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In giving this Harveian oration I confess that I will be unable
to make any significant contribution to the central theme which
has inspired this occasion over the past 313 years. Instead,
I propose to discuss the influence of the State on medical educa-
tion, a subject which I am sure would have interested William
Harvey, who received his medical education in a State university
and may have been the first clinical scientist to be subsidized
by the State.1 He was also not averse to involvement in the
political turmoil of his time.

William Harvey went to Padua because it was without doubt
the leading centre of medical education in Europe. It was a
" student university," originally controlled and wholly financed
by the students, who hired their professors and kept them in
unbelievable servitude, though they had the good sense to leave
to their professors the responsibility of conducting the examina-
tions. As its fame spread the university became one of the
principal assets of the city, and in recognition of this the
financial contribution made by the State steadily increased
during the fifteenth and sixteenth centuries. On the infallible
principle of the power of the purse the degree of State control
over the university also increased,5 but the students who had

developed passive resistance to a fine art, jealously and skilfully
defended their powers. If the students found the dictatorial
methods of the town and gown too oppressive they moved with
their professors to some other city which had better conditions
to offer. Migrations of this kind were not uncommon; those
from Bologna in the thirteenth and fourteenth centuries had
been to the great benefit of Padua, while others, such as the
secession to Vercelli, had reduced the University of Padua to
such a low ebb that it practically ceased to exist. The city
had learned its lesson, and during the fifteenth and sixteenth
centuries the University of Padua flourished as a co-operative
venture involving the students, the professors, and the State.

Statutes of University of Padua

What I had thought could be easily found were the regula-
tions which governed this very successful partnership during
the time of Harvey. I consulted Dr. Gweneth Whitteridge,
Dr. Kenneth Keele, and Dr. Donald Bates and others, who
were very helpful, and I am grateful to them for their patience
with an amateur historian like mhyself ; but I found that the
information I was seeking was readily available only in very
general terms, and since, towards the end of the sixteenth
century, the power of the students was waning in Bologna
and many other Italian universities it was clear that I would
have to turn to the statutes of the University of Padua itself
in order to be sure of the relationship between the State and
the students in Harvey's time. The statutes I was seeking were
those published in 1589 which remained operative until 1606,
a copy of which I obtained through the kindness of Dr.
O'Malley, of Los Angeles.3

* Harveian oration given at the Royal College of Physicians of London
on 17 October 1969.

t Emeritus Professor of Medicine, McGill University, Montreal.

Although it is uncertain how strictly these statutes were

observed, the sections which have been translated for me by
Dr. Carruthers suggest that in Harvey's time the students of
Padua, in contrast with those of other universities, had retained
a great deal of their power. They elected their rectors and
councillors, of whom Harvey was one, and showed their intoler-
ance of interference in a statute which referred to the scandals
of the past and which forbade the professors from influencing
in any way the election of the rector. Any transgressor was

to be suspended from teaching duties for three years and also
fined-a third of the fine going to the informer, who could
remain anonymous if he wished. Any professor absent without
the permission of the rector, or failing in any of his many
assignments, could be fined on a pro rata basis. Each professor
was required to conduct a public debate twice a year, a rule
which was supported in the statutes by the following sentence:
" Debates contribute not only a knowledge of the truth, but
also to practice and to promptness and skill of acquiring the
subjects which we are learning, and have a tendency especially
to create boldness in scholars." The students had to take part
in these and other debates, which were regarded as an important
part of the teaching process.

The medical curriculum was spread over three years, the
content of the first two being defined in some detail, but in
the third year there was an elective or option "according to
the pleasure of those who wish to hear." In addition to those
three years, the candidate must establish " that he has practised
with some famous doctor for a year at least and visited the
sick," which comes close to our preregistration year.

