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1.   INTRODUCTION
This short text is designed to give you a brief introduction to general practice.  It loosely covers the core themes of the Senior Rotation. The text should not be regarded as comprehensive and other books are recommended for further reading (see bibliography on page 41).

	Each section ends with a number of ‘Study Points’ - tasks that relate to the section theme, and that enable you to apply your knowledge, see it in context and reflect on it.  They are not compulsory but should be regarded as a useful way of helping you grasp the subject matter, and they will also provide useful discussion points.


It should also be pointed out that some areas have been omitted from this text as they are covered in greater depth by the Structured Learning Packs.

HISTORICAL SETTING
Since well before the start of the NHS, general practitioners (GPs) have played a central role in patient care.  Since 1948 the principle has always been that everyone should be registered with a GP, who will be the first point of contact for the majority of patients, except in some emergencies and speciality areas, and is the person through whom secondary care is accessed.

Initially GPs were relatively poorly paid, worked very long hours, and were given little money for staff or premises.  They typically worked from home, their wives often doubling up as receptionist, nurse and dispenser.

In 1967 a new charter for general practice made proper provision for primary care.  There followed a steady transformation in the status of GPs within the medical profession. A Royal College was formed and academic departments of primary care in Universities were established.

In 1981 the completion of a three year vocational training scheme became mandatory.  At the moment this usually comprises one year spent in practice with two years in training posts in specialities relevant to primary care.
In 1990 the government introduced sweeping changes to the NHS (the first of many!). The service was divided into purchasers and providers of care.  Practices who wished could take control of their own budgets becoming ‘fundholders’, and a new contract was introduced.  It contained a major emphasis on ‘targets’, and the extension of responsibility to include lifestyle advice, chronic disease management clinics and preventative medicine. Since not all GPs or practices became fundholders, a “two tier system” was created.
The New Labour Government introduced further changes in the late 1990s.  The intention was to preserve some of the theoretical benefits of fundholding, principally that of giving GPs the ability to determine resource provision for their patients, while eliminating the problems, namely unequal distribution of resources that tended to follow the fact that not all practices were fundholders.
In 1999 fundholding was phased out, and replaced with commissioning by ‘Primary Care Groups’ (PCG).  These comprised representatives from different primary care professions deciding priorities and influencing provision of resources for a locality group of GP practices covering a population base of around 100,000 patients.
PCGs finally evolved into Primary Care Trust (PCTs) or Care Trusts.  These are responsible for organisation and development of primary care, purchasing decisions and the implementation and support of local and national health strategies.  These changes continue to demand an unprecedented degree of co-operation between health professionals, social services and managers.

In 2004 a new contract between GPs and the Government came into being. This focuses on a number of areas, in particular increasing the flexibility of service and improving the quality of care through a series of ‘quality markers’ (the so-called Quality and Outcomes Framework – a.k.a. QOF) which attract payment depending on the amount and quality of chronic disease management.  

The new GP contract initially identified ten areas of chronic disease management that GPs are asked to focus upon. These were

	· Ischaemic heart disease/Left ventricular dysfunction 

	· Epilepsy

	· Cerebrovascular disease 

	· Diabetes

	· Cancer

	· Asthma

	· Chronic obstructive pulmonary disorder

	· Hypertension

	· Chronic mental health problems

	· Thyroid disease


GPs performed better than expected on the above markers (many were already providing organised care for many of the conditions), but the new arrangements have probably driven up standards in the management of chronic diseases. More conditions have been added and allocation of points modified year on year. See http://www.nhsemployers.org/Aboutus/Publications/Documents/QOF_Guidance_2009_final.pdf for details of the 2009/10 framework. 
The new contract also radically altered the provisions of out-of-hours care in the community. Prior to this, GPs had 24 hour responsibility for their patients (although they could delegate the work, which many did, for example, to commercial deputising services).  They now have the option to “opt out” and only provide care Monday to Friday 08.00 to 18.30 for what could be seen as only a small financial penalty. The majority of GPs outside rural areas took up this option. This has caused a lot of political unrest with the Government recently negotiating with (or more accurately applying pressure on) GPs about the provision of extended hours (early mornings, late evenings and Saturday mornings) with withdrawal of some funding (pay) if these are not provided. At the time of writing there is a mixed take-up for provision of extended hours.
Another important change having an impact on general practice is the “2 week rule” whereby a patient with a symptom from a defined list that may suggest a cancer (e.g. rectal bleeding) can be fast-tracked into the hospital system and will be assessed within 2 weeks.  There is mixed evidence about the effectiveness of this strategy.
Perhaps the most controversial outcome of the 2004 contact was that GPs’ income increased significantly.  This came about partly because the Department of Health underestimated the ability of GPs to meet the QOF targets.  The issue had very high and rather unwelcome media coverage with tales of GPs earning a quarter of a million pounds (not many, in reality) for doing less (depends on how you define ‘less’).
One negative aspect of QOF is the potential for consultations to focus only, or mainly, on meeting the targets, checking smoking status, BP, last cholesterol level etc. possibly ignoring the problem the patient is actually consulting with!
There has also been an encouragement for some GPs to undertake specialist extra training and become GPSIs (GP with Special Interest) who take referrals from other GPs and practices to aim to reduce hospital referrals. Examples may include: musculoskeletal disease, specialist minor surgery, heart failure management.

Another government initiative to have an impact on general practice is “Patient Choice” alongside “Choose and Book”. At the time of referral GPs are requested to give patients a choice of at least 4 different providers (i.e. hospitals, one of which should be private) and, if necessary, the information to help them make the choice. GPs are able to book the patient’s appointments from their consulting rooms electronically. Neither of these is without controversy. GPs can refer to a number of hospitals now, but are not able to refer to a specific consultant within the hospital as they could previously – some doctors feel that there is in fact less choice than before. Many GPs find that their patients choose the nearest provider, or the local hospital they have always used, and are bewildered by the options given to them, and also feel that working through the electronic appointment system within the consultation uses valuable time that may have been devoted to education or explanation.

In 2007 the government appointed a Health Minister, Lord Darzi (a senior tertiary level surgeon with an interest in robotic surgery!) to look at the configuration of primary care in the UK. Darzi’s 2008 report concluded that the needs of the population would be better served by the introduction of so-called “polyclinics” in which larger numbers of GPs and other health care professionals are placed together, providing more open access (or even walk-in services) on a 7 day basis. This also dovetails with the push for extended hours. The DoH is placing at least one “polyclinic” in each PCT area regardless of the actual needs of the population. Many GPs feel somewhat threatened and a number of smaller practices may close (especially in London). There are also real concerns about the quality of the care that will be provided, and the fear that general practice in the UK may be irreparably damaged in the relentless ideological pursuit of ‘access’ and ‘choice’ at the expense of ‘continuity’. The other concern is that commercial providers are being invited to tender for the polyclinics, and may have a different ethos changing from patient-centred to profit-centred care.  There is anecdotal evidence, vigorously denied by the Government and PCTs, that local GPs are severely disadvantaged in the bidding process to take over polyclinics – privatisation by stealth?
The General Election of 2010 saw in a new administration, a coalition government operating under unprecedented severe financial constraints. At the time of writing they have already pledged to shift the focus of away from targets and the micro-management that characterised the worst aspects of New Labour’s time in office. Further developments are awaited with the usual trepidation (!), with another (inevitable) restructuring of the health service in prospect, and talk of general practice/primary care taking on a much greater role in grassroots commissioning of services.
Since the NHS (60 years old in 2008) is essentially an ideological battleground, it is inevitable that change will continue whichever political party is in power.  The remarkable thing, often only acknowledged by politicians in their rhetoric, is that the system keeps going, largely due to the immense goodwill and efforts of those who work in it – GPs and their primary health care teams are no exception. It is pertinent to quote the words of Professor Steve Field, current Chairman of the Royal College of General Practitioners, in a recent circular email to all members, on his return from a visit to the US: “I came back more and more convinced that general practice in the UK is indeed the jewel in the crown of the NHS, and something that we need to cherish. I'm very proud to be a GP in inner-city Birmingham, but sometimes we take what we do for granted. It's only when one has time to reflect, that we can really appreciate the great role that we have, and the privileged position that we occupy both in our practices and local areas. What I've been thinking is that the continuity of care we provide is so important - something that has been borne out by some of the work I've been doing with the King's Fund. I am struck by our role working with patients as whole people rather than just single diseases or organs; that is so important, and it reaffirmed my commitment to general practice.” 

	Study Point

	

	If your GP tutor doesn’t spontaneously raise issues about these changes in conversation, try and find the time to ask them what they think about PCTs, the NHS Plan, the New Contract, QOF, choice, Choose & Book, 2 week rule, out-of-hours, the Darzi report, polyclinics etc, and in particular the latest (July 2010) White Paper.

What do you think about the changes?


2.   THE PRIMARY HEALTH CARE TEAM
This chapter maps to the Rotation outcome “Understand the role of all members of the health care team and the function of the team as a whole.”

The term “Primary Health Care Team” (PHCT) is one you will hear often, a bit like the ubiquitous “Multidisciplinary Team”.  It is the name given to the group of professionals who may be involved in the management of problems in a primary care or community setting, and comprises people from a variety of different disciplines.  The people involved in any given setting at any particular time may vary and therefore the term “team” is a fluid one.  It refers to both clinical and administrative personnel.  Historically the GP was leader and coordinator of the team, but this has changed, indeed many patients receive primary care without the GP ever becoming involved.  The following describes the main team members.

2.1
The GP
Traditionally the GP gives personal, primary and continuing care to individuals and families, as well as to a defined practice population.  He or she makes an initial decision about every problem presented to them, and undertakes the continuing management of patients with chronic, recurrent or terminal illness.  Prolonged contact means that repeated opportunities can be used to gather information at a pace appropriate to each person, and a relationship of trust can be established - THE DOCTOR-PATIENT RELATIONSHIP – a foundation on which continuity of care is built.
2.2
The Practice Nurse
Nurses employed as practice nurses have usually had experience in nursing elsewhere, both in hospital and/or the community.  They are usually employed by the practice and the precise parameters of their work are negotiated between the nurse and the doctors (or PCT), often within well-defined protocols and after appropriate training, where necessary.  In recent years their roles have expanded and usually include the following:

· Basic nursing procedures - e.g. dressings, ear syringing, basic observations, blood tests, minor accident treatment etc.

