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MEDICAL PRACTICE

Contemporary Themes

The next 30 years

On 5 and 6 May the BMJ held a conference in Oxford to discuss the next 30 years. By invitation, five of the participants prepared
working papers, which were circulated beforehand; we print these below, together with an edited version of the discussion. A sixth paper,
also prepared for the conference by Professor Rudolf Klein, appears on p 73. The sessions were chaired by Professor Klein and members
of the BMJ editorial staff.

Working papers
Priests or engineers?

HUGH DUDLEY

British Medical Journal, 1978, 2, 22-27

It is perhaps better to talk of doctors not as priests or engineers
but as priests and engineers, and then to ask: How much of
each? The disparate states of health and non-health make any
single answer impossible. If we accept that an appropriate goal
of medicine and society is eliminating infection, parasitic
disease, and malnutrition-the social illnesses that have largely
passed out of Western life-then engineers in public health
drawn from the ranks of medicine, civil and other engineering,
and perhaps from sociology are going to be needed well into the
21st century to devise and administer immunisation programmes,
install water supplies and closed drainage systems, and, above
all, persuade people that these things are important and culturally
right. Probably in the last function they will have to use tech-
niques derived more from the priesthood than from science.

Doctor as engineer

If we limit ourselves to the developed world, the last 20 to 30
years have seen both doctor and patient cast the former more
and more as an engineer. Particularly, but not exclusively, in
surgery the changes are such that increasingly our task seems to
be technical. This trend is bound to continue as we inevitably,
though slowly, unravel the complexities of the material side of
man. The doctor will increasingly act as if he were an engineer
and the well-informed patient will increasingly perceive him as
one.

Yet undoubtedly the patient loses much by our so doing if
deep down he needs reassurance, support, and counsel. As it is
largely cultural change that conditions medical practice rather
than the other way round, it will be the social patterns of the
21st century that write the recipe for the mix of priest and
engineer. Perhaps they will look back at us with pity for our
failure to get it right now.

St Mary's Hospital Medical School, London W2 lNY
HUGH DUDLEY, CHM, FRCS, professor of surgery

J A MUIR GRAY

Recently medicine has undergone a reformation, and its rituals
and beliefs have come under attack. A religion is weakened if
its rituals lose their symbolic power but it is not shaken until
its beliefs are shown to be myths. This exposure took place in the
1960s, when the technical component of medicine came under
the critical scientific scrutiny of the epidemiologists. Medical
care was shown to be an insignificant factor in the improvement
of the public health,' screening was shown to be of limited use,2
and the effectiveness and efficiency of clinical medicine were
found to be less than had been believed.3 The result was that
many doctors became more critical, honest, and open.

Patients are now told that treatment for minor illnesses is
unnecessary and that treatment for major illnesses-stroke,

 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.2.6129.22-a on 1 July 1978. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 1 JULY 1978 23

heart disease, and cancer-is relatively ineffective, and this is
unsettling to those who were brought up in an era of faith in
medical science. But post-reformation medicine does offer an
alternative system of belief. The individual is told to believe in
preventive medicine: his destiny lies largely within his own
control and depends on his daily observation of certain rules.
Instead of relieving anxiety, medicine now creates it. The
confidence which came from dogma has been replaced by the
uncertainty which springs from science. Many patients do not
want doctors to be only competent engineers.

Discussion

Dr TONY SMITH (1): If we are going to expand the numbers of
doctors considerably in the ncxt few years, are we going to
require many more priests or many more engineers ? I suspect
that the capacity of the population to soak up doctors in their
counselling, priest-like role is infinite.
Dr COLIN GODBER (2): We should bc training non-medically

qualified people to do the counselling. The doctor's way of being
a priest is to issue advice, whereas what is needed is counsellors
who will allow the person to tackle his own problems and
develop his own solutions.
Dr SMITH: But the demand is more and more for counselling

by doctors. For example, morbid anatomists are now being
told that they should be prepared to counsel the relatives of
patients in cases of sudden death and. in stillbirths.
Dr JENNIFER LONGWORTH KRAFFT (3): The danger with

ultraspecialisation is that we lose communication. I can see quite
well how morbid anatomists could fulfil a unified role in helping
the patient rather than just doing their particular job and no
more.

