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PRIMARY CARE IN THE BRITISH HEALTH SYSTEM - SOME OBSERVATIONS

AAMC - AAHC Visit, June 1973 - E. D. P ellegrino, M .D .

The provision of prim ary care is perhaps the strongest feature o f the British 

Health System, and the one in which there is seem ingly the sharpest difference with 

the organization o f health care in the United States. The observations which support 

this statement are made as a consequence of the following: a) a w eek-long meeting 

with various representatives of the British Health S erv ice  - both those in an admini

strative capacity and general practitioners, as w ell as specia lists; b) visits to prim ary 

health care centers in two locations, with particular tim e spent in the Grove Health 

Center in Hammersmith; c) conversations with citizens in England and Scotland; and 

d) review  o f brochures, memoranda, e t c . ,  describing various facets of prim ary care 

in England and Scotland.

No attempt has been made to describe all facets of prim ary care - only those 

features actually observed on visits in London, W inchester, Southhampton and Edin

burgh. Several publications of the Scottish Health Service (see references) describe 

present operation and future plans adm irably, and should be consulted for  m ore detail.

I. ACCESS AND AVAILABILITY OF PRIM ARY CARE

There are some 20,000 general practitioners at present in England. Current plans 

of the National Health Service are to in crease further the number of m edical graduates 

entering general practice. At present, about fifty percent of graduates enter the 

fie ld  of prim ary care. This is in part due to positive m easures to im prove the image 

and the functioning o f the general practitioner, as w ell as a deliberate restriction  of 

the number of consultantships available in the hospitals.



M ost of the people to whom I spoke, at all socioeconom ic levels, knew who their 

general practitioner was and were enrolled on the panel of a general practitioner in 

their region. Availability and accessib ility  to prim ary care w ere easy and seemed 

satisfactory to m ost people. There was less complaining about availability than 

we custom arily experience in the U. S. Even the obviously w e ll-to -d o , who could 

afford to go d irectly  to a consultant, used the general practitioner for their m ore 

minor ills , and in em ergencies.

The alternatives to prim ary care in the United Kingdom are not very much different 

from  those available in the United States. The casualty room  of hospitals is often 

used at night when the general practitioner or his colleagues are not available. In 

addition, there are clin ics for special purposes, run by the local health authority, 

such as fo r  School o f Health. Finally, there is the "private practice" dimension of 

health care , which we w ill comment on in som e m ore detail below - the exact m agni

tude of which it is difficult to a ssess .

It is free ly  admitted by patients, practitioners and specialists that a certain 

number of patients "b y -p a ss" the general practitioner and go d irectly  to a specialist.

The casualty room  at the hospital is staffed by specialists, and this is one way to 

gain access directly  to a specialist. In addition, m ost specialists and general p racti

tioners devote a certain amount o f tim e to private practice . Patients may go directly 

to either the consultant or specialist as a private patient, with less  delay and less 

rush when they get there.

The public regards the prim ary care physician as an ever-read y  backup whom

they can use for  m ost of their general complaints and symptoms. They go to a consul

tant if  they need a specialty serv ice  which seem s easily definable - e. g . , the need
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for  an operation. Those who do not wish to wait in the practitioner's office  or who 

want m ore time with the docto r  w ill often consult him during his private practice 

hours.

The wait for  elective surgery is overly long through regular channels. People 

of all socioecon om ic circum stances admitted they went directly to surgical consultants 

in particular to reduce the waiting period. The "w ait" for prim ary care of ordinary 

ills  can also be long in the physician 's o ffice , although no better or w orse than in 

the U. S.

II. FUNCTIONS AND REMUNERATION OF THE GENERAL PRACTITIONER

The general pracitioners we spoke to regard them selves as "a s s e ss o rs "  - i. e . , 

som eone who can r epidly determine the needs of the patient, gauge their im m ediacy 

and severity, and determine prom ptly what the next steps should be. E ighty-five 

to ninety percent o f the presenting symptoms are handled by the practitioner and his 

team, consisting o f him self, his nurse and a health v is itor .

Each general practitioner has a list of patients who have "signed on" with him 

and whom he has accepted on his panel. The practitioner and the patient must agree 

on the relationship. The National Health Service must provide a general practitioner 

for  every  citizen. When arrangements cannot be worked out between the patient and 

a practitioner - for  example, in the case of "undesirable" patients ( i. e . , a drug 

addict or an a lcoh olic), the National Health Service w ill assist in finding one. When 

all else fa ils , the Health Service w ill "assign" a physician.

