-landed rural
doctors, were put into the hand of the
Chairman of the G.M.S.C. on 14 December
1971.
Para (g) of the G.M.S.C. report states

that "the direct payment scheme for
ancillary staff should be extended to include
related staff of single-handed rural doctors
and, if necessary, each application for pay-
ment should be assessed individually by a
procedure agreed between the Department
of Health and the profession." But E.C.N.
567 published in 1966, and referred to in a
letter published by you in January 1972,1
allowed the employment of related ancillary
help on relevant duties, provided the execu-
tive council was satisfied that the relative
concerned was not a dependant, or living
in the residence, of the doctor. At the Ban-
bury meeting single-handed rural doctors
and their wives were solid that because of
the special problems of finding suitable
ancillary help in small rural communities,
the assistance of wives was in many cases
necessary: after all, doctors should know
how best to run their own practices. The
wives unanimously agreed that they would
have no objection to some supervision to
ensure that the State had a fair deal. If
para (g) intends the payment of a dependent
relative such as a wife, then it should say
so clearly.

Para (h) suggests that "an additional
allowance be devised to encourage rural
practitioners to form functional groups
whose close association depends on good
communication and practice organization
rather than on working from a commnon
main and central surgery." But in relatively
few cases can it refer to single-handed rural
doctors. In the report on 106 unselected
single-handed rural doctors it was found

that 13 lived less than three miles, 13 more
than three miles, 26 more than four miles,
25 more than five miles, and 26 more than
six miles from the nearest doctor(s). In 49
out of 102 the next nearest doctor was also
single-handed. The farthest we as a body of
single-handed rural doctors ever got was
to suggest that where two neighbouring
single-handed rural doctors were able to
agree to help each other for necessary things
like halfdays and weekends, or in emergency
such as illness, they should be encouraged
to do so with a grant similar to a group
practice allowance.

Para (j) "that eligibility for an allowance
for an assistant should be 2,000 or more
patients per principal in a rural area." But
of the 65 signatories of this letter 10 have
fewer than 1,500 patients, eight between
1,500 and 1,750, 15 between 1,750 and 2,000,
and 31 over 2,000. The £675 one could
claim, wholly or in part, for the employ-
ment of an assistant would be like manna
to many single-handed rural doctors and,
like manna, should be neither too little nor
too much.2 What many single-handed rural
doctors need is to be able to encourage a
retired man or part-time woman to settle in
his district and to act as a standby. We are
sure it can be organized if such a grant is
free from the strings which could mean the
helper losing much in the way of pension
rights and the like.3

In our view the true single-handed rural
doctor should be defined as one whose main
surgery is not less than three miles by road
from that of the nearest doctor(s), and single-
handed rural doctors as so defined should be
regarded as a special group (like practices
in designated areas). This definition must
create a few marginal cases, but it would
be in the best interest of the Service that
there should be some flexibility at first to
allow for them. The natural tendency is
for doctors to form partnerships where this
is possible, or for their successors to do so.
But there will always remain a hard core
of several hundred areas where rural com-
munities, often scattered over 15 or more
villages and hamlets, can only be properly

served by a resident doctor who is willing
to work on his own in spite of the dis-
incentives.

It must not be forgotten that the single-
handed rural doctor, with a high ratio of
practice expenses, has few or no sources of
additional income such as appointments to
school, hospitals, factories, and the like
which so benefit market town groups. Nor
did the change from mileage to rural
practice payments in 1963 greatly benefit
the average single-handed rural doctor.
Many of us have dispensing, but it is a
chore and may require as much as £2,000
of capital, which is probably bank over-
draft costing interest: and providing an
all-the-year-round dispensing service has
certain other drawbacks.

But it is our way of life so that we
accept the responsibilities and difficulties of
country practice and of being almost con-
tinually on call. We need more freedom to
enjoy our families and friends, for leisure
and culture, and time to keep our standards
up and even try to improve them. More-
over the Service needs to make our kind of
work agreeable not merely to any young
doctor but to the best who turn to general
practice. To them the personal medicine of
rural practice, whether singly or in partner-
ship depending on personality, can offer so
much that is satisfying. The small rural
practices need such good men, because they
make special demands on the skill and
wisdom of a man on his own with no one
within miles to help or advise, yet perhaps
1,500 or even 2,000 people must depend for
30 years on what he and his wife have to
offer.
We held our meeting in Banbury in 1969.

