
Editorial
MEDICAL PLANNING-1

The Journal of the American Medical Association declares in its December Igth issue:
"Further light on the attitude of the British Medical Association to the now famous

Interim Report of the Medical Planning Commission is given by the votes on two resolutions
that were brought up in the discussion of this report at the Annual Representative Meeting
of the British Medical Association. A motion with regard to medical service 'that provision,
of whatever character, should be made by the Government for the whole community' was,
after considerable discussion, adopted by the very close vote of 94 for and 92 against. The
effect of this was also immediately modified by the adoption of a 'rider' providing that 'the
patient should have the right to contract out and the doctor the right to charge fees for attend-
ance to patients not on his list.' A motion ' that the basis for the co-ordination and integration
of health services should be the establishment of a whole-time and salaried Government service
was defeated by a vote of 20 to I77. This would apparently indicate an overwhelming opposition
of the medical profession to a comprehensive State medical service."

Such is the editorial comment of our American friends. We wonder whether the B.M.A.
has noted this comment. Reading the report of the Annual Representative Meeting last
September it appears that there was a lack of appreciation of the real problems to be faced in
the remodelling of our profession, and that the distinct and separate responsibilities of the
general practitioner and of the consultant were not properly understood. For there is a width
of divergence between these two callings which can only be realised by those who have had
experience of both, although it is commonly acknowledged that the recently qualified doctor,
even after serving his hospital House Appointments, has to re-learn medicine upon his entry
into practice.

Let us therefore try to get a clearer view of the whole position, and having obtained this,
show our disapproval in no uncertain manner of any scheme, no matter by whom formulated
and fostered, which does not conform to our pattern. Unless this is done we shall be victims of
our own folly. There must be no regimentation, and to avoid this " Vox populi" in the truest
sense must make itself heard by those on whom the ultimate responsibility for our revolution
rests.

The first requisite of a general practitioner is a knowledge and understanding of the patient
which is only gained by seeing and contacting that patient, and his family, both at work and
in the home. The second is the ability to diagnose and treat with simple and yet effective
measures the more common ailments which afflict us during our lifetime. The third is a real-
isation that one cannot be a master of all subjects and departments of medicine. If the prac-
titioner can say that he has never missed a serious illness, such as an acute abdominal condition
or a pneumonia, that he has been able to alleviate distressing symptoms either of acute or chronic
or psychological illness, that he has recognised when to call in expert advice, and that his
patient has gone away feeling happier and more confident in body and mind, then that prac-
titioner has done his duty. And, done well, there is no more satisfying professional
attainment. He becomes, in fact, the " beloved physician."

How does this compare with the consultant? His first prerequisite is an expert familiarity
with his subject gained by years of clinical study of that one subject, coupled with an equal
familiarity of all possible ancillary methods of diagnosis and treatment. Next he must under-
stand the difficulties under which his colleague in general practice works and be prepared to
help him. He must also get to understand the psychology of his patient.

In a word, a practitioner is an expert witness of his patient's body and mind, whereas a
consultant is an expert witness of a particular disease process.

Do the suggested reforms of the Medical Planning Commission set up by the B.M.A. help
to co-ordinate these two apparently opposing bodies of men? We say most emphatically that
they do not. The object, however, of the Commission was to put forward suggestions that
would enable the medical profession as a whole to make up its mind what it wanted. But if
the profession, as is customary, does not make up its mind then it will find itself saddled with
a scheme which will be the dictate of the particular politician in power at the time of the revo-
lution.

Some of the questions put up by the Commission must be briefly considered.
The first was that " the following broad definition of the medical service be accepted (a) to
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provide a system of medical service directed towards the achievement of positive health, of
the prevention of disease, and of the relief of sickness; (b) to render available to every individual
all necessary medical services both general and specialist, and both domiciliary and institutional."
Few can quarrel with such perfection, although one journal has already noted the possibility
of " Positive Health Salts " as a commercial proposition. The question remains, but how?

The second question related to the essential of free choice by the doctor and patient. This
surely must mean more to the public than to the doctor. Therefore let the public worry. We
fear that they will realise only when it is too late what this loss of freedom means. But the
Representative Meeting lost face by hedging over the question. There must be only one
answer, namely, that the patient must have free choice. The doctor can always " lose a patient"
very easily, if he so desires.

The third question related to group practice. Group practice means, in effect, a partner-
ship of men working together in order to alleviate some of their own burden of work and responsi-
bility. If free choice of doctor is upheld, what difference is made by, say, twelve men working
from one " office " rather than from half-a-dozen surgeries? And surely each surgery has its
own individual characteristics which are the outward manifestations of the individual doctor.
To many the joy of working single-handed is a very real thing. Granted there are often diffi-
culties about free time or holidays, but these things have not proved insuperable in the past.
If a doctor has wished to have his colleagues bound to him on a business basis, he had only to
enter a partnership. How many of these were entirely_satisfactory? Even if all the partners
were on an equal footing, one man would always find more patients than his fellows because
of his particular personality, or another would consider that he had already done his share and
could therefore relax a little. It was found early on in the Marxist system that men were not
in any way equal, nor did they act as automata. Could such a system as is envisaged by the
group practice idea really work out?