The general practitioner is consulted only by patients on his list . The size of the 

list varies with location and practitioner, and from  tim e to tim e. There is an average 

turnover rate of about ten percent in the sm all towns, and up to twenty-five percent 

in the city. Patients may m ove from  one physician 's list to another sim ply by applying



to another physician. If accepted, the patient becom es the charge of the new physician. 

The p rocess  is apparently easy to effect and seem s not to concern either physicians 

or patients unduly.

The general practitioner re fers  easily, and apparently frequently, to the hospital 

consultant. He may name the consultant, if  he wishes, for a specific  purpose, or 

he may re fer  the patient to the hospital, in which case the hospital w ill allocate a 

specialist. General practitioners do not provide laboratory or x -ra y  serv ices in 

their o ff ic e s . They may freely  use the laboratory and x -ra y  serv ices  of the hospital, 

and will then receive  reports. This latter privilege has been accorded the general 

practitioner only recently.

General practitioners average 5000 pounds per year, and the better practitioners 

are c loser  to 7-8000 pounds from  the National Health Service, for a certain number 

of sessions with half-days in the o ffice . This contrasts well with the starting salary 

of the hospital consultant, which is 6000 pounds, though the level may go as high as 

14, 000 pounds. If we consider the "extra " form s of remuneration mentioned later 

(section HI), the general practitioner 's  total compensation is considerably m ore than 

he rece ives  from  the incom e for the patients on his panel.

Except for the m ajor problem s of hospital priv ileges, the m ajor vexation expressed  

repeatedly by physicians was the number, variety and inanity o f the form s they are 

required to fill out. The flow of paper sounded like a veritable avalanche. A lm ost 

everything an Englishman does seem s to require some brush with the Health Care 

System, and this in turn requires certification  by the physician - not appearing for 

work and returning after a cold, for  example.

Night calls are just as unpopular with English physicians as they are with physicians 

anywhere else. There is apparently a w ell-developed and w idespread "deputizing"
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system , in which a practitioner contracts with someone else - perhaps a foreign 

graduate, or som eone in need of m ore incom e - to take night ca lls . One informant 

estim ated that sixty percent of night calls are covered this way. The effects on 

continuity and com prehensiveness of care are obvious.

III. THE GROVE HEALTH CENTER

We visited the Grove Health Center in Hammersmith, London, to observe the way 

in which a general practitioner works in a community health center. Our host 

was Dr. Stewart Corne. He is one of a group of five general practitioners who 

work together as an inform al group. They serve a population in relatively poor 

econom ic and socia l circum stances, many of whom are immigrants from  the West 

Indes, India and Pakistan.

Dr. Corne works with a nurse and a health v is itor . The nurse functions essen

tially as a physician 's assistant or a fam ily nurse practitioner in our country, for 

she assists the physician  in education o f the patient, as w ell as carrying out the 

great bulk of manipulative tasks associated with prim ary m edical care. The third 

m em ber of the team is a health v is itor , whose m ajor concentration is in the fie ld  of 

m aternal and child health, as well as the care of the old-aged at home.

The Grove Center is owned by the loca l health authority. We had an opportunity 

to m eet the lay adm inistrator of the loca l health authority, which has the resp on si

bility for  seeing that health care serv ices  are provided to all of the citizens in the 

area. The authority establishes the budget for  the health center, determines what 

serv ices should be provided and acts as overall m onitor of health serv ices .

D r. C orne's philosophy of prim ary care is essentially that of the "a sse sso r "  

role  mentioned above. He frankly does not expect to make a diagnosis at the first 

contact with the patient; rather, he hopes to "build" the diagnosis as time goes by.
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He addresses him self to the presenting symptom and handles that as prom ptly as 

he can. When he sees the patient for follow -up of the prim ary symptoms, he adds 

investigation and inquiry into the other symptoms and problem s the patient may 

present.

Dr. Corne has access  to his paitent when he is in hospital, and may v isit him 

and review  his chart. He may not, however, write in the chart, although apparently 

there are discussions underway to perm it the general practitioner to make notes 

on the patient has has hospitalized. Dr. Corne does not have access to beds in the 

hospital for  his own use. He does not wish any. Other general practitioners, how

ever, express a desire  for beds within the hospital - particularly in m edicine, 

pediatrics, obstetrics and gynecology.