The mornings of the academic year were well saturated with
lectures, which is not surprising, since books must have been
too expensive for many students. But at noon, for an hour,
and again in the evenings, with no time limit, the professors
had to meet the students for group discussions. This personal
contact between teacher and student is what is recommended
in the Todd report, but Lord Todd might have hesitated before
adding the following statement contained in this statute: " that
all our teachers should be required to take part (in these discus-
sions) and stay for at least an hour under penalty for perjury
of 20 Sol ifor each instance, from which we have decreed that
no excuse at all may be presented or accepted by the rector
unless a person should be prevented by ill-health from
attending."

There were no written examinations. After the candidate
had been approved by his teachers and had passed private oral
examinations, he was presented to the rector, who arranged
a day for this public examination, which took the form of a

disputation or formalized debate.
The State provided the buildings and paid the salaries of the

professors. Fabricius, who had a great influence on the life
of William Harvey,7 was paid a salary of 200 florins when
he was appointed to the chair of anatomy and surgery at the
age of 24, and this was steadily increased until by 1594 he
was being paid 1,100 florins.4 The State was not parsimonious
in those days, and the professors of medicine were paid even

higher salaries than those of surgery.
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Medical Education and the State-Christie

According to the statutes the students ekewd their professors,
but by the end of the sixteenth century it was only their advice

that was sought when an appointment was made or a professor

was reappointed. These appointments were made by the State

-usually for a period of about three years, permanent tenure

being granted only after long and exceptionally brilliant service.

Fabricius himself was given a permanent appointment only

sfter he had served as a professor for 35 years.6

What with debates, electives, group discussions, oral examina-
tions, and a preregistration year, Harvey's education might have
gained the warm approval of the recent Royal Commission on

Medical Education. This, together with academic freedom and
a degree of student control that would be considered revolu-
tionary today, was the system that allowed the ascendancy of
Padua over Paris and Oxford, where the students had but little
or no authority.

State Control Today

I have been dealing with facts rather than opinions, and I
am certainly drawing no conclusions. The facts are that these
well-motivated and ambitious students founded a university
which they controlled over several centuries, and which in
Harvey's time surpassed in academic excellence the other
universities of Europe that were controlled by the students'
masters. It was a State university, but so long as the State

did not interfere with academic affairs it was a highly successful
co-operative venture.

With this background, I propose to discuss the influence
of State control on medical education in England today.
I confess that I have my own misgivings on the extent of my
temerity, since any discussion of such a controversial matter
would have a hollow ring unless it were critical, and criticisms

from without are usually less acceptable than criticisms from

within. For this reason I hope you will take what I have

to say as coming from one who has spent much of his academic
life in London, and who has had the concern of a participant
over the direction that events have led us in. We are living at

a time when all or almost all the countries of the civilized world
are convinced that there must be drastic changes in both under-

graduate and graduate medical education, but the most pro-
gressive of those countries are uncertain what these drastic
changes should be. Much of the evidence on which rational

decision could be based is lacking, but it is also true that some

evidence which is available is being neglected, and that decisions
are being based on opinion or expediency as distinct from

knowledge or principle. The Americans have learnt a great

deal from British medicine, but the Todd report appears to

be a tacit admission that we have something to learn from
North America. Any contribution that I can make comes

from my experience of academic life in London and in North
America, and my interest in the State control of medical educa-

tion in other countries.*

Academic Freedom

Substantial financial support, whether it be from the Church

or the State, can be a threat to university autonomy, since a

usual condition of continued support is the right to study

the use to which these funds are put, and this can very easily

be extended to the right to control academic policy. In most

countries it is the State that has been taking over the support

of universities, a trend which has accelerated rapidly over the

past 25 years to meet the expanding needs of higher education.

In medicine the problem of university autonomy is com-

plicated by the long-standing custom that licence to practice,

and even the qualifications for this licence, are regulated on

* A survey partly supported by a grant in aid from the Commonwealth

Fund, New York.
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a national or regional scale by some external body. It is further

complicated by commissions and regulations of the legislature

which involve the medical curriculum, the teaching staff, and

the teaching hospitals on the pretext, or basis, that the medical

profession, unlike other professions, is essential to national

welfare. Academic freedom in medicine is thus rather a

nebulous term, but most would agree that a medical school

should be free to select its staff and students; it should have

wide powers of discretion in organizing the curriculum and

the setting of standards, and in the development of research.
In one country or another all of these freedoms are being

encroached on by the State, but perhaps more important than

any of them is the freedom to reward success so that areas

of excellence will flourish and will expose mediocrity, and this

is the freedom in greatest jeopardy under State control.