Professor HUGH DUDLEY (4): What does the patient see in
the person who is doing the counselling? They may want to
talk to the expert, rather than get information from the GP. I
find that if I am prepared to make time to talk to patients that
means that I don't do something else. Perhaps we ought to set
limits on what the medical profession will do or be responsible
for providing by delegation.
Dr GODBER: If the only prescriptions we have to offer for

emotional, family, and social problems are medical ones then
costs will be high. It would be much more economical to society
to have experts able to help people to tackle the problems that
were causing them to lose time off work and break up their
marriages.
Mr W LAING (5): That assumes that these sorts of problems

can be solved in that way. I know of no studies in which social
workers' work has been studied and found to be effective. Many
of these problems are intractable because they are political.

Professor RUDOLF KLEIN (6): Perhaps we should distinguish
two elements of the priest's role-one providing reassurance
when there is no curative medical treatment and the other in
terms of support for non-medical problems.
A second question is how are the patients going to change ?

They will be better educated. Already younger patients tend to
be more critical of the Health Service. But do we think that the
intellectual's suspicion of technology is a passing fad or is it
going to bccome established and generalised ?

Putting the responsibility with the patient

Professor DUDLEY: I think that the problems of uncertainty
have affected doctors more than they have affected patients. The
patient still looks on us in a priestly role, whereas we want to
get rid of that role because we want to be more honest about our
treating with the disease process.
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Dr GERALD ROSENTHAL (7): In America the malpractice crisis
has reinforced that trend. The physician who said: "Place
yourself in my hands and I'll take care of you," got sued if
anything wasn't perfect.
Dr J A MUIR GRAY (8): Patients who complain about their

doctors want two things: someone to give them a scientific
explanation hedged with doubts and someone to do the magic
and deal with the uncertainty. This dilemma is heightened as we
find more and more conditions for which the blame lies with the
patient. How does the pathologist counsel the parents after a cot
death in which there was a preventable factor ? Does he lie and
say there was absolutely nothing you could have done-go
away and have another baby ?
Dr SMITH: If you give a patient an adequate explanation of

all the possible hazards of a drug you are going to prescribe, are
you going to destroy any placebo effect ?

Professor MICHAEL RAWLINS (9): If you give them an explana-
tion of all the possible hazards they almost certainly won't take
the drug. You tend to tell them the ones you want them to know.
Dr E J WILL (10): A lot of people are very unfair to patients

because they put too much on their shoulders. A doctor should
judge what to tell his patients and what not to tell them, aiming
to cause no more anxiety than is absolutely necessary.

Progress and pressure groups

Dr SMITH: The end of the century seems likely to see many
more highly expensive prosthetic devices and substitutes. For
example, we are not that far away from some sort of portable
pancreas to supply steady doses of insulin to the diabetic. If
there are going to be highly expensive technological solutions to
quite common conditions they will present the NHS with
enormous dilemmas.
Mr LAING: If we are going to get more high-cost technology

in the Health Service then pressure groups are going to be more
important. They can be very effective in increasing the amount
of treatment available and in creating pressures within the
NHS.

Professor DUDLEY: It's always assumed that new technology
is additive, but you could solve the problem of providing
artificial pancreases for diabetics if you decided not to treat any
more haemorrhoids by surgery. No one dies from piles. In the
next 30 years these sorts of decisions will have to be made.
They'll have to be made both by doctors and by better informed
people in society.
Dr SIMON BARLEY (11): Even more so than from haem-

orrhoids, few people die from skin diseases. A new treatment
(PUVA) has just come out for psoriasis-if it proves effective a
patients' association might apply pressure and put up the bill for
dermatological departments enormously. We are going to be
under increasing pressure from organised groups of patients,
and it will be cultural changes that will shape the priorities as
much as technological solutions.

Professor RAWLINS: There is another alternative. We may all
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be thinking about a non-event. Thirty years ago we would have
been discussing iron lungs for polio victims and how we could
afford them. I suspect that exactly the same thing will happen
with dialysis. Mechanical support systems are just interim
measures to tide things over for a few years.
Dr WILL: I disagree. I think it is unlikely that the very major

problems are going to change, unless there are startling break-

Working paper

Prevention or cure?