· The organisation and day to day running of chronic disease clinics – increasingly important with the 2004 contract.
· Smears, pill and coil checks and other aspects of sexual health
· Travel advice and immunisations.

· Health education and advice.

· Administration - e.g. ordering stock.

· Assisting with minor surgery
2.3
The Nurse Practitioner
The increasing experience and training of nurses has led to the development of nurse practitioners as autonomous professionals (usually undertaking a vocational degree to qualify as such). They are employed in an increasing number of areas in primary and secondary care. For example:

a) Working autonomously alongside doctors in specialist clinics (e.g. asthma clinics)
b) Seeing their own patients, particularly in the area of minor illness  with some prescribing responsibility

c) Triage of acute attendances or home visit requests in larger practices, or in cooperative primary care centres.

These changes have improved career development in nursing, and (possibly) increased the efficiency of the work of the GP.

2.4        Health Care Assistants

As part of the devolving of a number of tasks within the clinical work of the practice, some practices now employ HCAs who perform a variable number of tasks including:

· Blood pressure recording

· ECGs

· Spirometry

· Nursing support

· Clinic recall
· Smoking cessation
2.5
The Health Visitor
The health visitor is usually employed by the PCT and may be attached to one or more practices or work geographically. They are trained nurses with a specific qualification in health visiting.  Their official brief is very broad but includes some statutory responsibilities:

· Postnatal visiting - from Day 10 of the newborn’s life the health visitor takes over regular visits to mother and baby to offer support, education, and supervision.

· Child development and screening work.

· Health promotion with all age groups.

· Case work in support of specific at risk groups, e.g. vulnerable children and child protection, isolated elderly, cardiac rehabilitation.

In practice their work is mostly with the under five’s, but many are increasingly involved with the other areas listed. The child protection part of their work has increased greatly over the last few years.
2.6
The District or Community Nurse
District nurses are experienced nurses with additional training.  They, too, are employed by the PCT and attached to practices or to a locality (comprising several practices). Their main roles are:

· General nursing care e.g. dressings, injections, bowel and catheter care.

· Integrated support care to special groups e.g. terminally ill, elderly frail and housebound.  This may involve psychological support to patients and carers, mobilisation and co-ordination of resources.

· Assessment referral and liaison work with other members of the PHCT, social services and voluntary and other agencies.

Again, the role of the district nurse has expanded dramatically in recent years, for example they have become more involved in chronic disease management and in many practices take a lead in palliative care. As hospital stays for many patients have become shorter, the district nurses have an important and increasing role in follow up after discharge from hospital along with monitoring and dressings etc.
2.7
The Community Midwife
The community midwife is an experienced midwife who is responsible for supervising the pregnant women in the practice or the geographical area to which she is attached, liaising with the GP or labour ward where necessary, running parentcraft classes and taking most of the responsibility for antenatal supervision including booking visits in the community.  In addition she (although they are not all female) visits mother and newborn daily from discharge until ten days after the birth.  In some practices she is responsible for home delivery, or may arrange to be available to deliver the baby herself in hospital.  The midwife is also employed by the PCT.  Increasingly the GP has little or no contact with antenatal care as policy has moved women towards a midwife-led service.
2.8
The Receptionist and other administrative staff
The primary role of the receptionist is the interface between the practice and the population it serves.  They make appointments, take home visit requests, arrange repeat prescriptions, and answer telephone queries. In addition they organise the mail, sort out medical records, collate data for claims as well as collecting information from correspondence and coding, and many have additional duties such as secretarial, organising clinics etc.  The trend of responsibilities is moving from all receptionists doing everything to specific people having specific administrative roles.  
The work of the receptionist can often be very demanding, as they have to cope with balancing the needs of an increasingly demanding public and those of the medical staff.  They often have to negotiate emotionally charged situations, (and that’s just the doctors!), and often find themselves “pigs in the middle”.

2.9
The Practice Manager
In the current organisation of general practice, it has become essential that a practice has a manager.  The title encompasses a wide range of roles and levels of responsibility and autonomy, and any one manager’s role will have been agreed between him or her and the doctors as owners of the business to be managed, or the PCT.  The following are a list of the usual areas of responsibility:

· Organisation of clinic work – e.g. chronic disease management, access, information recording etc. 

· Staff management – ‘hiring and firing’, rotas, contracts, appraisal, assessment and arrangement of training needs, communication between doctors and staff.

· Financial management – book-keeping, paying salaries, looking for ways to maximise income and reduce expenditure.

· Administration - organisation and supervision of practice administration, maintenance of buildings and equipment, IT.

· Future and strategic planning

· Liaison work - with staff and doctors, with outside agencies e.g. Health Authorities and accountants.

· Complaints - with the increasing culture of complaints and the “blame culture”, many practice managers act as the practice’s designated Complaints Manager 

This list of PHCT members is by no means exhaustive.  More and more teams are expanding to include counsellors, dieticians, community psychiatric nurses, social workers, podiatrists, physiotherapists, pharmacists and others.  In addition, a greater need for data collection has necessitated the deployment of more clerical (including computer staff), administrative and managerial staff in some practices.

2.10
Teamwork

Obviously not everyone is involved in every team decision, and the members of a “team” addressing a particular problem will vary between problems and during the ongoing management of a particular problem.  The central issue in team functioning is communication.  Teams vary in the type and degree of communication that exists.  Smaller teams may rely on more informal “over coffee” communication with fewer formal meetings, whereas larger practices tend to use (and need) the latter more.  The main aims of such communication are to share management plans and goals, clarify who is responsible for what, and agree plans for further review.

One local study showed that the four most important indicators of effective teamwork in primary care were:

· Agreed aims, goals and objectives

· Effective communication

· Patients receiving best possible care

· Individual roles defined and understood (Pearson and Spencer, 1997).
	Study Points

	

	1. Spend an hour observing or helping the receptionist at work.  Have they anything to say about the stresses of their role?

	2. Spend an hour or two with the practice manager to discuss the role and an overview of the work. 

	3. Identify the main members of your team and talk to them about their roles.  What particular reflections and observation have you made?
4. Attend a practice meeting and observe the team’s communication and dynamics. How formal is the meeting? Does that reflect working relationships outside the meeting?

	5. In addition to the team members mentioned in this text, what other professionals are involved in your practice’s work?

	6. To what extent does ‘your’ team demonstrate the characteristics of good team work such as:

	· common purpose (agreed aims, goals and objectives)

	· understanding of other team members’ roles

	· pooling knowledge, and skills

	· sharing responsibility

	7. Choose three patients with ongoing problems seen at random, either by yourself or while sitting in.  Which team members have, at some time or other, been involved in their care.

	8. What is team communication like in your practice?  Is it mainly formal or informal?  Describe if possible an example of successful and of unsuccessful communication witnessed in your practice, and state why it was effective or ineffective.


3.   RANGE OF HEALTH PROBLEMS

This chapter maps to the rotation outcomes “Describe the range of problems that present in the community, including medically unexplained physical symptoms and 'non-disease’ ” and Logbook outcomes to interview patients with medically unexplained physical symptoms, chronic health problem, undergoing health screening and health promotion.
This chapter will bring together a wide spectrum of loosely linked information to try to help you appreciate some of what sets general practice apart from other specialities.

3.1
The relative proportions of sickness
One of the first surprises to confront the student arriving in general practice is the realisation that, compared to hospital case-loads, only a relatively small proportion of problems have a serious (life threatening) physical basis to them.  “We trained for years to hunt big diseases, but we are overwhelmed with little ones”.  (Julian Tudor-Hart, iconic GP and scholar). Think back to your Medicine in the Community seminars and GP visits, as well as your 3rd year GP placements when you had the opportunity to sit in surgery and see ‘what comes through the door’. The following data from 1993 come from the work of the late John Fry, a GP in Kent, who documented his workload over many years. 
	Type of Morbidity
	Percentage of Consultations 
	Common Examples

	· Minor self-limiting
	53
	URTIs

	· Intermediate/chronic/non-curable
	32
	hypertension, asthma

	· Acute, major or life threatening
	15
	cancer, pneumonia


However, while these figures may reflect the types of cases seen in the practice, they are probably not now reflective of the cases seen by the GP herself. As mentioned above many “minor self-limiting” conditions are seen by other team members such as the nurse practitioner, in theory allowing the GP to concentrate on more complex cases, especially in larger group practices with a greater skill mix within the team. There has also been a shift in the management of many long-term conditions away from hospital to primary care. For example much diabetes care, especially Type 2 patients, is managed by GPs, with referral to secondary care only for routine retinal photography, and the more complex cases (for example, brittle diabetes, children & juveniles, diabetes in pregnancy, renal failure etc)
What about symptoms, as opposed to diagnosed conditions? The following table of common presenting symptoms is from work carried out in the 1980s.
	