As noted by J.A.M.A. the important question on the provision of a medical service for all
was immediately vitiated by the turning down by a considerable majority of a motion regarding
a whole-time salaried service. No one doubts the. absolute necessity for medical treatment
for the whole community. The lower and upper strata of society are already fairly well pro-
vided for, but it is the unfortunate, upstanding middle-class which feels the rub when it comes
to illness. Why not expand the panel system to include all those dependent upon the working
man and to have a national medical insurance scheme for the middle classes based upon the
same principles as the War Damage Scheme, whereby they could still retain their pride of place
by having a " private " doctor whose fees, fixed by a scale, would be paid by the central organ-
isation? Coupled to these financial transactions must be immediate and adequate sick payments
for the patients. The profession must not forget that it is the patient who matters in all these
reforms. With such a system personal incentive would not be clamped down, and the public
would benefit materially.

The next question dealt with the unification of the hospitals, the appointment of general
practitioners to the hospital service and to the administration of the hospitals. Regionalisation
of the hospitals has much to commend it. Appointment of the practitioners to the service has
much to commend it. But surely it must be recognised that if appointed to a hospital the
practitioner must be prepared to act under the guidance of a consultant, though this raises the
question of the ultimate responsibility to the patient whilst in hospital. Is it better for the
patient to be placed under entirely new management, or for him to remain in the care of his
own doctor, with the realisation that his own doctor is acting on the orders of the hospital
consultant? Where is the dividing line to be drawn when it Comes to the diagnosis and treat-
ment? It is doubtful whether a surgeon would allow a practitioner (if he so desired) to operate
on one of his patients. The same relationship must hold with a physician. The answer must
surely be to have all hospitals staffed with specially qualified men who would be prepared to
have the practitioners as their clinical assistants in the various departments. But where will
the practitioners find the necessary time? We shall need many more doctors for these schemes,
and doctors are not made overnight.

The idea that a Health Centre is the ideal place to practise medicine has gained much
ground. Is it to be a glorified surgery, or is it to be an out-patient hospital with pathological
laboratories and X-ray plants, etc.? There is, however, a deal of difference between taking an
X-ray of a chest and interpreting it. Furthermore, such buildings cost money to build, equip,
and run. Who pays?
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We consider that many of the ideas behind the Commission's Report may be sound, but
that in its present form it is not only unacceptable but unworkable. Unless the rank and file
of the profession wake up to the fact that their future is being held most precariously in the
balance at this present moment, much, if not all, will be lost. At the moment the B.M.A. has
the ear of the Minister of Health. The motives which move the B.M.A. may be sincere, but they
are largely academic. It is the future of each member of the medical profession that is now
being settled, and it is for each member of the medical profession to recognise his personal
responsibility in the matter and to state now, clearly, loudly, and before it is too late, exactly
what he wants.

The Editor would welcome correspondence on this subject.

A SURVEY OF ALIMENTARY SYMPTOMS AND SIGNS IN YOUNG
CHILDREN

By NORMAN B. CAPON, M.D., F.R.C.P.
Lecturer in Diseases of Children, University of Liverpool; Honorary Physician, Royal Liverpool

Children's Hospital; Visiting Physician, Alder Hey Children's Hospital, Liverpool.

Symptoms which focus attention upon the alimentary tract are common in childhood; and
though in some cases (e.g. vomiting caused by an intracranial tumour or by uraemia; anorexia
due to functional nervous disorder; constipation as a result of hypothyroidism) it soon becomes
apparent that the primary disorder is not in the alimentary tract, it is none the less interesting
and useful to study the subject as it presents itself to the clinician, namely, on the basis of
symptomatology.

There is no need to refer in detail to the difficulties caused by the patient's inability to
give a description of the symptoms, but they emphasize that particularly close attention must
be paid to the history given by the mother or nurse; and accuracy of examination must make
amends for the paucity of subjective details. This accuracy is greatly helped by familiarity
with the technique of examining young children. (1)

It is helpful to remember that an infant whose ill-health is characterised by alimentary
symptoms and signs is likely to fall in one or more of the following groups:-

(a) There is or has been a dietetic fault, and the child will probably present some of the
features of primary malnutrition. (2, 3)

Breast-fed infants are not exempt from disorders of this type, but artificially-fed
infants are more frequently affected.

(b) There is a congenital abnormality, e.g. oesophageal stenosis; congenital malformation
of the heart; or a constitutional defect, e.g. immaturity.

(c) The nursing care and hygiene of the child has been unsatisfactory. The importance
of this cause is not sufficiently realised; babies do not tolerate uncleanliness, lack of
sunlight and fresh air, and insufficient sleep as readily as adults. Furthermore, it is
to be remembered that fatigue, ignorance and carelessness of the parents-frequently
the primary factors operating in this group-are disadvantages to the infant in many
other ways, for instance, in causing dietetic illnesses; and all these factors are aggravated
by the financial difficulties frequently found in this category of parents.

(d) There is an infection of the alimentary tract-e.g. stomatitis, infective gastro-enteritis,
dysentery, paratyphoid fever, tuberculosis; or there may be a local alimentary disease
which is not primarily infective, e.g. intussusception.

(e) There is a parenteral infection, e.g. sinusitis, otitis media, pyelitis, or skin infection
causing a secondary alimentary upset.

(f) There is a general disease other than parenteral infection, e.g. pink disease, syphilis.
(g) There is a functional nervous disorder of the type which commonly arises as a reaction

to over-anxiety displayed by highly-strung, conscientious parents.
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