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five years to change to another practice where patients can wait
their turn during fixed surgery hours.

Conclusion
Several studies, already referred to, have shown that it is

possible to organize an appointment system within a National
Health Service general practice even where the average time for
a consultation is only five minutes. In this study we have
shown that the system also works well in a practice with a large
proportion of immigrant patients.
The West Indian .and West African immigrants are not as

good timekeepers as the English and Irish patients, but their
lack of punctuality is not sufficiently great to upset the smooth
running of the surgery sessions.

It is our belief that the ability to see patients by appointment
has been a major benefit to both patients and us. In addition
to the advantages referred to by other authors (summarized by

Bevan and Draper, 1967) we are of the opinion that the making
of an appointment gives "status" to the consultation. It is
the aim of a supermarket to encourage " impulse buying." It
is debatable whether "impulse consulting " is in the interest
of anyone, notwithstanding the patients who find it difficult to
tell the doctor all their problems first time.
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CONFERENCES AND MEETINGS

Medicine, Science, and Humanity-Annual Meeting of R.C.G.P.
[FROM A SPECIAL CORRESPONDENT]

The Fifteenth Annual General Meeting of
the Royal College of General Practitioners
was held in London on 18 November. The
Chairman of the Council, Dr. H. N. LEVITT,
said that in the year in which the College had
been granted the Royal Prefix it was for the
first time financially solvent. Fifteen years
ago it had set out to convince other doctors,
especially those in hospital and in the uni-
versities, that the general practitioner had a
significant role in the future of medicine. Its
views were now accepted, and general practice
was recognized as a discipline in its own
right. The College's next task was to estab-
lish a form of education which would raise
the quality and realize the potentialities of
general practice.

James Mackenzie Lecture

Giving the James Mackenzie lecture,
"Lucerna Pedibus Meis," Dr. RONALD
GIBSON (Winchester) emphasized two facts.
Firstly, today-as in Mackenzie's time-what
mattered most was the family unit Secondly,
throughout the ages the medical profession
had a responsibility to society, which was
becoming increasingly important today as the
influence of the Church and authority de-
clined. He asked whether anything was more
likely to disturb family relationships and
destroy attempts at collective responsibility
than paying adolescents as much as their
parents might earn. Fortunately most ado-
lescents emerged unscathed and became
useful members of society.
Where had society been found wanting ?

People had not yet accepted that the failings
and shortcomings of the adolescent were those
of society as a whole. If people were content
to perpetuate this second-rate society they
were too insecure and too unstable to benefit
fully from a Welfare State. The family was
the medium on which the Welfare State could
grow and adolescents could thrive, and the
State should have a supporting and secondary
role.

Problems of Today

On 19 November the College held a
symposium on "Combined Operations-
Medicine, Science, and Humanity." Open-
ing the symposium, Professor Sir EDWARD
WAYNE (Glasgow) said that though we had
eliminated the infectious diseases we had
other problems to face: the care of an ageing
population; the implications of such ad-
vances as artificial insemination; and the
impact of automation. Scientific advances
made the ability to deal sympathetically with
human beings more important than ever be-
fore.

Professor JOHN ANDERSON (London) spoke
about the changing relationship between
medicine and society. The medical relation-
ship, traditionally based on a personal con-
tract between patient and doctor, was
changing. Individual health was linked to
community health, and doctors had a duty
to the community as well as to their patients.
Doctors' basic premises needed rethinking in
this context ; the demand for medical care
was unlimited and they must learn to re-
organize their limited resources to meet it.
Computers, by helping people to think logi-
cally, could help doctors to deal with
the psychological and social pressures of
society.

Medical education needed new attitudes if
it was to produce doctors who remained stu-
dents of medicine in a rapidly changing
field. The domination of the basic science
departments in medical schools must give way
to the teaching of community care if future
doctors were to combine basic clinical skills
with ability to communicate with patients and
retain flexible attitudes of mind. In King's
College Hospital they were trying to establish
general-practitioner teaching for medical
students, but were hampered by lack of
money. They encouraged students who
could find a general practitioner willing to
take them to spend a fortnight in general
practice during their undergraduate course.