	

	Symptom
	Frequency %

	Muscular aches
	13.2

	Cough
	11.1

	Skin infection/irritation
	7.9

	Abdominal pain
	5.5

	Diarrhoea/vomiting
	4.7

	Sore throat
	4.6

	Cold/blocked nose/sinus
	4.5

	Back pain
	3.9

	Breathlessness/wheeze
	3.1

	Chest pain
	2.9

	Total
	61.4

	
	

	(87% of all consultations were made up from 23 presenting symptoms)


Again, as mentioned above, many of these problems may now bypass the GP.
Palmer (1998) claimed that: a GP with an average list of 2000* patients would typically see the following clinical events each year:

· Births & Deaths

· 26 births

· 23 deaths

· 10 acute coronary events (eg MI, ‘unstable angina’)

· 5 new cancers

· 3 strokes

· 2 respiratory diseases

· 2 others

· Major & minor illness

· 400 upper respiratory infections

· 120 acute backs

· 10 coronaries

· 8 new cancers

· 1 suicide per 4 years

· New cancers:

· 1 lung every 6 months

· 1 breast every 12 months

· 1 colorectal every 18 months

· 1 skin every 18 months

· 1 stomach every 18 months to 2 years

· 1 prostate every  2 years

· 1 cervix every  6 years

· 1 leukaemia every  6 years

· 1 ovary every 6 years

· 1 larynx every 6 years

· 1 uterus every 7 years

· 1 brain every 10 years

· 1 lymphoma every 15 years

· 1 thyroid every 25 years

· Children make up 25% of GP consultations and 90% of the under-5s are seen each year

· The elderly make up >40% of GP consultations and this workload will rise with the increasing proportion of the very elderly in the population

(* Note this is now larger than the current average list size)

Perhaps even more importantly, the likelihood of a particular symptom having a serious cause (its ‘prior probability’) is far less than in a hospital clinic, for example chest pain. Most people presenting to a GP for the first time with chest pain will not be suffering an acute coronary syndrome. Similarly, patients presenting to a hospital are more likely to have a serious problem. Think about cases of chest pain you have seen in both your GP attachments and hospital attachments. How easy is it to distinguish the more serious causes form the less serious causes? In fact, the method by which problems are addressed and managed is different between GP and hospital, and we will return to this in a later chapter, as well as the Structured Learning Pack on Clinical Reasoning (see below).
3.2
Medically unexplained physical symptoms (MUPS) & ‘non-disease’
(Please refer to Stage 2 PPD teaching on MUPS and Stage 3 experience on this subject)

Many symptoms presented to GPs (indeed, presented to any doctor) are difficult or impossible to fit into a diagnostic category.  Understanding about MUPS has increased in the past few years, not least the recognition that they are common, cause considerable morbidity (including psychological morbidity), and are complex in their aetiology.  At the same time, it may be unhelpful or counterproductive to classify some “conditions” as diseases (see Structured Learning Pack for more discussion).
In these situations, the cognitive processing described in detail in the two Structured Learning Packs “Clinical Reasoning & Problem Solving in General Practice” and the “Primary/Secondary Care Interface” become highly relevant. Using these strategies, the GP may satisfy themselves that the problem is not biomedical/organic disease.  It then becomes important to communicate skilfully to the patient that, although the symptoms are real, they do not have any serious pathology underlying them. “Safety-netting” is also important, in case the symptoms do subsequently turn out to represent early disease, although this is increasingly recognised as an unlikely outcome in cases of chronic MUPS (see next section, and the later chapter on Communication). 
3.3
Minor problems
Knox (1984) defined this as ‘perceived deviation from the normal, associated with temporary interference with usual functions or of greater incapacity of short duration (the deviation as perceived by the patient)’.  
He calculated that 60% of his consultations were in this category, and sub-divided these consultations as follows:

Apparent minor


True minor



-
‘Single minor’ - a genuinely minor self-limiting problem.

-
‘Mary Jane’ - named after a character in an A A Milne poem ‘Rice Pudding’, where the child’s symptoms are a presentation of disharmony in the family.  Somatic symptoms may often be caused by psychological stresses and conflicts.  Patients may, or may not, be aware of the interaction and impact of these factors.  Also patients may find it easier, or more acceptable, to express emotional distress in physical terms. There is considerable overlap here with ‘medically unexplained symptoms’. 
-
‘Cover story’ - the patient may use a minor complaint as a means of validating their attendance prior to voicing a more difficult concern, or as a means of ‘testing the water’ with their doctor to assess the likelihood of receiving a sympathetic hearing for a more difficult problem.  This is often termed “ticket of entry”. 
-
Frequent attender - a small group of patients who consult regularly for a variety of problems which may seem insoluble, despite the GP’s efforts.  Such patients often get labelled as ‘heartsink’ patients (see later).
-
‘Major disease’  -  GPs often see serious pathology presenting at an early stage in the development of the illness, and symptoms may therefore appear mild or non-descript.

3.4
Chronic disease management

A large, and growing, proportion of the workload of the GP and PHCT is involved with the management of chronic disease.  The PHCT is crucial to the management of chronic disease at all levels.  It is helpful to consider this work within the framework of the teaching you received in Stage 2 and observations made in Stage 3 regarding ill health prevention.

3.4.1 
Primary prevention – detection and prevention before the condition has emerged.  Examples of such include targeted advice to those patients with a relevant family history, those who are overweight, who smoke or drink too much.

3.4.2
Secondary prevention – detecting those conditions that are at an early, clinically silent stage of development, in order to limit their impact.  Regular blood pressure measurement, screening for diabetes in high risk groups, or in all patients and so on. 

3.4.3
Tertiary prevention – treatment and control of conditions that are established clinically.

Chronic disease management in primary care has been championed in the new GP contract in the “Quality and Outcomes Framework” as mentioned on page 4. Management of these conditions, and others, requires:

1. Identification and recording of cases, leading to creation of a disease register.

2. Regular review of patients, usually annually. 

3. Adherence to an agreed protocol for management. This may be a national protocol such as a NICE guideline (National Institute for Health and Clinical Excellence) or more local guidelines, for example from the PCT or designed within the practice.
It has been shown that primary care is an appropriate setting, with at least as good (and sometimes better) outcomes in which to carry out this kind of work because:

a) it may be more convenient for patients.

b) there is continuity of care. 

Obviously, in addition to biomedical management of the disease, management involves looking at the illness experience of the individual; for example the patient’s ideas, concerns and expectations, psychological adaptation, social impacts, whether the patient is enabled to manage their own disease etc. 

3.5
Psychological morbidity
Depending on how defined, psychiatric and emotional disorders account for between 15 and 30% of workload in British general practice.  Accurate statistics are difficult because most physical conditions have a psychological basis or dimension.  In contrast to the mix of patients seen in psychiatric practice in hospital, many people will have milder and often self-limiting symptoms of anxiety and low mood, often in response to one or more sudden or ongoing life events, or chronic conditions, and relatively few will have acute major psychiatric illness.  However, much chronic mental health illness is managed on a day-to-day basis in general practice, and is part of QOF (e.g. maintenance of a register of patients with enduring mental illness; routinely performing surgeries for depression as part of management of chronic diseases such as diabetes and ischaemic heart disease).
Pathways to care
In the 1980s, Goldberg and Huxley suggested the following model for looking at pathways to care for people with mental health problems.  The bottom line is that only a minority of patients in the community with psychological problems ever appear in a psychiatric out-patient clinic.














(Armstrong, after Goldberg and Huxley)

Such figures may vary widely between GPs, a reflection of the different skills and interests of the GP in eliciting psychological morbidity and perhaps of the degree of empathy which the patient elicits in the doctor.  There is evidence to suggest that GPs overall may not be as good at eliciting psychiatric problems as they could (should?) be, although this is perhaps changing as a result of educational campaigns by the Royal Colleges.  Also, as mentioned above, some aspects of care of patients with mental health problems now fall within QOF. 
Often the patient simply wants to talk to someone who will listen and empathise, and as we all know, such talking can help to clarify a plan of action.  The doctor’s role may simply be to offer support and an ‘open door’, or to give a sick note to give the person a ‘breather’.  Referral to the practice counsellor (most practices have access to one), or other agencies such as Relate may be appropriate. Psychotropic drugs, including antidepressants, remain one of the commonest type of drug prescribed in general practice.  GPs are ideally placed to undertake management of psychological morbidity, the in-depth knowledge they will often have about a patient will help to correctly interpret the severity of symptoms seen in the context of background of knowledge of the patient’s personality, past history, social circumstances and the way in which they communicate.   Perhaps even more importantly, such knowledge will help the GP correctly interpret when psychological factors are playing a part, major or minor, in creating the physical symptoms with which the patient is presenting.

(Please refer back to learning in Stage 3 GP attachment and Mental Health Essential Junior Rotation; also MiC teaching in Phase 1 on the variety of ways psychological problems can present in general practice, and the difficulties of diagnosis). 
3.6
Palliative and terminal care
Again, the PHCT is ideally placed to undertake the majority of care for the terminally ill.  The desire of many patients is often for care whenever possible to be in their homes, with the support of their families and friends and the help of professionals with whom they have a relationship of trust and openness of communication.  Whilst this is an ideal not always achieved, it is certainly one we aim for. However, at the time of writing, one of the Government’s targets is to encourage more people to be supported in dying in the community. The attainment of a ‘good death’ is a source of great comfort to the family and much personal satisfaction to the team members concerned.  There are also difference in the way individual cultures/ethnic groups approach death and dying.
In considering terminal illness, the tendency is always to think of cancer.  However, many chronic diseases may reach an end stage where no further acute treatment is possible and the therapeutic goals need to be different, for example heart failure or COPD. Those goals are to promote the physical, psychological, social and, where appropriate, the spiritual well-being of the patient and their carers. This sounds very glib and is often extremely difficult but certain pointers are important:

a) Spend time listening to the patient

· promotes patient’s self esteem

· allows ventilation of feelings

· enables the GP to get a sense of what the patient knows and wants to know

b) Encourage the patient to participate in decision making

c) Work with the family.

· encourage openness

· prepare them for new roles

d) Control physical symptoms

e) Be aware of practical difficulties and liaise with other agencies as necessary

f) Discuss preferred place of death
g) Be culturally sensitive and aware, but don’t make assumptions – if in doubt, ask.
It is self-evident that in order for these goals to be achieved it is necessary for there to be openness and honesty amongst the people involved.  Relatives may often not be keen for the GP to discuss the diagnosis and prognosis with the patient. The reasons for this should be explored and it is often appropriate to suggest that things are discussed openly, but at the end of the day the wishes of the family may need to be respected (although most doctors will add the caveat that they will not lie to the patient if directly asked). Of course patients usually have a much clearer idea of what the situation is than carers may realise. The GP may often be the person responsible for breaking bad news to the patient, and to do this sensitively without destroying all hope presents a huge challenge.

(Refer once again to the MiC Phase 1 material on Death, dying and bereavement). 

3.7
The ‘heart-sink patient’
Since the GP is readily accessible to patients and is contracted to undertake continuing and comprehensive care, he/she has to cope with those patients in whom a strict/specific diagnosis is not possible, who will not comply with treatment or who do not get or appear to want to get better. We shall return to this in more detail in a later chapter.