TONY SMITH

The rising costs of medical care are largely due to technical
innovations that can solve previously unsolvable clinical
problems. Yet we know a lot about the causes of many of the
conditions being treated in these expensive ways. Fractures of
the neck of the femur occur in old ladies because they are
osteoporotic. What fraction of the $2 billion being spent each
year in the Western world on treating these fractures is going
into preventive research ? And, more important, what evidence
is there of any real determination by governments (with a few
exceptions) to force some action on the facts that are known
about prevention ? My belief is that any society that provides its
citizens with a more-or-less comprehensive health service can
demand a serious return contribution from them.

This should begin before birth. The financial allowances
given to pregnant women-maternity leave, grants, etc-should
be payable only to those who attend early and regularly for
antenatal care. The same principle (proved effective by the
French) should be applied to infant health: regular develop-

Discussion

Dr SMITH: We can look at prevention from two points
of view. Firstly, are we making the best use of existing
knowledge? Health educators have tended to rely on exhorta-
tion, whereas we need to look at more positive ways of per-
suading people to adopt healthy lifestyles that are likely to cost
any comprehensive health service less money.
The other branch of the preventive philosophy is a much

more difficult problem for health care planning: how can we
stimulate research into the areas that do cost the health service
a lot of money but which seem to be unglamorous ? This has
come into the limelight with the recent assessment of the
Rothschild principle. I think Lord Rothschild was essentially
right when he said that too much medical research effort and
money went into things like molecular biology and too little into
problems such as dementia, which are really the ones that cost
the health service a lot of money.
Dr ROSENTHAL: In the United States we encourage research

primarily by putting the money there. The money flows in
because of the popularity of the area being researched, which
accounts for the fact that the Cancer Institute is separately
funded from the National Institutes of Health and its budget
has grown far faster. But there is no real interest among
the biomedical community in issues of effectiveness, procedural
trials, and so on and an unwillingness to accept people from
outside to undertake that sort of research.
Dr GRAY: I wonder whether we shouldn't be looking only

at objectives of research but at styles. If you train a lot of
biochemists or whatever then their interests and motiva-

throughs, like choline for particular forms of dementia. We
don't know how far we have to go along an analytical path
towards solving problems like vascular and neoplastic diseases,
and I don't think that money or technology are necessarily the
answers to these problems particularly when the animal models
of chronic diseases are still inadequate.

mental assessments and attendance at vaccination clinics should
be linked with financial child benefits. During adult life insurance
companies, building societies, and other financial institutions
could do a lot more to offer financial incentives to non-smokers
who are not overweight and have their blood pressure checked
regularly.

But the real change in heart needs to come from the Govern-
ment. Britain still has a society which is encouraged to see the
motor-car as a competitive virility symbol. Motoring needs to
be deglamorised-and by so doing cut the accident bill and the
numbers of crippled young men. Alcohol, too, needs a new
image-as a dangerous and very expensive luxury, not part of
the accepted life style. And with a major effort tobacco could
be virtually obsolete by the end of the century-especially if its
image was linked to old age rather than youth.
Too paternalistic? Too much of an infringement of individual

freedom ? Those who believe in such slogans must explain how
they will finance a curative rather than a preventive policy-or
introduce a preventive one without sanctions and incentives.

London
TONY SMITH, MA, BM, deputy editor, BMJ

tion will come from working in that area. If you put your money
into epidemiology, you might see a rather different approach.
Dr GODBER: Consistency is also important. With schizo-

phrenia people like Wing have been methodically working
away and slowly coming up with useful advances. There is too
much encouragement of people to do trivial short term bits of
research and too little in the way of long term research.

Professor RAWLINS: With drugs there's a different problem.
The advances in fundamental pharmacology have been very
striking, but I'm uncertain whether we'll be able to capitalise
on these developments because drug development is now so
costly. Crohn's disease, for example, which causes a lot of
morbidity, some mortality, and a lot of cost to the community,
is not a disease in which it is economically viable for the drug
industry to invest.

Making people better citizens

Dr STEPHEN LOCK (12): Should we demand a serious return
contribution from citizens-a series of sanctions against people
who don't have regular antenatal checks and financial incentives
to non-smokers who are not overweight ?
Dr BARLEY: It would require an entirely new concept-

a sort of no-claims bonus idea. It might be an idea to try
simply because the present approaches are so negative.
Dr GRAY: I certainly think we could take action against
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