University Grants Committee

During the eighteenth and nineteenth centuries the British

universities received small sums from the State, usually
through Crown patronage, but in 1889 Parliament recognized
its responsibilities and voted the sum of £15,000 to be divided

between the 12 universities of England and Scotland. By the turn

of the century this annual contribution had increased to £25,000
and it continued to increase slowly, but as can be seen from
the accompanying Chart it was not until after the second world
war that the need for more substantial support came to be
realized. This change in policy was presumably due to the

impact of scientific progress on the minds of the public, to

changes in political and social outlook on the planned society
and the Welfare State, and to the depressing effect of taxation
on private support.

250
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Parliamentary grants to the universities of the U.K.
These figures are derived from published reports of
the University Grarits Committee. The figure for

1968-9 is an estimate.

The task of the University Grants Committee is not an easy

one. It admits that in making its decisions there must always
be some scope for the exercise of judgement and discretion,
and also that " the balance between committee influence and
committee interference in university affairs is a delicate one."'4

There can be little doubt that the committee has maintained
this balance with tact and skill, but it is also true that it has
played a large part in shaping the character of medical educa-
tion in this country. Few medical schools would have the
temerity to disregard the advice or " indications " that are freely
given, and it is the University Grants Committee that earmarks
capital grants for specific lines of development. This kind of
control carries its hazards, one of which is uniformity, the
weak being improved at the expense of the strong.
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Medical Education and the State-Christie

The University Grants Committee has, however, steered the
universities through difficult times, when the demands for
higher education have exceeded the capacity of the country to
give the support which was needed. The committee still com-
mands the respect and trust of the universities, but there are

two recent developments which will have to be closely watched
if this happy relationship is to continue. The one is the
transfer of responsibility to the Department of Education and
Science, and the other is the access which has been given to
the Auditor General, enabling Parliament, through its own
officers, to check in detail the financial transactions of the
universities. The Prices and Incomes Board has already cast
a chill by suggesting that there is a need to encourage a shift
from research to teaching, a statement which will seem extra-
ordinarily naive to those who believe that part of Britain's
financial troubles stem from a reluctance to accept the scientific
revolution.

Research

The University drants Committee has consistently empha-
sized that a university's functions of teaching and research are

inseparable. Its report on university development'4 estimates
that about 75% of the universities' research effort is financed
from their own general incomne and refers to " a fear lest grow-
ing dependence on outside sources of finance, particularly in
the pure and applied sciences, might lead to a distortion of the
research pattern in a university." It is this balance between
university support and " outside " support of research in uni-
versities which varies widely in the countries of our western
civilization and which is of particular importanoe in those
countries where a planned society tends to overemphasize the
advantages of security.
Few of those involved in research in academic departments

will admit even to themselves that their research is pedestrian
or unprofitable, and those departments engaged in mediocre
research are sometimes the last to recognize excellence in others.
Partly for this reason it is difficult for a university organized
along democratic lines to give recognition to excellence, much
less reward it at the expense of others. Unless there is money
and to spare, the sums given to a university for research will
usually be divided among the departments in relation to their
size and local prestige rather than to their scientific originality.
To counteract this uninspired approach other countries, such
as Sweden, Canada, and the United States, have developed a

method of giving substantial State support to those with proved
originality and enterprise in research, and to do this an inde-
pendent body, well equipped to assess the potential of research
and with its own resources, is what is needed. This has been
done very effectively by means of expert committees which
cover the various areas of medical research and the judgement
of which is acknowledged to be fair and objective. The grants
given are not on a short-term basis, but can be continued for
as long as the research is considered to be up to the standard
required.
This system of outside support, if conducted with impar-