3.8
Problems not seen in hospital practice
This loose but significant category of patient deserves flagging up at this point.  There are a large number of conditions or problems which are not ‘minor’ but which are nevertheless hardly, if ever, seen in hospital practice as they are almost totally managed in general practice.  It is worth keeping this in the back of your mind during your attachment.  Examples include primary hypothyroidism, polymyalgia rheumatica, acute gout, childhood infections such as acute otitis media, glandular fever, migraine, herpes zoster, problems of the menopause, allergies, sexual dysfunction, back pain, cystitis, basic contraception issues (obviously not an illness!) and so on and so on.
3.9
Rare and serious problems
Each practice, however small, is likely to have one or two patients on the list who have unusual and/or serious illness.  The GP may have a varied role with such patients, sometimes their care may bypass the GP and PHCT altogether, at other times the GP may develop quite detailed knowledge of a rare condition.  Such conditions often highlight the fact that GPs often are adept at managing rare problems in a generic way, i.e. going back to ‘first principles’ and applying them accordingly. 
	STUDY POINTS

	1.
	Write a short description of a consultation either observed or conducted by you concerned with the following type of problem:

	
	a) Minor illness (see section 3.3)

	
	b) Psychological problem (or physical problem with a significant psychological component)

	
	c) Terminal care

	
	d) Chronic problem

	
	e) A ‘heart-sink’ patient

	Include brief details of the patient, their description of the symptoms, and a brief overview of what areas were covered in relation to the problem, and how they were managed.

	2.

	Over a period of five observed surgeries calculate the percentage of consultations in the following three categories:

	
	a)
Minor self-limiting

	
	b)
Chronic non-curable

	
	c)
Acute/major/life threatening

	Do the percentages correlate with the figures published in the text?  How easy is it to clarify one ‘problem diagnosis’?


4.   WHAT MAKES GENERAL PRACTICE DIFFERENT?

In some ways it will help your learning in this attachment if you think of general practice as a different job to that of a hospital doctor, rather than as a different speciality. As we have seen in the previous section, the range of problems presented is different, as are priorities for diagnosis and management.  Add to this the fact that the external environment and the internal pressures may also be very different and it is perhaps easier to see that the first sentence may be true, at least in part.  This chapter deals with these issues in more detail.

4.1
A different problem-solving method

Along with the relatively low volume of serious acute problems seen in general practice, the major “culture shock” to most students new to general practice is the way in which history taking and examination is usually much more focused and abbreviated than in hospital.  This often leads students (and generations of hospital doctors) to conclude that the clinical method of GPs is more superficial and unscientific.  It is in fact a reflection of the different kind of patients seen and the circumstances in which they work.
In the hospital setting patients are highly selected and ‘filtered’ and have usually been referred for a detailed assessment of the possibility of a significant condition being present requiring specialist care.  In contrast, GPs see large numbers of patients who present problems which are “undifferentiated” and at an earlier stage in evolution. Only a relatively small percentage of all patients seen in general practice are referred on to the hospital.  These factors also mean that there are significant constraints on time.

In general terms, GPs ask questions with a high negative predictive value (i.e. ‘rule out’ questions) for serious disorders, so that important, urgent and life-threatening conditions can be identified early and dealt with appropriately – e.g. asking about so-called ‘red flag’ symptoms. This means that GPs use a much foreshortened and focused version of history and examination. The diagnostic process is about probability - common things are so common that even uncommon presentations of common conditions are commoner than common presentations of uncommon conditions (try saying that after a night on the Quayside!!).  In contrast, the work of a specialist is usually about possibility i.e. the patient has already been filtered and is more likely to have something than not. See: http://www.pubmedcentral.nih.gov/picrender.fcgi?artid=1960615&blobtype=pdf for an article (There’s a lot of it about’: clinical strategies in family practice, Dixon) about this.
GPs also see a lot of ‘non-disease’ (see earlier), minor illness or medically unexplained symptoms to which it is difficult to attach a definite diagnostic or disease label.  It is easier in these situations to be able to tell a person what it isn’t than what it is. This has led to the use of vague labels for which no definite interpretation is possible, or in fact necessary.  For example ‘fibrositis’, ‘wear and tear’, ‘infant colic’, even, perhaps ‘viral infection’!. 
Another major difference in GPs’ clinical behaviour is that management decisions do not, in as many as 50% of presenting patients, follow diagnostic decisions.  Treatments are often prescribed as symptomatic relief for non-serious or self-limiting illness, or as a means of testing out a diagnostic hypothesis.  If the inhaler works for a child with nocturnal cough then it may well be asthma.

A further major difference is the use of ‘time as a diagnostic tool’ - something of a cliché in the GP literature, but it actually applies in areas of specialist care as well.  Having eliminated the likelihood of a life threatening acute condition, the GP may use the passage of time as a method for eliminating which problems are ‘early serious’ from those that are other categories of non-serious problem.  One study showed that 72% of patients with undiagnosed problems did not need to return.

Based on ‘pattern recognition’, an experienced GP will generate a small number of working hypotheses very early in the patient encounter.  The remainder of the history, and to a much lesser extent the examination, consists of a series of ‘search and scan’ strategies in which each hypothesis is tested against new evidence, leading to a smaller number of hypotheses being refined and redefined as the interview continues.  Management decisions are themselves tests of the diagnostic hypotheses which can be reviewed in the light of success or failure of therapy.  

(For a further discussion of this topic please read the Structured Learning Pack on “Clinical Reasoning and Problem Solving in General Practice”.)

4.2
Differences in presentation of problems

The traditional (biomedical) view of problem presentation is that a patient presents with a discrete set of symptoms which have a distinct disease label, and the doctor deals with (cures) the disease.  Many consultations, particularly in general practice, are of course far more complicated than this.

Studies have shown that at any one time more than 80% of the population have symptoms of some sort. In one survey more than 90% declared themselves to have been ill in the last 2 weeks although only 20% consulted their GP (thank goodness!). It has also been shown that severity of symptoms is not a reliable indicator of whether or not they will be presented to the doctor.  Other factors determine whether or not a patient presents (remember Zola’s triggers!).  These include:

· Limit of tolerance of symptoms - “I’m not prepared to put up with this pain any longer.  It should have gone away by now”
· Limit of anxiety - symptoms may be presented because of the possibility to the patient of serious disease e.g. chest pain, haemorrhage. Subtle influences from a patient’s family history also come into play here - “My father had a pain like this before his heart attack”
· Background anxiety - if the person is upset or unhappy they are more likely to have a lower threshold of tolerance and thus present a symptom earlier
· Interference with lifestyle - symptoms may be presented earlier if they cause social interruption.  Sporting injuries are a good example
· Social sanctioning - friends or relatives may put pressure on a person to consult.  (This is sometimes used as a means of justifying a consultation - “I wouldn’t have come but my wife insisted”.)
· Failure of self medication - in one study 80% of a random sample of adults had taken some form of medication in the previous two weeks, although only 16% of this group had consulted their doctor
· Contact with illness and learned behaviour- the relatives of ill people consult more than average.
· Cultural differences – there are major cultural differences in thresholds for reporting symptoms
· Gender  - women generally consult more often than men
· Accessibility of medical care – obvious!
Two major factors also influence the way in which a patient presents:

a) The terms and words used are usually ones which the patient thinks or has learned are acceptable to the doctor.  They may use a minor physical symptom as a ‘ticket of entry’ for discussion of a deeper problem.  A more worrying problem may be presented as a “While I’m here, doctor”, or as they are putting their coat back on.

b) Patients do not consult with a problem and blank mind.  Far from it, in fact.  They usually have an ‘agenda’ of their own i.e. something they want done i.e. expectations (as in ‘ICE’).  The so-called ‘hidden agenda’ is not usually voiced.  In fact some would prefer to use the term ‘unvoiced concerns’ since ‘hidden agenda’ has the connotation of the patient perversely concealing something from the doctor.  However if the doctor is going to satisfy the needs of the patient that agenda must be clear.  (We will return to this in the section on consultation skills).  Reassuring a patient with chest pain that they don’t have angina will not be sufficient if their real worry is that they have lung cancer!  So don’t forget good old ICE to elicit the patient’s agenda.
This leads obviously to considering the influence of health beliefs, the role of the family etc. i.e. “Why is this patient consulting at this time with this problem in this way?” (refer back to MiC/PPD in Phase 1).

From this it is easy to see that the symptoms presented must be interpreted in the light of the patient and their environment.  Management can then proceed in physical, psychological and social terms.  It is clear that the knowledge of a patient built up over time by the GP and the relationship between doctor and patient should facilitate the process.

4.3
The primary/secondary care interface

(See also the Structured Learning Pack on this subject)

The GP makes a decision about all problems presented to them. In a relatively small percentage (between 2 – 15%) of cases the GP will refer to secondary care for a specialist opinion. In the course of this process they may have had to classify and clarify a relatively undifferentiated problem.  By the time the patient reaches hospital the patient may have ‘organised’ their own thoughts about the problem as a result of further discussion with their GP, with relatives and friends, searching the internet, and possibly in the light of test results.

A referral letter is usually sent in advance of the patient’s out-patient appointment.  This should be relevant, comprehensive and incisive including main symptoms, examination findings, investigation and treatment so far, where indicated.  Past medical history and family history should also be included.  It may be appropriate to include relevant social factors and personality factors and the reason for referral.  It may also be appropriate to mention specific concerns of the patient, and what the patient has already been told.  Finally the ideal referral letter should contain something about what the GP wishes to achieve through referral.

Many specialities are increasingly asking GPs to complete a structured proforma for referrals, either in place of or alongside the traditional referral letter referred to above.

With the advent of “Choose and Book” the letters are increasingly being sent electronically to be tagged to the referral so they can be accessed at the hospital end when the patient is being seen.

Note that one of the Logbook outcomes for this rotation is writing a referral letter.
Referral may take place for a number of reasons:

· The diagnosis may be obvious and referral is for specific treatment e.g. hernia repair.  
· It may be for further investigation e.g. assessment of angina.  
· It may be that the patient’s condition has deteriorated to the point that expert involvement is needed e.g. patient with diabetes going into renal failure

· It may be for reassurance of the GP or patient, or confirmation of a diagnosis.  
· It may be at the patient’s specific request or as a result of pressure from relatives 

· It may be for fear of litigation

Difficulties with the primary/secondary care interface can arise in some areas:

· Ongoing responsibility - particularly in conditions which are largely managed in hospital, such as AIDS, or conditions in which perhaps the GP feels the hospital is ‘holding on’ to the patient longer than necessary and for no apparent reason.

· Prescribing - issues of responsibility, organisation and cost

· Communication - particularly if there is a delay in the letter from the hospital.  Death in hospital is a major example.  Another common example is lack of clarification about what the patient has been told.