At the Grove Health Center all patients are seen by appointment. E very effort 

is made to see patients on the day they call, although this is not as often the case 

as everyone would like. Dr. Corne sees twelve patients per hour on the average; 

they wait an average o f eight minutes to see him. The receptionist arranges for 

a longer visit if she thinks the paitent needs the extra tim e. Dr. Corne him self 

schedules a repeat v isit, in which he can devote a larger amount of tim e if  he ascertains 

the need for such.

House calls average about two per doctor, per day, in the group. There is extra 

pay for  house ca lls . House calls are supplemented by the visits of the health v isitor 

for the home-bound. Dr. Corne is on ca ll one weekday night per week, and one w eek

end in five. He rece ives  only abovt four to five night calls per year.

Dr. Corne has given up obstetrics and apparently this is the usual custom  in the 

cities. It is less frequent in the rural areas, o f course. D eliveries are conducted
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either by the midwife or the obstetrician, depending on the location. The general 

practitioner provides antenatal and postpartum care. This is supplemented by the 

visits o f the home health v isitor, who particularly emphasizes maternal and child 

health.

In addition to his work in the Grove Health Center, Dr. Corne has a large variety 

o f other activities for  which he receives additional pay. He works on the Hospital 

Board; he holds a part-tim e industrial position ; he does insurance examinations; 

he provides m edical serv ices for the police ; and he is m edical o fficer  for a hotel 

and a school) h e conducts special clin ics for  diabetic children. He also does "private" 

practice . There is supplemental incom e for each of these activities.

D r. Corne seem s to be reasonably well satisfied with his salary and total incom e.

He rece ives  a certain amount o f money fo r  each person on his panel. There are also 

what he calls "add -ons" to his basic salary. He rece ives  an increase as a result 

o f seniority status after a certain number of years. He also receives additional pay 

if he obtains credits fo r  postgraduate work. There is also additional pay for  house calls.

He estimates that ten percent of the patients on his panel s e e  him privately.

This amounts to rou g h ly  three private patients per day. His incom e from  these 

private patients, however, is higher than ten percent of his total incom e. Private 

practice  is conducted in varying degrees by m ost general practitioners and specialists.

D r. Corne confirm s the fact that in London, specialists see many consultations 

under the "private" arrangement for the reasons given above. London also abounds 

in quasi-specia lists who see patients privately, but who are not designated as specialists 

by the Health S ervice. These quasi-specia lists do not have hospital priv ileges and 

must work with their patients on an am bulatory basis only.
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Dr. Corne and his associates encounter little difficulty in obtaining specia lists ' 

assistance. There are about one and one-half specialist referra ls  per general 

practitioner, per day, in the Grove Health Center. I had the opportunity to look at 

re ferra l slips; these w ere very brief and to the point. The return information for 

the specialist was equally terse . This may be a manifestation of the English taste 

for lucidity and brevity, or it might mean less-than-optim al communication between 

specialist and practitioner. The same observation applies to the patient records I 

was privileged to see.

Dr. Corne has done a study within his own p ra ctice  of the frequency of presenting 

sym ptoms. He finds fourteen or fifteen m ajor categories. In his opinion, there is 

virtually nothing he does in prim ary care that the nurse cannot do as w ell, under 

supervision. Hence, he has a very open attitude about the extension of the nurse's 

role  in his own practice . He uses his nurse to handle m ost of the fourteen or fifteen 

high-frequency com plaints, which by and large, are treated accord ing to pre-established 

protocols. Yet he expressed great doubt that his patients would accept a physician 's 

assistant like those in the U. S.

The health v isitor is first trained in nursing, and then receives additional education 

in preventive m edicine, growth and development and health education. Her activities 

are largely extram ural, and concentrated in following up newborn infants at home, 

adivising the mother on the care of the child, making sure immunizations are admin

istered  at the appropriate tim e, providing education on nutrition, growth and develop

ment, etc. There was no overt conflict between the nurse and the health v isitor. 

Occasionally, one had the im pression the nurse would have p re ferred  that prevention 

and therapy be coordinated by the same person .
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IV. CONTINUING EDUCATION

An im pressive feature of the British Health System is the effort and organization 

dedicated to continuing and postgraduate education. The general practitioner is the 

beneficiary of much of this effort. The system  of continuing education provides him 

with an opportunity to stay abreast of m edical developm ents, and to do so in his own 

community.