tiality and expertise, can be of great value in accelerating the
progress of the best research in academic departments, and just
because it can be overdone, as some claim to have been the case
in the U.S.A. in the 1950s, is no reason for condemning it.
Its research units are a credit to the initiative and enterprise of
the Medical Research Council; but before expanding its own
programme I would hope that this kind of continuing support,
which has proved so beneficial to the universities of Sweden
and North America, should be more seriously considered. I
believe that if the Medical Research Council were to adopt this
policy it would be in the best interests of both research and
medical education; but a substantial contribution would also
have to be made to provide space for research, since it is lack
of space that is the bottle-neck in most medical schools and in
almost all of the teaching hospitals.

BRITISH
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Teaching Hospitals

Following the suppression of religious institutions by
Henry VIII a statute was passed in 1545 which raised for the
first time the principle of State control of voluntary hospitals.
The Act accused the governors of inefficiency and sought " to
bring them into a more decent and convenient order." This
was, however, only a passing phase, and the voluntary hospitals
continued to flourish on the pattern of a free partnership
between lay governors and medical staff until the second world
war made it inevitable that the old order should change. The
voluntary hospitals, including the teaching hospitals, became
State hospitals, and to a steadily increasing extent the Govern-
ment has taken control.

Perhaps the first indication that all was not well with the
teaching hospitals of England and Scotland came in 1912 with
the Flexner report.9 He criticized the rigid lines of promotion
and control of beds in the teaching hospitals, particularly those
in London, and was opposed to reliance on systematic or
didactic lectures and on examinations. He believed that there
should be greater emphasis on the scientific basis of medicine,
which should be integrated with clinical teaching, and, to make
this possible, as had been done in Germany, he recommended
that the university should have some control over its teaching
hospitals and that there should be full-time academic appoint-
ments in the clinical departments. He emphasized that there
should be greater involvement in research and that the clinical
areas of a teaching hospital should in fact become departments.
These changes were accepted with enthusiasm in North
America and Scandinavia 30 to 40 years ago, but are still being
recommended in this country in reports of royal commissions
and health departments.
Both the Todd report and various publications from the

health ministries indicate that there are unsolved problems
regarding the staffing of teaching hospitals. This is a world-
wide problem which arises from new outlooks on medical
education and from the appearance of new types of specialist
in our hospitals. Teamwork among doctors, which until quite
recently was confined to the operating-theatre, now permeates
many departments. Cardiac and respiratory resuscitation, renal
dialysis, tissue transplantation, and various technical approaches
to diagnosis may require teams of specialists, some medical and
some non-medical, many of whom are also advancing the
frontiers of knowledge and who prefer to be employed on a
full-time basis and to have an academic appointment. Another
type of specialist that is appearing in teaching hospitals com-
prises those who have specialized both in their clinical and
their research interests on one particular organ, such as the
kidney or heart or thyroid.'3 They know more about the
clinical aspects of their particular interest than most physicians
and more about its physiology and pharmacology than most
physiologists or pharmacologists. They are particularly well
equipped to exploit new discoveries for the benefit of the patient
without the delay that was characteristic of the past.

Sir William Osler in his Harveian oration of 1906 had this
to say about Harvey's great discovery: "There was nothing
in it which could be converted immediately into practical
benefit, nothing that even the Sydenhams of his day could take
hold of and use." One of the functions of clinical scientists
is to prevent this kind of delay. Another is in teaching in the
preclinical as well as in the clinical departments, where in some
medical schools they are being used to cover the area of their
own particular interest. The spectacle of a clinician teaching
the basic sciences does not fail to impress the student with the
relevance of what he is learning, and it is also true that the
clinician is in a position to talk with authority on the applica-
tion to medicine of what he is teaching. The Todd report
makes the following comment: " Unless the preclinical sciences
are to be taught almost entirely by non-medical scientists, an
increasing proportion of the teaching in these subjects must be
done by teachers actively engaged in their clinical application."8
It is not being suggested that medicine should take over the
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Medical Education and the State-Christie

basic science departments, but only that selected physicians who

are good teachers, and who are interested in a particular organ,

such as the liver or lungs, should integrate the teaching of

physiology, biochemistry, pharmacology, and medicine. In this

way the student can get a grasp of the impact of science on

medicine which he is likely to remember, which is likely to make

him think, and which will encourage him after graduation to

keep abreast of new knowledge.