· Hospital discharge - sometimes not enough consideration is given to an awareness of the patient’s social situation, or to communication with the PHCT (e.g. district nurses) so appropriate preparation can take place.

Referral rates differ widely between GPs, in one study ranging from 2.9 to 11.8 per 100 consultations. These variations do not appear to correlate with the age of doctors, their use of investigations, qualifications or experience in a speciality.  High referrals are not necessarily inadequate; they may demonstrate greater awareness of diagnostic and therapeutic possibilities.  The concept of the individual doctors’ ‘referral threshold’ has been explored in an extensive literature on this topic.  Variations appear to be due to differences in the individual doctor’s ability to tolerate uncertainty.  In simple terms what is the chance that symptom X is caused by minor condition A and not major condition B?  And how far do I need to go to ensure the diagnosis is not major condition B? (see the Structured Learning Pack on the Primary/Secondary Care Interface). 
The relationship between primary and secondary care is in a continual state of change as a result of new ways of working and organising care.

The topic of patient care at interfaces (between primary, secondary and tertiary care) and care pathways will be further explored in the “Preparing for Practice” course at the end of Semester One.

4.4
Issues particular to general practice

· The generalist ‘Jack of all Trades’
It is obviously necessary that the GP has an awareness of almost all aspects of medicine.  This is clearly a difficult task, particularly in the light of expanding knowledge and medico-legal considerations.  Each GP will have his or her own areas of strengths and weakness reflecting their experience and interest. The uncertainty that can come with this lack of specialist knowledge is one of the most difficult aspects of being a GP.  We are not expected, or requested, to have knowledge equivalent to that of a specialist and the key is to have self awareness of our strengths and weaknesses and not to be scared of calling for help.

Many larger or group practices harness the relative strengths of particular GPs by having GPs who “specialise” in certain areas and can therefore be a resource within the practice. Typical areas for this include: skins, musculoskeletal problems, diabetes. In addition the role of the GP with Special Interest (GPSIs) is growing.
One of the great rewards of general practice is the opportunity to deal with a variety of problems in the patient over a period of time, and to be able to interpret those problems against the background of your knowledge of the patient.  The variety of problems dealt with in one surgery can be quite refreshing or, on a bad day, quite overwhelming, rarely boring!
· Generalism versus Specialism

The last quarter century has seen the inexorable growth of specialties, sub-specialties and, lately, super-specialties. As a consequence, the general physician and surgeon of old have all but disappeared, at least in the developed world, and the traditional generalist role of the GP is also under threat. This has come about as a result of the explosion in knowledge, and the development of new technologies. We know more and more about disease, and are able to intervene in the disease process in increasingly sophisticated ways. Growing interest in outcomes, evidence-based practice and guidelines, concerns about medical error and patient safety, and the changing nature of the relationship between the profession and society have also contributed. Specialization in medicine makes intuitive sense. If you know a lot about a particular clinical area, or are highly proficient at carrying out a well defined and small number of procedures, focussing on only a narrow area of practice, it stands to reason that patients will benefit. Furthermore, concentrating resources and expertise in centres of specialist excellence should not only lead to increased standards of care and better outcomes for patients, but should also foster and support research and development, and enhance education and training. 
However, evidence in support of specialization is mixed. There appears to be a positive relationship between volume and outcomes in many areas of surgical practice, although the evidence has been described as ‘thin’.  When it comes to other areas of medicine, the evidence is even less convincing. For example, a systematic review of the management of patients with MI by cardiologists and generalists showed consistently higher mortality for care by the latter. However, when results were adjusted for a range of risk factors, the differences diminished significantly. There are concerns about specialists’ overuse of diagnostic and therapeutic interventions with either limited benefit or increased risk to patients. Fragmentation of care is another potential problem. Every GP has a wealth of anecdotes about this; indeed a common role for the primary health care team is to help rescue a patient from the chaos of being ‘cared’ for by a multiplicity of specialists. This is not to blame the individual specialists, more the lack of coordination of care within ‘the system’ and, perhaps, poor understanding of the role of the generalist.  At an organisational level, there is only patchy evidence that specialization is cost-effective, and in fact it may be more expensive, patients themselves often bearing the extra costs, for example having to travel longer distances to see a specialist. Generalists have a ‘horizontal’ knowledge base characterised by breadth. This enables them to appreciate the range of possibilities of diagnosis, management and outcome, and to apply this in the unique context and specific needs of the individual patient. The specialist, on the other hand, has ‘vertical’ deep knowledge, with an inevitable focus on the disease rather than the patient.

Across all health care systems, it has been conclusively shown that strong primary care infrastructure is associated with better health outcomes, including lower rates of premature death and death from a range of treatable causes, and decreased perinatal mortality, even when adjusted for differences in demographics and socio-economic factors. Universal specialization and sub-specialization may not be all they are cracked up to be! Further, one could argue that, if anything, generalism is more important now than ever before and that that strengthening the generalist approach has become imperative in light of changing demography and epidemiology, with increasing numbers of people suffering from chronic, co-morbidities. Long live generalism! 

(The above is adapted from an essay “Generalism is dead.  Long live generalism!” by John Spencer in: Welfare, M (Ed.) Monograph on the Foundation Programme, ASME, Edinburgh, 2007)

· Isolation

General practice can be a very lonely job.  It is also easy to keep what goes on behind your consulting room door to yourself.  This is obviously potentially dangerous as knowledge and skills can stagnate and the psychological pressures accumulate.  This is quite different to the hospital situation although appraisal and new proposals for revalidation will change this.  The corollary is that in many ways the GP has a good deal more autonomy and freedom, particularly in terms of organisation of work.

GPs are also expected to maintain personal education and development plans and undergo regular appraisal.  This entails identifying learning needs through noting gaps in knowledge or skills etc, dealing with them by reading, attending lectures etc, and reflecting afterwards on what has been learnt.  The vast majority of GPs are in group practices, which theoretically enables discussion and sharing of ideas, and many are involved in work of one sort or another outside the practice.

· Continuity of care and accessibility

One of the great strengths of general practice has the potential to be one of its greatest weaknesses.  Most GPs have patients who fill them with dread and for whom they feel jealousy of the hospital doctors’ ability to discharge from their responsibility - the ‘heart-sink patient’ mentioned earlier (in fact a better term would be heart-sink relationship for one doctors’ heart-sink patient may not be so for another doctor).

Such patients may take the form of a frequent attender who appears to have a multitude of apparently insoluble symptoms.  Patients with MUPS may fit into this category.  They frustrate the doctor’s innate desire to diagnose and to treat.  Another is the patient who has distorted the doctor/patient relationship by becoming excessively dependent or manipulative.

Accessibility is sometimes a tightrope walk (for the GP) between being available and resisting inappropriate demands from patients.  Historically, this applied particularly to out-of-hours care.

A recent review of the literature on continuity of care in general practice came to the following conclusions:

· Traditional continuity of care (one GP looking after an individual, or family ‘from the cradle to the grave’) is being ‘squeezed out’ by changes in society and within the profession (the 2004 GP Contract, allowing GPs to opt out of out-of-hours care, has pushed this further)
· A GP who “knows” a patient is less likely to refer, investigate or prescribe inappropriately for that patient than one who is new to the patient and may need to cover more options by undertaking more investigations
· Seeing the same patients increases job satisfaction for the doctor, but requires a high level of commitment

· Continuity of care with the whole PHCT may be more feasible than continuity with one doctor, but again requires a high level of commitment and excellent communication
· ‘Longitudinal continuity’ should be replaced by ‘personal continuity’ in which medical decisions are taken by the patient in consultation with the doctor.

· The challenge of general practice
In an eloquent monograph entitled ‘The mystery of general practice’ a London GP called Iona Heath argued there were two distinguishing features of the general practitioner’s role:

· An interpreter and guardian at the interface between ‘illness’ and ‘disease’
· A ‘witness’ to the human experience of, and the search for meaning in both illness and disease (although this is shared with our specialist colleagues, the longer term relationship between GP and patient gives much more scope for it)

She sums up the challenge thus:

‘We must be generalists acknowledging all forms of distress as legitimate, and we need to be able to provide continuity of care over time.  We must have the time and the skills to listen and to hear, to the extent of being able to empathise, so the patient feels understood and is able to trust.  We need to be able to find words which demonstrate our understanding.  We must become partisans, consistently choosing to side with our patients.

As general practitioners, we need the ability to identify imaginatively with a wide range of individuals.  To achieve this we need to avail ourselves of as wide an experience of humanity as possible, and borrow skills from other disciplines.  We must make available the benefits of scientific medicine but mitigate its dangers through an understanding of anthropology, biography, poetry, myth, philosophy and politics.  The skills of anthropology and biography help us with empathy and the use of continuity, and an awareness of poetry and myth can help us find the words to communicate our understanding to the patient.  A grasp of philosophy and politics can show us how to be effective partisans on behalf of our patients.’ (Heath, 1995)
John Howie, Professor of General Practice at Edinburgh University in the 1980s and 90s puts it like this: 

‘General practice is the discipline where things are not always what they seem to be, and the way in which apparent clinical agendas and other life situations come together maybe infinitely hard to determine – and not always fully understood by patients or doctors.  It is the discipline where the prize for getting it right is so great and the cost of failing of such long-term consequence.  General practitioners are the professionals most often (but not always) closest to these challenges.  By their training and skills and knowledge, and by their relationship with patients – whether in communities or at consultations – they are in possession of unparalleled opportunity to intervene to improve health in the widest sense’. (Howie, 1999)
· Differences within general practice

One of the problems in organising this rotation is trying to give you a flavour of the different types of practice that exist.  Three obvious differences are:

Urban versus Rural

Large versus Small
Traditional partnership versus ‘PMS’ (see below)
but there are a myriad of smaller variations in the way that practices are organised and their clinical responsibilities undertaken, and this variation is increasing in the wake of recent Government policy.  In many ways each practice is a ‘cottage industry’, which from the point of view of the GP has always been one of the strengths of British general practice, and from that of the medical politician or health service manager has been one of its weaknesses.
The following tables list some of the main differences between these categories, although bear in mind these are generalisations, and stereotypes abound.