Spread throughout the United Kingdom are some 280 postgraduate-continuing 

education centers. These are located in hospitals and m edical sch ools. Postgraduate 

deans are appointed throughout the country to supervise courses and teaching. I 

visited the center in Southhampton at the new m edical school there, and I was very 

much impressed with the functional arrangem ents. The Health Service provides the 

building and the funds to operate these centers. They are o f varying s izes , of course, 

depending upon the communities in which they reside. These centers and the overall 

coordination of postgraduate education lie  with the Council for Postgraduate Education 

follow ing recom m endations of the Royal C om m ission on M edical Education.

The centers are bu ilt on the thesis that the fam ily practitioner w ill com e into a 

central point, generally for  a luncheon or dinner meeting. The design of the structures 

is civ ilized . Pleasant eating and drinking facilities are provided, as well as library, 

seminar and c lassroom s. The centers are used by all health professionals in the 

region . The socia l and professional attractions w ere n icely  balanced and mutually 

rein forced  in the continuing education center.

General practitioners expressed much satisfaction with this program . They felt 

it was one of the m ost important factors enabling them to practice at a distance from  

the large m edical centers. The English general practitioner recieves certain pay 

incentives to maintain his continuing education. His "seniority" payment is continued



only if he fulfills five hours o f continuing edcuation per year.

The subject covered appeared to be of a practical sort, concentrating on the 

problem s encountered by the general practitioner. C ourses, sem inars and lectures 

are provided by specialists working in the district in which the center is located; 

invited outside speakers also participate.

V. MANPOWER AND EDUCATION IN GENERAL PRACTICE

Some 1000 physicians enter general practice annually in England and W ales.

At the present, there is no form alized  residency training system , although one is 

contemplated. There is, likew ise, no exact parallel in English schools of the 

departments of fam ily practice o f  community m edicine we find in the United States.

There are plans to bring fam ily practitioners into the m edical school - although it 

is not clear just p recise ly  what organizational form  w ill be used. Some schools 

provide elective experiences in general practice  in the clin ical years.

Stewart Corne did have what would amount to a fam ily practice resident with 

him in his practice . This young lady had com e through a series of term s as a 

reg istrar in various of the specia lities. She had decided upon fam ily practice for 

positive reasons, so far as I could determ ine. It would appear that the m ajority of 

the general practitioners in England came from  the ranks of those who w ere trained 

in this fashion, coming through several o f the specialities in unplanned fashion.

They learn "on the job, " so to speak, how to handle m ost of the problem s one encounters 

in a prim ary care and fam ily practice .

Recent graduates enter general practice when they realize that the number o f 

consultants hips is sm all and what awaits them is a long period of tenure as a senior 

reg istrar, with a relatively sm all likelihood o f becom ing a consultant - even i f  the

number of consultants is increased as is presently planned. In the Midlands and the



- 11 -

parts of England which are less attractive as living pa lces, general practitioners 

are often foreign graduates, largely from  India, Pakistan or A frica . This appears 

to be the case also in some of the consultants hips in the less desirable hospital 

posts. In these situations, up to fifty percent or m ore of junior hospital staff 

positions are filled  by overseas graduates.

General practitioner manpower must be considered in the context of the total 

physician manpower problem  in England. By 1980, som e 4000 hom e-grown graduates 

w ill be produced annually, bringing the physician-to-population ratio to 1:800. A 

Central Manpower Com m ission is now studying the matter o f physician distribution. 

Each health region also has a manpower committee examining the same matter 

from  the loca l point of view. In general, the United Kingdom faces the same dilemmas 

we do - how to coordinate serv ice  needs with training needs, how to distribute phy

sicians in number and kind to m eet health care  needs and how to avoid an eventual 

oversupply of physicians, if the efforts at coordination should succeed.

The foreign graduate is as much a  prob lem  in England as in the United States. 

They fill the least desirable posts in hospitals and in general practice ; they enter 

England inadequately trained. Even though their entry must be vouched for  by a 

postgraduate dean, this is m ore a matter of fo rm  than o f rigorous surveillance.

They com e for  training initially, and then decide to stay because of the better living 

conditions.

There is genuine uncertainty on how best to m eet the total needs of comm unities. 

Current plans ca ll fo r  an increase in the number entering general practice . In 

addition, a new specialty of Community Health Physician has been developed. It is 

somewhat vaguely defined and is drawing its m em bers from  those in socia l m edicine 

departments. Whether these physicians w ill becom e a new type o f public health



officer  is not at all c lear, nor is their relationship to the general practitioner.

VI. THE GENERAL PRACTITIONER AND THE HOSPITAL

The relationship of the practitioner to the hospital is currently under scrutiny.