The Royal Commission on Medical Education was appointed

by the Government, and its report, usually referred to as the

Todd report,8 was presented to Parliament rather than to the
medical profession. Its recommendations, several of which I
will be referring to, are therefore very relevant to any discus-
sion of the impact of State control on medical education. The
Todd report rightly stresses that the profound changes in

clinical teaching will be "expensive in staff time" and "will
make severe demands on the medical school staff, organization
and accommodation," but it does not emphasize the increase
in the number of clinical teachers that will be required. As is
shown in the accompanying Table, other countries that have
been involved in this new approach to medical education have
found that they need a student-staff ratio in the clinical years

which is very different from what you have in England. The
teaching load falls most heavily on the departments of medicine
and on full-time clinical teachers, and it is in these categories
that the greatest increase in staff should occur. For every

whole-time clinical teacher there are 24 clinical students here
in London, but only 1-2 in the U.S.A., 2 2 in Sweden, and
31 in Canada (see Table).

Part-time and Full-time Clinical Teachers

London (1966-7)9..
Great Britain

(1966-7)9
U.S.A. (1967-8)1"
Canada(1966-7)"2 13
Sweden (1968-9)t -.

Clinical
Students

A

2,895

6,687
16,252
1,962
1,810

Part- Whole- All
time time Clinical

Clinical Clinical Teachers
Teachers Teachers*

B C D

689 120 809

1,629 419 2,048
,_ 15,435 _

1,894 640 2,534
- 828 -

Col. A Col.A
Divided Divided

by by
Col. C Col. D

24 3-6

16 3-3
1-2
3-1 0-8
2-2

* Includes those with limited private practice within the hospital.

t Includes students in fourth, fifth, and sixth years of study and 450 assistant
physicians (personal communication).
No figures are available on the number of part-time teachers in the U.S.A.

Professorial Units and Clinical Departments

In this college there are wide differences of opinion on what
should be the proper function and status of the professorial
units in teaching hospitals. A few comments on the historical
background may give some perspective to! the problems involved.

During the latter part of the last century there was an

orientation of medicine towards science which was particularly
conspicuous in Germany, and one manifestation of this was the
control of clinical departments by full-time university pro-
fessors. Germany became a centre for postgraduate education
which attracted many physicians from other countries, includ-
ing America, but it was not until 1913 that the faculty and
trustees of Johns Hopkins, against considerable opposition,
appointed full-time professors to be the heads of the clinical
departments of medicine, surgery, and paediatrics. William
Osler was one of those who opposed this change; but he must

have had a change of heart, since in a letter addressed to the
Dean of Medicine at McGill, dated August 1919, he stated:
"McGill simply cannot afford to fall behind other first-class
schools in the development of modern clinics. New condi-
tions have arisen, and the professor should be a whole-time
man or, if thought wiser, largely so.""5 First in Germany
and then in Scandinavia and North America the principle of

academically oriented departments of medicine has flourished
and is now spreading to other countries. In England the

BRIrssI
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reaction has been a compromise between the old and the new,

which not infrequently has been an uneasy one.

In London, chairs of medicine or surgery have carried

siderable dignity and almost complete security, but have usually

been of no great importance in the teaching hospital. The

contrast in North America, where the chairman is clearly the

head of the department, is very striking. There dignity is

a discount and the chairman has no security, but he is given

extensive authority in the running of his department. The

conditions of these appointments in North America show minor

variations, but the pattern in the teaching hospitals of McGill

can be taken as fairly characteristic. My appointment

fessor and my salary were secure until the retiring but

my appointment as physician-in-chief at the Royal Victoria

Hospital was subject to yearly renewal, and appointment

at McGill as chairman of the department of medicine for

five years. In other words, my salary and professorship

secure, but I had no security in those appointments which

me authority over others. This authority included control of

new appointments and promotions in the department and the

shaping of departmental policies, but I knew that unless I had

the support of my staff behind me I would lose my position

of authority. Nor was this just an idle threat, since I also

knew that it had happened in several departments at McGill.