	Rural
	Urban

	List size tends to be smaller
	List size tends to be larger

	Often dispensing practices
	Rarely dispensing practices

	More likely to have extra responsibilities because of hospital travelling distance
	‘Extra’ responsibility, e.g. Accident and Emergency type work such as stitching, more likely to go straight to hospital

	Lower population turnover enhancing doctor-patient relationship
	Increased population turnover

	Fewer other GPs around - more difficult for patient or doctor to escape from an unsatisfactory doctor-patient relationship
	More patient choice

	More difficult for the GP to blend into anonymity when not on duty.  Difficult to have hobbies of a dubious nature.(!)
	Easier for GP to be anonymous and a ‘normal Joe’ (or ‘Joanne’) when not at work.

	GPs may have the right to opt out of out-of-hours work but this may not be possible in more remote rural areas
	GPs are able to opt out of out-of-hours work since the 2004 contract


	Small
	Large

	Smaller income, with proportionately higher expenses
	Higher income - as list size increases, income increases to a greater degree than expenses

	Less scope for flexibility of working conditions
	More scope for flexibility

	More potential for professional isolation
	Greater pooling of knowledge and skills

	Less choice for patients
	Greater choice for patients

	More informal and accessible.  Potential better continuity of care
	More impersonal and formal.  Greater potential for loss of continuity of care

	More likely that all the doctors could know all the patients and vice versa
	Many patients will not know other doctors in the practice

	Potentially more threatened by imposition of a Darzi polyclinic
	There is a policy (and ideologically) driven trend to increase the number of large practices


Other differences might exist in the way practices are organised, managed and financed (at the moment, for example, many practices are so-called “PMS”, providing Personal Medical Services, that is core services plus some defined extra services in relation to their patients’ needs).  These organisational arrangements unfortunately change quite frequently, seemingly at the whim of the Secretary of State for Health!
	STUDY POINTS
1. Describe briefly one consultation, observed or undertaken, where you or the GP used a non-disease label or stated what the problem wasn’t rather than what it was.

2. Describe briefly a consultation where time was used as a ‘diagnostic tool’.

3. Describe a consultation involving either a ‘hidden agenda’ (or ‘unvoiced concerns’) or when the presentation was being driven by significant other factors.

4. Find out the views of your GP teacher(s) (and other GPs and PHCT members) about continuity of care; its advantages and disadvantages, and how it can be achieved.

5. Do the features of urban/rural, large/small listed in the tables ring true in the case of your practice?  What does your GP tutor think?
6. Ask your GP tutor for their views on traditional GP partnership versus PMS/working for the PCT.

7. Read through this week’s editions of the GP ‘freebies’, i.e. GP, Doctor and/or Pulse, to get a feel for current issues!



5.   HEALTH PROMOTION AND PREVENTIVE CARE

This chapter maps the Logbook outcomes “Conduct consultations with patients for who the primary purpose of the consultation is health promotion” and “Conduct consultations with patients undergoing screening or a health screening procedure”.

Traditionally the role of health professionals has focused on the management of established disease.  Preventive care has often been undertaken in an opportunistic and sometimes haphazard way.  Yet history gives us plenty of examples that show that most of the great advances in health have been due to advances that prevented illness from developing rather than treated established disease.

A look at causes of ‘premature’ death (before the age of 65) show that a number of areas are ripe for preventive work.
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Successful prevention requires changes at national, local and individual levels.  This section will concentrate on prevention in primary health care, and you are reminded of previous teaching and learning about prevention from Medicine in the Community/PPD, and the GP attachment and Public Health EJR in Stage 3.

Two areas have raised the profile of such work in primary care.

5.1
The Health of the Nation (1991) 
This document outlined a number of specific objectives for improvement in the nation’s health by the year 2000, some of which have been achieved.  
The key areas for action were as follows:

· Causes of substantial mortality:


coronary heart disease



stroke



cancer



accidents 

· Causes of substantial ill health:



mental illness



diabetes



asthma

· Factors contributing to ill health:



smoking



diet



alcohol



exercise

· Areas with clear scope for improvement:


health of pregnant women, children



rehabilitation



environmental quality

· Areas with great potential for harm:


HIV/AIDS



other communicable diseases



food safety

5.2
The 2004 GP Contract

The thrust of the 2004 contract was to improve the quality of ongoing care of chronic disease (see earlier section on Chronic Disease Management). 

5.3

Health promotion (See also earlier section)
An important aspect of all health promotion activity in general practice is, of course, health education.  This is applicable to all the above stages.  Another important component of general practice health promotion activity is behaviour change. 

5.4

Behaviour change 
To remind you, Prochaska and Diclemente described four stages which people are said to move through in the process of behaviour change:

· precontemplative  -  no awareness of a problem that it is necessary to change and no intention to change in the foreseeable future.

· contemplative  -  awareness of a problem and a need for change, and thinking about changing.

· action  -  have already begun to change, and seek help in choosing and implementing change strategies.

· maintenance  -  have already made significant changes they seek help to consolidate  or prevent lapses.

These four stages are best thought of as a cycle, since relapse may occur, particularly in the context of addiction.  Attempting to tell people who are in the precontemplative stage what to do is unlikely to be helpful (“You must give up smoking now.”), and effort may be more beneficially diverted to helping people to move to the contemplative stage (e.g. “Can you see a situation in which you might consider stopping smoking?”).

Similarly the timing and appropriateness of providing advice about lifestyle may be difficult to gauge.  A patient with multiple psycho-social problems may see smoking as the least of their worries, or even one of their few pleasures.  Conflict can arise for doctors between their respect for this person as an individual and their role as society’s ‘health policeman’, particularly if the health promotion issue is a contractual obligation or linked to the ‘pound in the pocket’, i.e. through QOF.

Then there are deeper and perhaps more fundamental issues.  What is health?  Is it the absence of disease or the ‘complete psychological and social well-being’ we have come across in definitions?

Another important question is what role should the State play in attempting to influence people’s lifestyles?
As Skrabanek writes in his book ‘The Death of Humane Medicine’, the pursuit of health is a symptom of unhealth since it is absence of health that produces a state of dreaming of health.  Governments are in danger of going beyond providing education and information for individuals to choose paths of action for themselves, and coercing people to adhere to establish norms of approved and disapproved behaviour.  This puts the medical profession in the role of arbiters of normality, and excuses Governments their responsibility for the improvement of health through, for example, working to eradicate poverty, banning tobacco advertising etc.  Instead, people are blamed for their own ill-health.

On the other hand, the ban on smoking in public places appears to have produced significant health benefits relatively painlessly.  Legislation does have a place!
	Study Points

1. Discuss with your tutor the preventive work activity of the practice.  What are your tutors feelings about this work and why?  Do you agree?

2. With reference to practical examples you have seen, what are your own thoughts about this work?

3. Describe a consultation where a piece of health promotion advice did not work.  Was this because of ‘doctor factors’, ‘patient factors’ or both?




6.   THE CONSULTATION

This chapter maps to the Logbook outcome “Communicate effectively and sensitively with patients and carers, including routinely eliciting ideas, concerns or expectations and giving effective explanations”.

The essential unit of medical practice has been defined as the ‘occasion when, in the intimacy of the consulting room, a person who is ill, or believes himself to be ill, seeks the advice of a doctor whom he trusts.  This is a consultation and all in the practice of medicine derives from it’. Sir James Spence, who made this oft-quoted and eloquent claim, was a pioneering Professor of Child Health in Newcastle in the 1950s and early 60s.

In its simplest, the consultation is the setting within which the doctor diagnoses and treats.  In a seminal paper, Stott and Davis (1979) identified four areas which should ideally be addressed at each consultation:

a) Management of presenting problems

b) Management of continuing problems

c) Modification of health-seeking behaviour

d) Opportunistic health promotion.

In order to achieve the numerous goals of a consultation, a number of skills are required:

· interpersonal skills (the ability to communicate and make relationships with patients).

· reasoning skills (pattern recognition, analytical reasoning and reflection)
· practical skills

This section will focus on the first of these.  We will look at some models of the consultation and suggest a useful one for employing in your own consultations.

There are in fact a number of consultation models. In this limited text we are going to concentrate on three, but will very briefly outline some of the others.
6.1
The Calgary-Cambridge Approach. This is the mainstay of the communication skills teaching you have received in your course up to now. All your PPD communication skills work is based on this. It has been adopted by most UK medical schools, and many others throughout the world, and has been found to be applicable in most clinical settings and specialties (i.e. not just general practice) as well as in other areas such as dental and veterinary education, not least because it is evidenced and uses the best features from all the preceding models. 
The underlying philosophy is that of a patient-centred approach, in which the doctor not only explores the patient’s medical symptoms, but also elicits the patient’s ideas, concerns and expectations (ICE) in order to achieve a shared understanding of the problem and to involve the patient in decision-making. Unsurprisingly this approach has been shown to have benefits in terms of better patient outcomes, including more effective diagnosis, improved concordance with treatment, improved patient satisfaction, fewer complaints and even some physical outcomes (such as pain relief, diabetic control and quality of life in cancer patients).

Just to recap, the consultation is broken up into sections, each associated with a specific set of “microskills” that can be learnt and practised. These sections are:

· Initiating the interview
· Gathering information
· Providing structure to the consultation
· Building the relationship
· Physical examination (if appropriate)
· Explanation and planning
· Closing the session
This is not just a framework for communication, of course, and is intended to be used in a more holistic way, integrating both process (the ‘how’) and content (the ‘what’).
6.2
A task-orientated model (after Pendleton et al, 2003) - the authors detail seven tasks of the consultation. This model will be particularly familiar to most of your GP tutors as it was the mainstay of consultation skills teaching on GP vocational training for many years.

· To identify the reason for the patient’s attendance 

· To consider other problems

· To choose an appropriate action for each problem, with the patient

· To achieve a shared understanding with the patient

· To involve the patient in management, and encourage him/her to accept appropriate responsibility

· To use time and resources appropriately

· To establish and maintain a relationship with the patient

6.3
Roger Neighbour and ‘The Inner Consultation’ (or “How to consult with two heads”). Again, this book, first published in 1987, has had a huge influence on the teaching of communication skills to GP Registrars and some knowledge of it is useful.

Effective consultation depends upon the ability to pay attention to clues in the periphery of vision and to hear and respond to conversational nuances.  Both patient and doctor have two ‘heads’ present in the consultation - the first (which maps to the functions of the dominant hemisphere) organises and analyses data and exerts logic and control over proceedings, the second (mapping to the non-dominant hemisphere) is the responder, an ‘inner voice’ commenting in a spontaneous and intuitive way.  
These two heads can sometimes be at odds with one another, and we need to develop ways in which both can be made to contribute equally. Roger Neighbour suggests five stages that must be reached in the consultation journey. They can be memorised by imagining each written on a finger of the hand.