Research in General Practice

Professor Sir MAX ROSENHEIM, P.R.C.P.
(London), speaking of the importance of re-
search in general practice, said that it was
needed not only to stimulate and improve
morale but to cultivate the inquiring minds
which good medical schools were producing.
The Royal College of General Practitioners
had played a very large part in encouraging
research which was both operational-
organization of general practice, functions of
group practices and health centres, the work
of the general practitioner-and true medical
research, exemplified by the work of Pickles
in epidemiology. Both kinds of research
needed now a combined operation in which
hospitals, local authorities, social workersN
statisticians, and doctors all took part, in
order to get significant results. More research
was needed into psychiatric disorders in the
community, and he cited the work of general
practitioners such as C. A. H. Watts on
depression, Max Clyne on school absenteeism,
and Anthony Ryle on neurosis in ordinary
families as forerunners. Clinical trials of new
drugs were also needed in general practice,
and they must be controlled by teams which
included clinical pharmacologists and sociolo-
gists if their findings were to be valid.
Medical schools now acknowledged their res-
ponsibilities to the community. Educationally
their task was to produce a general-purpose
doctor, who after qualification would be
vocationally trained for general practice as
for other branches of medicine.

Professor WILFRID CARD (Glasgow),
speaking on " Clinical Medicine in the
Computer Age," said that the Hippocratic
method was coming to an end; the private
world of the individual doctor would be re-
placed by the public world of science. We
needed a calculus of medicine, for, whereas
the concept of disease was a useful fiction, a
patient with signs and symptoms was the
reality. A computer if fed the right data
could make a diagnosis more accurately and
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much more quickly than the most experienced
specialist, but computers could not replace
doctors because they were dependent on them
to elicit the data from the patients. No
computer could rival a human being in
acuity of auditory and visual perception, and
its effectiveness was particularly limited in
certain specialties-for example, psychiatry.
A computer could increase a doctor's reason-
ing power and his productivity but would not
impair the doctor-patient relationship. The
family doctor of the future could become a
general medical consultant prompted by a
hospital computer.

Medical Education

In the discussion Dr. P. S. BYRNE described
the changes in medical education in some
provincial medical schools as a breath of
fresh air from red brick. In Manchester the
general-practitioner teaching unit was the
meeting-point of undergraduate, vocational,
and in-service education. Dr. D. CROMBIE
said that the first essential in medicine was
to assess undifferentiated situations. Only a
doctor could do that, and since the patient's
fears, phobias, and past experience had to
be taken into account a personal doctor could
do it best. The computer was his tool.

Dr. JoHN FRY thought that research in
general pratice was being done on a shoe-
string in an amateur and incoordinated way.
It needed time, money, and team work with
experts in other fields. This should be sup-
plied by some agency, such as the Royal
College of General Practitioners, the Medical
Research Council, or academic departments
of general practice in universities.

Dr. W. SIDEL, from the Department of
Social Medicine in the Massachusetts General
Hospital, said that a computer forced doc-
tors to reorganize their thinking. He stressed
the importance of gathering the data to feed
it with and of knowing what kinds of data
are important.

loyal College of General Practitior

Medical Ethics

The Hon. Sir ROGER ORMROD, a High
Court Judge who is also a doctor, spoke on
medical ethics. The Western world was
changing from the Christian to the humanis-
tic ethic, and our attitudes to abortion,
euthanasia, resuscitation of the aged, and
transplantation of organs could no longer be
determined by Christian dogma. Social and
legal considerations played a part-as, for
example, when an epileptic patient insisted
on driving a motor vehicle: his doctor must
choose between his duty as a doctor and as
a citizen and could abdicate that duty to
nobody. Renal dialysis posed other ethical
problems. The number of kidney machines
had to be rationed by available resources in
money and personnel, and the responsibility
of deciding which patients got them had to
be borne by doctors alone; it could not be
delegated to lay bodies.

Dr. P. W. BOTHWELL (Birmingham) spoke
on " Social Responsibility as a Continuing
Concept of Medical Care." Humanity would
be best served by dealing medically with
people before they got ill, but money and
medical facilities were so limited that they had
to be given to the already sick. Human beings
were interdependent, yet each person wanted
to survive and each patient to get better at the
expense of the community. The development
of spare-part surgery could absorb the whole
budget of the N.H.S. if it were allowed to.
Research was needed into which diseases could
be prevented and how, but, since preventive
medicine does not attract publicity or votes,
it was difficult to persuade Governments to
allocate a greater proportion of the Health
Service budget to it.