Similarly in the hospital, though the physician-in-chief is

technically in charge of all patients, he would soon lose his

job if he interfered with clinical decisions without the backing

of his colleagues.

I have heard it said that compared with England the system

in North America is undemocratic ; but the word "democracy "

can be defined in several ways. In England the heads of

departments,and the heads of "firms" in teaching hospitals

have more or less absolute security in the continuance of their

position of authority. Security of this kind can be, and usually

is, associated with benign and efficient leadership, but it can

just as readily be associated with inefficient despotism:
Authority with security can be very undemocratic, while

authority without security can survive only if it has the backing

of those who are being led. Without security the authority of

younger men becomes more acceptable, as it was in the time

of William Harvey and William Pitt, and it is the leadership

of younger men we need today.

The Todd report has recommended that "the teaching in

each clinical department of the medical school and its asso-

ciated hospitals should be brought under the direction of an

academic head."8 Reports from the health departments'6 17

have also recommended the appointment of chairmen of clinical

divisions, and it is interesting that in the Todd report there is

no discussion of the implications or hazards of having one

clinical head and another academic head in the same subject

in the same hospital, a combination which has been tried else-

where with no success. To have one person leading both the

clinical and the academic aspects of his subject seems logical,

and this is the pattern which has developed in other countries.
Both hospital and university have to agree on the person to be

appointed, but with a joint appointment committee this seldom
presents any difficulty.

Facilities for Teaching and Research

The facilities for teaching and research in teaching hospitals
receive surprisingly little emphasis in the Todd report.

In a recent publication'8 the Dean of Medicine at the
University of Newcastle, who is now its vice-chancellor, wrote

as follows: " It would be hard to find a more telling example
of public squalor in an affluent society than the appalling

physical conditions under whiich distinguished physicians and

surgeons are expected to teach and practise twentieth-century
medicine than in some of London's most famous hos-
pitals. . It is paradoxical that the two decades that have
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witnessed the greatest scientific advance in the history of medi-
cine have also seen a decline in British hospital building
unparalleled during the preceding century." This may seem
an exaggerated statement of the misfortunes of the teaching
hospitals, but I am sure there is much truth in what Dr. Miller
has said. I am also sure that these troubles are not confined
to the medical schools of London. Space for teaching and
research and for developing the new frontiers of medicine is
equally deficient in many of the teaching hospitals in the
provinces and in Scotland.19 Some are better off than others,
and in these it can usually be found that the space was provided
either out of endowments or by some foundation. This is a
deficit which has accumulated over the past 25 years and which
clearly shows a lack of perspective in establishing priorities.
To contrast the teaching hospitals of Great Britain with those
of Scandinavia, North America, and other countries has been
for me a depressing experience.
The Todd report has recommended that the teaching hos-

pitals in England and Wales should be under the administrative
control of the regional hospital boards. This change may
benefit the medical schools in several ways, particularly in
allowing greater flexibility in the use of the resources of the
region for teaching; but experience in other countries, and
even in the United Kingdom itself, indicates that these benefits
may be outweighed by the hazard of inadequate financial
support.20 The needs of the patient are always given priority
over the needs of teaching and research, which may seem
reasonable but is a short-sighted policy, since the quality of
the health service of the future must depend on the quality
of the doctors who are being trained today. Medical education
is a national and not a local responsibility, and only if funds
are earmarked by the State for the extra capital and running
costs of the teaching hospitals will they get the funds they
need. This is what is done in Scandinavia and elsewhere, but
no such provision is made in the Todd report. It is only
suggested that the " initial revenue allocation to a new uni-
versity hospital group" be earmarked and that "subsequent
allocations would be determined by the regional hospital
board." This would not "provide adequate financial and
administrative safeguards for the maintenance and development
of teaching and research."