These five stages can be summarised as follows:

(1)
Connecting  -  establishing rapport using encouraging non-verbal communication, beginning with open-ended questions and responding to the verbal and non-verbal cues given by the patient.  Try to notice (responder) rather than jumping in with evaluation (organiser).  Verbal cues include speech content (what’s said and what’s not said) and speech quality.  Non-verbal cues include facial expression, eye contact, posture and gesture.  To know whether you have successfully completed this stage, ask yourself whether there is rapport between you and the patient.

(2)
Summarising  -  eliciting what has happened both in medical terms, and terms of the patient’s ideas, concerns and expectations.  The questions will begin openly, and gradually narrow down as you test your hypotheses with closed and clarifying questions.  The summarising point is reached when the doctor can offer the patient a summary of the problem in its different dimensions.  Doctors probably do this all the time in their own heads but it is vital to do this verbally, as it helps to clarify the issues as well as demonstrate to the patient that you have been listening!

(3)
Handing over  -  this is the point where the patient and the doctor are agreed, and both can prepare to end the meeting.  There needs to be negotiation in reaching agreement about which objectives are to be met and by what means.  This involves the patient in management and attempts to achieve a shared understanding.  A finishing point to know if this stage has been reached might be to ask the patient a question such as ‘Are you happy with that?’

(4)
Safety netting - General practice is often referred to as the ‘art of managing uncertainty’.  A good doctor, at the end of the consultation, will ask themselves:

-  If I’m right, what do I expect to happen?

-  How will I know if I am wrong?

-  What would I do then?

(5)
Housekeeping

The doctor owes it to herself and the next patient to deal with the intense emotions that can be generated by a consultation.  This checkpoint is reached when you can answer the question ‘Am I in a good enough shape for the next patient?’

It is necessary to be aware of emotions that may contaminate the next consultation, be they from previous patients or elsewhere in your life, and to develop strategies to deal with them.

Other models of the consultation that you may wish to peruse further are:
1. The ‘sociological’ model  - doctors and patients have beliefs based on the norms and values of society and their peers.  Both adopt particular social roles in the context of the consultation.  One manifestation of this is the concept of ‘sick role’, first described by Parsons in the 1950s and referred to in MiC.  This depicts the sick person broadly speaking as having 2 obligations (must want to get well as quickly as possible; and should seek professional advice and co-operate with it) and 2 privileges (exemption from normal activities and responsibilities; and regarded as in need of care, being made to get better on their own).  In return, of course, there are certain expectations about the doctors’ role, and certain rights bestowed (such as the right to examine patients intimately, both physically and psycho-socially).  Deviance from these roles produces strains in the relationship, which may be manifest in the consultation.

2. The ‘anthropological’ model – also featured in MiC, illness behaviour comes about as a result of patients seeking answers to such questions as ‘what has happened?’, ‘why now and why to me?’, ‘what could happen if I did nothing?’, ‘what should I do about it - or to whom should I turn for further help?’.  The answers that an individual constructs to these, and other questions, will reflect that person’s ‘explanatory model’ of his or her sickness.  This is of course rooted in their more general beliefs about health and disease, and will reflect that individual’s previous experience and knowledge of illness, and so forth.  Note, the doctor also has an explanatory model.  If the two models do not ‘fit’, or at least the doctor does not recognise and acknowledge the patient’s model, a dysfunctional consultation is possible.

3. The transactional model (after Berne) - when interacting with each other, both patient and doctor can be in one of three states of the mind - ‘parent’, ‘adult’ or ‘child’.  The ‘adult’ state is typified by autonomy and orientation to the ‘current reality’.  The other two states have their origins in the individual’s past.  The feelings and behaviours of the ‘parent’ state are derived from parental figures, and are typically nurturing or controlling.  The ‘child’ state reflects feelings and behaviours of the individual’s own childhood, and can be either creative and playful, or wilful and naughty.  During any interaction people may shift back and forth between states.   The most effective communication is usually when each is in the ‘adult’ phase.  Very often, transactions in the medical setting take place in the child-parent or parent-child mode.  These '‘crossed’’ transactions are prone to problems, and the doctor should try to get herself and the patient back in to adult-to-adult mode.  Analysis of consultations, using this model, can provide a guide to action within the consultation.


Doctor
Patient






1.  Common

2.  Occasional

3.  Ideal

4.
The Balint model - Michael and Enid Balint, psychotherapists with a special interest in general practice, pioneered a school of thinking in the 1960s based on psychodynamic theory more sensitive to the manner of the consultation.  The main themes are:

a)  patients’ problems cannot be divided into physical and psychological categories: the two co-exist to a greater or lesser extent.  Psychological problems often manifest physically, and physical diseases have psychological consequences.

b)  doctors also have feelings and these have a function in the consultation.  For example, how a doctor feels may reflect how the patient is feeling (so called ‘transference’) and reflecting on this may provide useful information for both parties, and help move a difficult consultation forward.

c)  the most powerful pharmaceutical agent is the drug “doctor” (but like every drug it has its own pharmacology, including side effects, and the possibility of dependence).


As with the other models, analysis of a consultation, or of the doctor-patient relationship, can provide useful insights.

5.  The ‘Health Belief’ model (after Becker and Mallian) - the beliefs and motivations the patient brings to the consultation significantly govern the understandings and intentions he/she takes away from it – good old ICE again!  This model is of particular relevance to those consultations in which the doctor attempts to help the patient modify health-related behaviour.

6.  The patient-centred model (after Stewart, McWhinney et al, 2004)

This model builds on that of Pendleton and comprises six interconnecting components.

· exploring both the disease and the illness experience - i.e. the patient’s ideas, feelings, expectations, and effects on function

· understanding the whole person - i.e. the family and social context

· finding common ground

· incorporating prevention and health promotion

· enhancing the patient-doctor relationship

· being realistic

7.
In another sociological perspective - ‘Meetings between experts’ - Tucket et al analysed over 1,000 general practice consultations and showed that far from being passive participants (the traditional paternalistic view), patients bring to the consultations a set of beliefs and expectations, and expertise in ‘themselves’.  The traditional paternalistic view has de-valued the potential contribution the patient can make.  They identified 4 skills areas crucial to successful, collaborative consultations:

· elicit the patient’s beliefs and concerns

· relate explanations to the patient’s illness framework

· provide opportunities and encourage the patient to contribute

· pick up cues 

In an interesting study in general practice, patients were interviewed after watching a video of their consultation with a GP, and asked what they were thinking, why they responded in certain ways etc.  This confirmed (again) the reality that patients are far from passive in a consultation - even if not apparently actively involved by the doctor - and continually search for meaning and understanding.  They routinely consider their relationship with the doctor, the doctor’s apparent willingness, ability and available time, and adjust their own behaviour accordingly (Cromarty, 1996).
8.
Patient-centred care
The relationship between the medical profession and society is undergoing major change in the move towards more patient-centred care.  According to Angela Coulter of Picker Institute Europe*, the patient of the future will be an autonomous party in treating, managing and preventing disease, rather than someone simply at the receiving end of healthcare interventions.  The implications of this are profound.  Already bodies such as the Royal College of Physicians have produced guidance for patients on how to get the most out of a consultation (e.g. specific questions to ask such as “is there more than 1 way to treat my condition?” or “who can I contact if I have more questions?”).  Shared decision-making will be the norm, a phrase that easily rolls off the tongue but in fact is an enormous challenge.  Not least is the fact that models and tools for shared decision-making are still being developed and tested.  There is also no doubt that doing this will increase the length of the consultation.  Exciting and challenging times ahead!
(* See http://www.pickereurope.org/page.php?id+23 for more discussion about patient-centred care.)
Does any of this make a difference?

There is a large, and growing, evidence base to support the contribution of good communication to health outcomes, beyond ‘just’ being nice.  Horder and Moore (1990), in an extensive review of the literature, and others since, concluded that the interpersonal or psychosocial aspects of the consultation play a major role in influencing physical health outcomes, as well as just making people feel happier.  More control by patients, more opportunity for emotional expression, more information given, and paying attention to the patient’s own ideas and beliefs were all associated with a better outcome.  This is a consultation, and all else in medicine derives from it!

	

	Study Points

	

	1. Obvious, really:  try things out on your very own patients.  For example, video your consultations and analyse Neighbour’s five stages reached with your tutor.  (This model is a suggestion - if you and your tutor prefer to use other models please feel free to do so)

	2. What are the most important communication skills for a GP?  Do they differ from your experience of hospital practice?

	3. What do you find most difficult in terms of communication skills?  Give examples if you can.

	


7.   ADMINISTRATION AND FINANCIAL ORGANISATION

Most general practitioners are independent practitioners who contract with the NHS to provide agreed services.  This means that in effect the GP is running a small business.  This is obviously a fundamentally different approach to other doctors in Health Service employment, and has a significant effect on the organisation of work and staffing.

Income

The three broad categories of GP income are:

1. Income from the NHS

2. Non-NHS medical work

3. Income from commitments outside the practice

1. NHS income
Since the new contract of 2004, practices are now awarded a “Global Sum” for NHS work.  This is an amount calculated for each individual practice and includes: 

· Capitation fees i.e. payments based on the number of patients
· “Quality payments” awarded according to fulfilled criteria for chronic disease management (See Chronic disease management previously)
· Separate payments for other services e.g. contraception

· Payments for extra services contracted for e.g. running a drug and alcohol service, intra partum care

· Reimbursement towards staff costs

· A “correction factor” – a mathematical adjustment based on practice demographics such as size, age distribution of patients etc.

2.  Non-NHS medical work


Numerous potential sources include:

· Insurance reports and examinations

· Other medicals and reports, e.g. HGV Licence, diving certificates

· Solicitors’ reports

· Cremation fees

3.  Income from work outside the practice
· Occupational health appointments

· Local authority appointments, e.g. Police Surgeon, School Medical Officer

· Hospital posts, e.g. clinical assistants

· University or teaching work (practices get paid for teaching you!)
Outgoings


These are in two broad categories:

1. Running costs

2. Capital expenses

a)
Running costs
· Premises

· Staff costs
· Service costs  -  heat, light, telephone, etc.