In 1971 we made a study to follow it up.
Within the next year or two we hope to
organize ourselves so that the ever-present
spectre of finding help in sudden illness
can be banished and our patients cared for
in our absence; and also that we may be
able to try to help any single-handed rural
doctor in difficulty with a locum for his
annual holiday. We are scattered, and have
no influence. We do not ask for much,
certainly not more money, merely that we
be helped to give our best.-

We are, etc.,

D. M. C. AINSCOW Penrith, Cumberland
C. AUSTIN Nantwich, Cheshire
J. W. BAKER Lincoln, Lincs
J. E. VAN BERGEN Dunster, Somerset
N. E. BETTS Bradworthy, Devon
G. A. C. BINNIE Berwick, Sussex
K. BOLAM King's Lynn, Norfolk
P. W. BOWDEN Braihsford, Derby
N. P. BRUCE Is e of W-ght
G. L. BURGESS Corfe, Somerset
N. W. CAMERON Southwaite, Cumberland
D. C. CAMPBELL Waddesdon, Bucks
J. N. CARAY Taunton, Somerset
A. G. CHAMBERLAIN Charmouth, Dorset
W. F. COLBURN Orsett, Essex
A. C. DANIEL North Leverton, Notts
Y. M. DIAS Thirsk, Yorks
J. A. EDDY Aldborough, Norfo'k
C. G. ELLIOTT E. Houthley, Lewes, Sussex
C. D. FENN Llanwrtyd Wells, Brecon
H. J. FENN Marlborough. Wilts
G. S. FOWLER Driffield, Yorks
A. K. GHOSH Hogsthorpe, Lincs
K. GRAY Ampleforth, Yorks
A. G. HALL Waterhouses, Staffs
R. H. HANSELL Richmond, Yorks
B. M. H. HARDMAN Watchet, Somerset
W. H. HARPER Newark, Notts
R. HIGH Haydo Bridge, Northumberland
C. HOTSON Southminster, Essex
G. M. INGALL Longtown, Cumberland
SYLVIA R. INGOLD Chelmsford, Essex
D. G. W. JENKINS Ferryside, Carms

J. S. JONES Burgh le Marsh, Lincs
R. G. P. KING Gt. Barford, Beds
C. W. LALGEE Barnetby, Lincs
D. J. LAWSON Saltburn, Yorks
W. J. J. LEGG Fovant, Wilts
J. D. MCCARTER Whitchurch, Salop
T. MCCRAE Sladburn, Lancs
R. W. McDOWELL Okehampton, Devon
J. MACINTOSH Kingsbridge, Devon
R. M. MCMINN Lydbrook, Glos
J. G. MADDEN Maldon, Essex
J. R. MARSHALL Leintwardine, Hereford
A. MENZ:ES Doddington, Cambs
P. M. MORRIS Buckden, Hunts
C. A. NEWMAN Yardley Hastings, Northants
G. M. NIGHTINGALE Oakh:l1, Somerset
P. A. NORMANDALE Dorchester, Dorset
M. H. OAKLAND Tarrington, Hereford
C. A. PARSONS Knightwick, Worcs
I. H. PRATT Ilminster, Somerset
T. RAYNER Kenningham, Norfolk
J. G. RIDER Yarm, Yorks
WINIFRED M. C. ROBINSON Chippenham, Wilts
R. M. RYCROFT Starcross, Devon
W. SHERLAW Malton, Yorks
G. C. SQUIRES Woodbury, Devon
C. H. STEWART-HESS Crediton, Devon
R. N. THEAKSTON Hutton le Hole, Yorks
I. S. WALLER Cockfield, Durham
H. B. G. WEBB North Tawton, Devon
H. F. WILSON Childe Okeford, Devon
D. WRIGHT Bude, Cornwall

1 Scott, G., British Medical Yournal, 1972, 1, 381.
2 Exodus, xvi, 14-21.
3 Scott, G., World Medicine, 1971, 6, 62.
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