Undergraduate Medical Education
The Todd report contains recommendations on both under-

graduate and graduate training which will be welcomed by
most of those interested in medical education, but which as
I have already indicated will probably be viewed with alarm
by the Treasury. It was the State that appointed this royal
commission, and it will be the ministries, committees, and
councils of the State that will decide whether its recommenda-
tions can or cannot be implemented.
The orientation of the curriculum which is recommended in

the Todd report will bring medical education in Britain much
closer to the pattern which has developed in North America
over the past 20 years. I have yet to encounter a curriculum
which is not the subject of criticism, and I was particularly
attracted by the plea that there should be scope for wide varia-
tions in the approach of medical schools to these changes and
that "the planning of medical education need not and cannot
any longer be left to individual heads of departments."

Postgraduate Education
The Todd report contains several proposals on the training

of specialists, and I will only say that I agree with the com-
ments of this college in its report to the Ministry of Health,
though I have some doubts on the wisdom of so early a selec-

tion of those to be trained and the long training required of
those who are chosen. In contrast with the undergraduate
curriculum there is surprisingly little emphasis on the academic
aspects of specialty training. In most specialties the training
requirements should surely include study in depth of the scien-
tific background of that specialty, and this can be provided
effectively only where there is the variety of talent which is to
be found in a medical school. For this reason other countries
have insisted that the training requirements for specialists must
be part of a training programme organized by a medical school,
an arrangement which clearly defines where responsibility lies
and which has the advantage of breaking down the barriers
between academic and specialty training.
The Todd report contains recommendations on the post-

graduate training of general practitioners which in many
respects are more ambitious than in North America,
Scandinavia, or elsewhere. These recommendations bear a
close resemblance to those made five years ago by the Nordic
Council in Scandinavia, where the conditions of general prac-
tice are much better than those in this country and where there
is no significant emigration of doctors. In spite of these advan-
tages the Scandinavian countries have had second thoughts on
the wisdom of such sweeping changes. To give the general
practitioner the kind of training that would bring him in line
with the specialist is a fine vision for the future with which
few would disagree, but training is of value only if what is
leamed can be practised. I have talked to many medical
emigrants from this country, and I am convinced that the
principal reason for their departure to become general practi-
tioners in other English-speaking countries is that in Britain
they cannot practise the kind of medicine they wish to practise.
The salaries which can now be earned in general practice are
not unreasonable compared with elsewhere, nor is the prestige
of the general practitioner less. What the practitioner in
Britain rarely has is the time or opportunity to practise in a
way that gives him satisfaction. It is true that the Todd
report recommends various improvements in the conditions
under which general practitioners will work, but unless active
steps are taken and unless large sums of money are made avail-
able, it will be a long time before these materialize.

If in Britain the period of postgraduate training for general
practice is increased to six years, or even to four years, my own
belief is that the brain drain will increase to a stream unless
these well-trained men can practise the kind of medicine they
have been trained for. It would seem more sensible first to
improve the conditions of general practice, to remove some of
the sources of frustration, and to give the practitioner more
incentive to be a good family doctor. After this has been done
-and many other countries have shown that it can be done
within the framework of an efficient health service-then would
be the time to turn to such sweeping changes in the training
of general practitioners as are recommended. In the meantime
it might be wise to consider a period of training for general
practice which is more in line with what is demanded in other
English-speaking countries.

Conclusion
In conclusion I can only admit that I am a reactionary

of the worst kind. I believe that emphasis on security is over-
done and that we should revert to leadership with authority,
but without security. I believe that, as in the days of Harvey.
an important part of medical education should be discussion,
disputation, and debate. I believe that clinicians should take
over the teaching of certain aspects of anatomy, physiology,
and pharmacology as they did until last century, and I believe
that more clinicians will follow the example of William Harvey
by becoming scientists in their own particular area of interest.