In the larger cities , the fam ily practitioner has, as we observed in the Grove Health 

Center, easy access  to the specialist and to the admission of his patient to the hospital 

via the specialist. The practitioner may visit the patient in hospital and he may make 

observations, although he may not write on the chart. The practitioner does not 

admit to "his own" serv ice  in the larger cities. Some practitioners appear to feel 

that they ought to have hospital beds, and others like Dr. Corne, do not.

In the rural areas, general practitioners may function in the hospital. There 

is d iscussion  - although there was no chance to observe this - of the possiblity of 

general practitioner hospitals in tht rural areas of England. This is recom m ended 

in the Scottish Health S ervice study (1). Other patterns being considered call for  the 

development of general  practice  beds in the hospital, to which the general p racti

tioner would admit his own patients and care for them, using the consultant staff 

as needed. Other patterns include the participation of general practitioners in certain 

specialized hospital acitiv ities, such as anesthesia, obstetrics, etc.

VII. QUALITY OF CARE

Prudence, courtesy and good sense militate against any facile  comments about 

the quality of prim ary care  delivered in the health centers. I did observe the p ra c

titioner, his nurse and health v isitor as they handled about a dozen patients all told. 

They perm itted me to see the patients with them, to review  the charts and laboratory 

data and to speak with and examine the patients.
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The problem s were the usual ones in any fam ily or general practice - respiratory 

d isorders, gastrointestinal complaints, arthritis, etc. The examinations and the 

histories were abbreviated and lim ited to the presenting sym ptoms. The rapport 

with patients seem ed excellent and information was elicited easily. Laboratory 

data and x -rays w ere used sparingly and m edications with about the same frequency 

as in the U. S. - which is to say , too often. Therapeutic trial was used as a diagnostic 

modality.

Charts were adequate, though brie f, and kept in shorthand fashion - som etim es 

cryptically recorded . The charts would be of lim ited utility to anyone other than 

those who had com piled them.

While it is precarious to judge on such scanty information, it is my im pression 

that the quality of ambulatory prim ary care was about the same as I have observed 

repeatedly in the United States, whether provided by the physician ,  the physician 's 

assistant or the nurse practitioner.

VIII. PRIMARY CARE IN SCOTLAND

The general pattern is not different from  that in England, although m odified 

by the characteristic features of Scotland as opposed to England. Scotland is a 

sm aller country. Its health care system  seem s m ore highly organized, and perhaps 

because o f the sm aller s ize, m ore efficiently and tightly managed. As the references 

cited below indicate (1 -4 ), there is a w ell-organ ized  progressive system  of prim ary 

care in Scotland, which is m ore explicit and m ore  uniform  in quality than appears 

to be the case in England. The distribution of physicians appears to be somewhat better, 

and the facilities - at least in Edinburgh - w ere quite im pressive.
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Scotland has its own Health Act, its own Health and Home Department and 

Chief Health O fficer for its 5 .0  m illion people. There is a long tradition of 

m edical school involvement in regional health care, and the teaching hospitals 

are under the regional Hospital Boards - not separate from  them as in England. 

Ambitious planning has been done, and implementation begun, on a highly system a

tized approach to integration of all health care serivces into A rea Health Care 

System s. These area system s would have responsibility for a given population, 

and would coordinate all levels of care with the m edical schools as integral parts 

of the system .

Scottish general practice  has the same characteristics as the English system, 

excpet for  a greater uniform ity of quality, better distribution and better relation

ships to m edical school. Although physician maldistribution is not so great a 

problem  as in England, the industrial areas are still not as w ell off as other parts 

of Scotland. The Scottish approach to distribution is to upgrade the conditions of 

practice  and to bring the general practitioner into the hospital, rather than attempt 

to fill vacant posts by greatly increasing the numbers of physicians.

IX. PRIMARY CARE IN THE CONTEXT OF BRITISH HEALTH SERVICE

P rim ary health car e  in the United Kingdom cannot be fully interpreted without 

som e reference to the general fabric o f the British Health Service within which it 

resides. These are im pressions I experienced during the course of the week we 

spent in England and Scotland, and they cannot be given any m ore weight than one 

should to the im pressions of a foreign er, traveling quickly through another country, 

without ample tim e to visit w idely and to experience the actual delivery of health care.