· Professional fees  -  accountants, bank, insurance etc.

b)
Capital expenses

e.g. ECG machine, computer, new buildings.

A major advantage of GPs being ‘self employed’ is that much of their expenditure, particularly capital expenses, are allowable against tax.

It can be seen, therefore, that there is a need for such a complicated system to be monitored and changed.  If members of staff are to be paid at the end of the month someone needs to have an awareness of the financial state of the practice.  This, together with the increasing need for accountability in clerical work, has made the practice manager a pivotal figure within the practice. 
	

	Study Points

	

	1. What has been your impression of general practice in relation to financial matters before the rotation?  How have your impressions changed?

	2. Your tutor may show you his or her quarterly returns.  How do the breakdown of these compare with averages?  What about the accounts?

	3. What financial planning is ongoing in the practice for the future?

	


8.   THE RECENT PAST AND THE FUTURE

The 1990 contract for general practice was the beginning of a period of change and development for general practice that is still ongoing (and likely to remain so).  As mentioned at the beginning, the purchaser - provider split has remained in different guises, the last being the development of “Practice-Based Commissioning” and opening up ‘the market’ to commercial providers.  The New Labour government maintains its rhetoric about the continued devolution of power and decision-making to those at the “coalface”, in the context of increasing patient choice. Where the newly elected coalition government will take these principles is as yet not known – the only certain thing is that there will be change!
There has, for some time, been a sense of being on the threshold of more fundamental change, however, due to the seismic social changes in attitudes and expectations.  Some of these and their impact are detailed below.

8.1
Expectations
As discussed in Chapter 6, patients increasingly expect quicker and more convenient access to health care, and are less and less likely to accept a second-rate service.  They have greater access to information through the internet, and are more and more willing to explore alternative health provision.  Hence such developments as walk–in centres, a mushrooming of high street, private, one-stop health clinics, the directive to guarantee an appointment within forty-eight hours and “Choose and Book” referrals.  Not to mention Darzi Polyclinics.  A plethora of guidelines, national service framework documents and good practice initiatives are also being produced and acted upon.

8.2
Substitution
There is an increasing trend towards multidisciplinary working and the use of other professionals to do much of the work traditionally done by the GP. A good example of this is NHS Direct, the nationwide telephone advice service staffed by nurses.  As mentioned earlier, most practices are utilising nurses in roles of greater responsibility, whether in triage, consulting or chronic disease management.

8.3
Accountability
Not much needs to be said on this subject as it is obvious. Medicolegal pressures, demonstration of good standards of practice, employment and health and safety legislation all come under this area.

An important further issue is continuing professional development (CPD) and the move towards revalidation.  Historically the GMC relied merely upon the historical record of a doctor’s qualification and the absence of major complaints as evidence of continuing competence, assuming that doctors would keep up-to-date throughout their professional lives.  Revalidation will be based on regular checking that minimum standards of clinical and organisational work are met.  This dovetails with the whole issue of quality assurance. The detail is still under debate, but it will comprise two parallel processes: recertification (renewal of a doctor’s specialist certification) and relicensure (renewal of full registration). 
CPD itself has moved on apace too (see earlier). Before 1990, believe it or not, there was no requirement whatsoever for GPs to attend sessions or take any action to keep up to date.  For the next decade or so, GPs were required to do thirty hours of certified medical educational activity per year, of their own choosing. Now GPs are expected to develop their own personal education plans. Using a variety of methods (such as records of critical incidents, consultations that expose a learning need, etc), they must construct a plan of how their self-identified learning needs will be met, (e.g. self study, attendance at meetings or lectures etc.)
8.4
Generational change
Between 1988 and 1994 there was a 31% fall in the number of male doctors recruited to GP training schemes and a 4% rise in the number of female doctors, who by 1994 represented 55% of the total.  This proportion is even higher nowadays.  This is part of a wider trend towards more flexible working and achieving a better balance between work and home life.  There are questions here about what effect these changes might have upon the level of professionalism and the relationship between patient and doctor, including continuity.

These changes and pressures raise interesting questions about the whole existence and nature of general practice.  There are those who believe that there is no need to have general practice in its current form at all.  It’s pretty clear that the comforting images of the GP as a “Dr Findlay” or “Peak Practice” figure are outdated, if indeed they were ever accurate in the first place.  What does current research tell us?

The time-honoured definition of the GP has been along the following lines:

“A doctor who provides personal, primary and continuing care to individuals and families.  He may attend his patients in their homes, in the consulting room or sometimes in hospital.  He accepts the responsibility of making an initial decision on every problem presented to him, consulting with specialists as necessary.  His diagnoses will be composed in physical, psychological and social terms. He will intervene educationally, preventively and therapeutically to promote his patient’s health”. (Royal College of General Practitioners)
Are these ideals any longer relevant, necessary, achievable or even valued by patient and Governments?  In one study, patient satisfaction decreased with factors that reduced personal access to a particular doctor.  Yet in another study, patients wanted doctors who listen and solve problems more than they wanted personal continuity.  Another author stated that society was shifting towards evaluating GPs in terms of the quality of their communication. It seems common sense that for some problems and some patients the priority would be to see someone with whom you felt you had a relationship of trust, whereas for others the priority would be speed of access to a doctor, or other professional practicing to an appropriate standard.

Furthermore the definition appears unattainable to anyone wishing to have a life outside work. Are GPs to retain breadth, (wide-ranging boundary-less access) or depth (sub-specialisation, limited availability and responsibility for well – defined areas within the practice team)?  There is much to consider for the future, both individually and collectively.

5. 
 Our health, our care, our say: a new direction for community services
This White Paper was published in early 2006, and claims to set out ‘a vision for better health and social care.’ This has already had a significant impact on general practice. Extended working hours for surgeries and walk-in centres have, at least on paper, widened access. A new white paper on soon to be published may see further developments in the role of general practice-based commissioning with real budgets rather than the current indicative budget. The implications of this might be interesting to discuss with your GP tutor. 
[Acknowledgements to:  Harrison J, Innes R, van Zwanenberg T.  ‘The new GP’, Radcliffe Medical Press, 2001]

	Study Points

	1. Find out what impact the 2004 contract had on your teaching practice.

	2. What are your tutor’s hopes and expectations for the future, in particular the issues listed above?

	3. Suggestions for further reading about some of these issues:  

· look at the editorials in current issues of the British Journal of General Practice, or the BMJ - these are invariably topical; 

· scan a few copies of the general practice ‘freebies’ (Doctor, Pulse, GP) to see how some of the above issues are being handled by the media. 

	4. What issues have you seen discussed in the lay press, TV or radio recently?

	5. What image of general practice is this projecting?

	


9.   GENERAL PRACTICE AS A CAREER

1.         Foundation Year 2 Posts in General Practice

In the second Foundation year, around half of doctors in the Northern Deanery (up to 100% in others) have the opportunity to spend 4 months in general practice. They will work within the Primary Health Care team, do work on consultation and communication skills and achieve some basic competencies.
2.
Vocational Training
Following F2 all prospective GPs must currently complete three years further training.  This usually comprises two years in approved hospital posts, (usually six months in four of the following from medicine, health care of the elderly, obstetrics and gynaecology, paediatrics, casualty and psychiatry) and one year as a registrar in general practice (usually split between the beginning and end of the hospital block).  Training can be undertaken as part of a comprehensive vocational training scheme (e.g. Northumbria, Cleveland or one of the Cumbria schemes) - much the better option as the whole programme is sorted out for you - or as a DIY scheme (note the posts have to be approved ones) - or a combination of approaches.  A new curriculum for GP training has recently been implemented, however. 
From 2007, there has been a new final hurdle at the end of vocational training known as nMRCGP.  It comprises a written paper (MCQ), a clinical skills assessment (OSCE) and a work-based assessment (WBA), which includes a trainer’s report and a range of other assessments performed during the general practice attachment. 
After that you are free to apply for posts in practices, though many people do locum work for a while before ‘settling down’; and round-the-world travel via the Antipodes seems particularly popular at this point in time.  In response to the recent recruitment crisis (i.e. a significant fall in applications for vocational training schemes, and difficulties attracting applicants for practice vacancies, notably in inner city and deprived areas) innovative schemes are being set up around the country that aim to provide a bridge between the end of vocational training and joining a partnership.  One of the first was ‘Career Start’ in Durham, whereby doctors who are vocationally trained work part time in one or more practices for a fixed time period and are supported in pursuing other (professional) interests, such as management, research or teaching, in the rest of their time.  There is an expectation (although no obligation) that they will eventually settle in practice locally.  Initial evaluations of such schemes seem generally positive, and there is hope that they will contribute to retaining people in practice.

3.
Why do it?

Why become a GP?  Here are some reasons that might appeal to you:

· The ‘Primary care-led NHS’ puts general practice in the driving seat of health care

· There aren’t many very sick people at any one time, except during a flu pandemic; having said that all your patients die!!
· There’s huge variety – it’s more than ‘coughs, colds and the pill’
· In employment terms, most GPs are independent contractors rather than employees (but obviously not if you are a salaried GP)
· You really do get to know some people very well, and this dramatically enriches contact with patients
· Many people prefer the working environment of being in a small(ish) building in the community, and being part of a small(ish) team
· Although you do have to work to some defined targets and standards, you are more or less your own boss, and you therefore have a fair degree of autonomy about how you arrange your working life
· It is possible to dovetail other working interests with being a GP. Common examples include:

-
Clinical assistantships - e.g. working in a specialty in a hospital clinic - a good way of maintaining a special interest


- 
GPs with a Special Interest http://www.rcgp.org.uk/pdf/ISS_INFO_11_JAN06.pdf 

-
Occupational health work - e.g. being a ‘factory doctor’


-
Medical politics and service development - increasing opportunities in this area (e.g. working in a PCT)


-
University research and teaching - again as the primary care research agenda develops and community-based undergraduate teaching expands, there are increased opportunities

· Since the 2004 contract GPs have been able to “opt out” of out-of-hours work

4.
What to do if you’re thinking about a career in general practice

· Talk it through with your GP tutor, and other GPs in the practice
· Contact one of the local vocational training schemes and discuss things with the appropriate contact person
· Look at the Royal College of General Practitioners’ website
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