Both the medical schools and the medical profession have
become subject to State control, and this can carry many

 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.4.5680.385 on 15 N
ovem

ber 1969. D
ow

nloaded from
 

http://www.bmj.com/


390 15 November 1969 Medical Education and the State-Christie BDITJISHAL

advantages to the community and to the profession, provided
decisions are based on knowledge and good judgement rather
than on political expediency, and provided the incentives to
personal efficiency are maintained and the hazards of uniformity
are avoided.
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Epidemiology of Urinary Tract Diseases in General Practice
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Summary: During a one-year morbidity survey of
urinary tract diseases in general practice 741 cases

were diagnosed. Only about half of all the patients with
symptoms of urinary tract infection had significant
bacteriuria. In young women urinary tract infections and
symptoms from the urinary tract without bacteriuria-in
particular urethritis-were found to predominate. In
middle-aged women, the urinary tract symptoms were
ascribed increasingly to genital prolapse, while incidence
of urolithiasis was the highest in any group, and urinary
tract infections became less frequent. The prevalence of
urinary tract infection showed another increase in elderly
women, and recurrent/chronic pyelonephritis, which
occurs with a steadily increasing prevalence throughout
all age groups, became common.

In younger male urological patients diseases with
symptoms of urinary tract infection without bacteriuria
were predominant, whereas prostatitis and urinary tract
infections were less frequent. In middle-aged men, uro-
lithiasis was especially frequent, while an increasing pro-
portion of elderly men had prostatic hypertrophy, urinary
tract infections, and recurrent/chronic pyelonephritis.

Introduction

Information available on the incidence of renal and urinary
tract diseases in the general population is derived mainly from
hospital statistics. It is, however, of greater importance to
collect morbidity data from general practice, because most
urinary tract diseases run such a mild course that the patients
are not referred to hospital. In countries where the public
health system is based on definite groups of people being
registered with the same doctor for reasonable periods of time,
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t Chief Physician, Department of Medicine B, Glostrup Hospital,

Denmark.
t Assistant Chief Surgeon, Department of Surgery A, Glostrup Hospital,

Denmark.
§ General Practitioner, Rodovre, Denmark.
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as, for example, in England and Denmark, the prerequisites of
such studies are present. Nevertheloss, very few studies on
morbidity, dealing in particular with renal and urinary tract
diseases, have been published (Fry et al., 1962; Loudon and
Greenhalgh, 1962; Gallagher et al., 1965 ; Mond et al.., 1965;
Sourander, 1966).
The object of the present study is to clarify the prevalence

of urinary tract disorders in general practice.

Material and Methods

The population included in this study is that of a typical
suburb of Copenhagen. Adults are recorded separately by the
health insurance funds, and, on the basis of their panels, the
material studied was derived from a population group com-
prising 22,000 adults. About 53 % of the population are
females, the age distribution for the sexes being almost equal.
The 10 doctors participating in the study,' representing eight
general practices, had on an average 2,200 adult patients each,
though the size and composition of the individual practices
varied considerably.
The morbidity rates are recorded as period prevalence rates

per year. We ascertained the number of adults (16 years of age
and above) who during the survey period from 1 November
1964 to 31 October 1965 consulted their family doctor once
or more, presenting symptoms of renal and urinary tract
disease. Patients with gonorrhoea are excluded from the
material. A total of 796 patients (606 women (76%) and
190 men) were recorded. More detailed examinations showed
that 55 of these patients had no urinary tract disease.
A special system was contrived for establishing the diagnosis,

classified into three groups of urinary tract infect-ions and
related diseases, according to the results of the bacteriological
examination of the urine: definite urinary tract infection (more
than 50,000 colonies/ml.) ; doubtful growth of bacteria
(2,000-50,000 col./ml.); and no growth of bacteria (<2,000

Participating General Practitioners: Inger Berthelsen, P. Berthelsen, E.
Fan0e, F. Gam, T. Hede, A. E. Pallesen, Inger Smed Pedersen, K.
Smed Pedersen, P. Simonsen, and K. Zachrau.
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