1) There is indeed a v isib le  prim ary health care system . It is well

organized, and every citizen has access and availability to prim ary 

health care serv ices , if he chooses to use it, through his general
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practitioner. There is a w ell-structured national and regional design 

for setting policies and for decision-m aking.

2) One is struck by the continuity in the administrative structure and 

personnel which underlies the British Health Ssytem. The system  

enjoys the advantages and the disadvantages of a cadre of dedicated 

career civil servants, who have worked in the system  at administrative 

and clin ica l levels for a significant period of tim e. This continuity 

allows fo r  long-range planning and alterations of plans by evaluation 

and feedback to those who designed and operate the system .

3) The average British citizen feels com fortable with his health care 

system . He has accom m odated to the alternate pathways which exist 

for obtaining care "outside the system , " when that is n ecessary . The 

English public and physicians appear to have worked out a reasonable 

balance between the national health care system  and the private system .

4) Articulation between prim ary care and hospital care  is not as good

as it might be. It would be c loser  if  the practitioner w ere m ore w elcom e 

in the hospital. One very  pressing question is the future ro le  of the 

practitioner in the hospital. This remains one o f the m ost vexing issues 

in the B ritish  system .

If the wishes of som e practitioners are fu lfilled, and there are general 

p ractice  beds in specialty hospitals, or "gen era l-p ractice" hospitals appear, one 

wonders what w ill happen to ambulatory care. W ill this mean that the nurse w ill 

becom e a fa m ily  nurse practitioner, acting independently or sem i-independently?

If the practitioner has his own hospital, w ill he not becom e absorbed in the care 

of hospitalized patient, as his Am erican counterpart has? This could mean the
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deterioration of the present availability and accessb ility  of prim ary care.

The best resolution would probably lie  somewhere in-between; namely, an 

extension of the present system , which would perm it the general practitioner to 

becom e m ore a part of what happens in the hospital, but he must do so in a special 

way. The practitioner could be perm itted to follow  his patient, to w rite on the chart, 

to make suggestions, to confer with the in-hospital specialists. He should becom e 

a m em ber of the team, but not retain the m ajor care of the patient while he is in 

the hospital along lines of the Hunterdon Plan. (3). Whether or not this is possible, 

o f course, is problem atic, but this m atter of hospital beds will probably determine 

the role  o f the practitioner in the future, and thus also determine the future o f prim ary 

care in Britain.

X. SUMMARY

The United Kingdom has a w ell organized system  of prim ary care delivered 

by general practitioners in regionalized health centers, using a sm all team  of 

physician, nurse and health w orker. The system  is accessib le  and available, and 

the quality of care - as determined by observation of handling o f patients - is at 

the same level as prim ary care in the U. S.

The system  has some of the same problem s which afflict prim ary care in the 

U. S. - m aldistribution o f physicians in areas which are unattractive to live in for 

one reason or another, large numbers of foreign-trained physicians filling the less 

satisfactory posts, diminished availability and continuity of care by the same phy

sician on nights and weekends, sm all amount of time spent with the physician, 

variable com prehensiveness and coordination of care.
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Consultant serv ices are m ore freely  available for the le s s -w e ll-o ff  than in the 

U. S., but communication between specialist and GP leaves something to be 

desired, as does the continuity of care when the patient enters the hospital.

Alternative system s of care have arisen to m eet the off-hour accessb ility  

and availability deficits and the delays in elective surgical procedures. A private 

system  o f care exists s id e -b y -s id e  with the governmental system , and two 

standards of care seem  to be a result.

E fforts are being made to increase the number o f general practitioners, to 

im prove their training and to make them a closer element in hospital care than 

they are now. Continuing education is w ell organized, and the postgraduate 

education centers are highpoints in the B ritish  system .

Hospital specialists are excellent in the larger cities and of variable quality 

in the less -w e ll-fa v ored  locations. Specialization and tertiary care , even in 

university centers, are less  w ell developed than in the U. S. One gets the im p res

sion that the English people are better served in prim ary care, and the Am erican 

people better served in tertiary care.

The English are just beginning to evaluate and control the quality of care; 

they are d iscovering "con su m erism " and still re ly  on the health authorities to do 

the job  fo r  them.

There is much we can learn from  the English system . Their strong points - 

a system  of prim ary care, the team  approach, a regionalized authority ad assurance 

o f a general practitioner for  everyone, contrast with our own superior tertiary 

care , better education for the general practitioner, better integration o f the p ra cti

tioner in the hospital. A com posite of these com plem entary aspects of both systems

might provide the im provem ents both system s need.
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