Professor Sir DENIS HILL (London)
discussed future trends. The gap between
demand and supply of medical facilities
would increase as a better-educated and older
population expected more from the complex
procedures which increasing specialization
would bring. A reorganization of the pro-
fession was needed. The most important func-
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tion of a doctor was to provide continuing
and personal care to his patient and it had
to be preserved. Undergraduate education,
dominated by clinical scientists working
within the framework of physical sciences,
must give greater prominence to the teaching
of the psychological and social sciences. The
aims of medicine differed from the aims of
science. The way that patients behave and
feel was a dimension of medical aetiology,
and a doctor must acquire skill in communi-
cating with patients to elicit the facts about
illness. An increasing amount of pure re-
search could be done by non-medical
scientists.

Medical education should aim to produce
a basic doctor. The future general practi-
tioner would be formed by a vocational
training course tailored to his needs as a
specialist in community medicine, and he
would continue his education throughout his
career. The divisive effect of the tripartite
N.H.S. would diminish and general practi-
tioners would become increasingly associated
with hospitals, not as users of general prac-
titioners' beds and pathological services but
as part of a hospital-centred community-
orientated health service. The family doctor
would continue to look after his patient in
hospital, though he would entrust the
techniques of diagnosis and treatment to
specialists. The mutual esteem and colla-
boration between general practitioner and
consultant which existed before the National
Health Service would be re-established.
There was no place for medical practice in
isolation. People were best served by a com-
plex of general and specialist practice and
this was already coming about. Automation
would increase productivity and computers
would help with diagnosis, but the under-
standing of the personality of the patient, his
history and reactions, demanded human
qualities, understanding, and tact. Academic
departments of psychiatry and general prac-
tice were needed in all teaching centres to
establish the importance of medicine as the
study of man and disease rather than disease
in man.

Applied Microbiology : Global Impacts
[FROM A SPECIAL CORRESPONDENT]

Applied microbiology can make an enormous
contribution to the welfare and economy of
developing nations. To focus attention on
this contribution the second Conference on
Global Impacts of Applied Microbiology was
recently held at Addis Ababa. The main con-
ference themes were the contribution of
micro-organisms to the production of food by
fermentation not only of sugars but of
petroleum products, including methane;
economic aspects of the control of tropical
disease; international assistance programmes
and training in microbiology; and water
microbiology.

Regarding methane fermentation the con-
ference concluded that the potential food
production from this source was enormous,
but that it would not be technically practic-
able for a decade. Nevertheless, an increase
in basic research into these technical difficul-
ties might shorten this period. The produc-
tion of protein by yeast fermentation of sugar
(particularly waste sugar) had, however, very
great unrealized capacity at present. In the

Philippines, for example, 1,323,817,000 litres
of coconut milk were said annually to be
poured into rivers and streams. This occurred
when copra and oil were made from coconuts,
and the milk was unwanted even though such
a quantity contained 25,000 tons of sugar.
Moreover, its disposal into rivers and streams
created a hygiene problem. In other regions
where sugar was produced from cane much
waste also occurred. In India, for example,
it was calculated that waste sugar could
annually produce 1,000,000 tons of yeast of
50% protein content. It was pointed out that
the technique of continuous fermentation, in
which the substrate was kept at a constant
composition, had great potential for increasing
the yield and constancy of the product in this
field.

Economic Aspects
The economic aspects of microbiology also

received attention. Biological surveillance
was being established, particularly by the

World Health Organization in developing
countries, and was enabling more effective
and more economic health schemes to be put
into operation. Such biological surveillance
entailed, for example, the collection of sera
for immunological assessment from persons of
representative age groups over a period. Thus
it had been shown that only specific age
groups were likely to benefit by inoculation
against various diseases-hence effort should
be focused on these groups and not on the
entire population.
The economic impact of many tropical

diseases were discussed, particularly onchocer-
ciasis and schistosomiasis, and for most
control would, it was considered, cost con-
siderably less than the losses brought about
by the disease. The magnitude of the funds
available for health control schemes, however,
was agreed to bear no relation to the need
for such schemes, and hence priorities had to
be assigned among those that were feasible.
The application of systems analysis and
cybernetics in this field was becoming urgent.
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