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iRoutledge Revivals

Team Care in General Practice

When this book was originally published in 1976, general practice had developed enormously in the preceding years and one of the most important changes was the creation of the Primary Health Care Team. This book provides the context for how the ‘new-style’ general practice came about and examines the Primary Health Care Team in action. Part 1 discusses the rapid development of general practice in Britain. It selects one Primary Health Care Team and describes a detailed workload audit carried out in 1972. One of the most significant findings was the comparatively small workload for the General Practitioner when they were integrated into a well-functioning team. Part 2 analyses the results of a detailed Patient Satisfaction Survey, conducted by a university sociology team. Several hypotheses were tested, all relating to the satisfaction that the patients had with the overall health care service that they received.
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Foreword

By Margot Jefferys

When I was a school child in the inter-war years, my family lived in a small town within commuting distance of London. Our family doctor was one of two serving the district. His elegant house was in the High Street and he saw his private patients there. They walked through the front door to the comfortable waiting room. He had ‘panel’ patients — working class men for the most part — who were entitled to consult him by nature of their compulsory National Health Insurance payments. They entered by a side door where they waited in a long corridor for his services. Later, because the town grew and his practice thrived, he took on two assistants, a dispenser, and a shop a hundred yards or so down the street to which he transferred his panel but not his private practice. There was no nurse attached to his practice. The townsfolk criticised his wife for her unwillingness to play her socially expected role of receptionist and doctor’s escort with female patients, and found it a blessing that his daughter, when she left school, was willing to do so. In the meantime, urgent messages were taken by one or other of the maids who graced his establishment. The well-to-do families had no hesitation in asking the doctor to call on them at home. It was they who decided whether a home visit was necessary and were billed for the privilege.

I suppose this type of practice was still to be found in some areas with a substantial number of middle class people when the National Health Service began in 1948, although the war may have blurred the crassest class distinctions. In more solidly working class areas the doctor was still likely to be a single-handed practitioner, but he was more likely for the sake of his wife and children to have moved his residence to a more salubrious part of the town while keeping his practice going in a shop close to his potential panel patients.

The patterns of primary medical care which I have recalled from my childhood were a reflection not only of the state of medical knowledge at the time, but also of the marked and largely unquestioned social divisions of a society which were mirrored in the medical care system. The divisions of that time have not altogether disappeared; but the impact of the second world war resulted at least in more egalitarian access to medical care. Changes since then in the economy, in technology, and in the life style expectations of individuals in all walks of life have combined to bring about a number of changes in the way in which medical services are organised.

Practices of the kind I recall from the inter-war years have not perhaps disappeared altogether. In 1973, the year in which the study 8reported in this book was undertaken, nearly a fifth of all principals in general practice under contract to the National Health Service in England and Wales were still in single-handed practice. Many of them survive, as did my family doctor 50 years ago, with the help of a succession of hard working assistants and a wife or daughter as receptionist. Some surgeries are probably no better equipped now than they were then and some of the loners are probably as remote from the local hub of the medical world — the hospital — and the prestigeful specialists as their forebears ever were.

But the general practitioner who works in isolation from his medical colleagues in the hospital or his peers in general practice in the locality is becoming a rarer bird even among single-handed practitioners. Younger recruits to this branch of medicine are now much more likely than those close to retirement age ever were to work in a colleaguely way with consultants and to seek out other general practitioners for the purpose of continuing their medical education in matters of both clinical and organisational interest.

Furthermore, group practice in or outside Health Centres, with attached Local (now Area) Health Authority workers as well as directly employed receptionists and secretarial staff, is now the most prevalent form of practice arrangement.

Most of these changes which have occurred in the structure of primary health care facilities and staffing in the last decade have not been described in much detail. There is little more than a few anecdotal accounts of the effects which such changes have had on the participants in the enterprise — that is, on doctors, other health and administative workers and — not least — on patients.

In particular, it is not at all clear what the results are of bringing doctors and nurses, including health visitors, together to provide potentially more comprehensive and coordinated community care for a patient population. The existence of a multi-professional team has at least the potential which isolated professionals have not of reallocating tasks in order to achieve the optimal distribution of work; but it is not clear how often this potential is utilised.

Of course the use of the word ‘optimal’ requires consideration. It is unlikely that the optimal distribution of tasks viewed from a particular perspective — for example that of the general practitioners — will be seen as optimal by all their patients, or all health visitors, or the government responsible to the tax payers for financing the service. In the harsh world of scarce resources and differential statuses accorded to those who possess different kinds of knowledge and skills, optimal solutions are likely to favour those who have the most power to command resources at the expense of those with least bargaining power. But no one is powerless and solutions can never be totally satisfactory, even for the most powerful, if only because those who feel dissatisfied with the role they have been allocated or with the rewards they obtain 9or with the services they receive have ways of making miserable the lives of those who dominate.

Fortunately too, power is not always used entirely egotistically. If it were, much less regard would be paid in the health service to the needs of the disadvantaged — the elderly infirm, the physically and mentally handicapped.

In this book Geoffrey Marsh and Peter Kaim-Caudle have tried to set out, honestly and clearly, what happened when the former made a deliberate attempt to reallocate tasks traditionally performed by the general practitioner to nurses and health visitors, while retaining the concept of the personal doctor. In part I the effect of bringing nurses into the consultative process — particularly in the home — on the workloads of all members of the practice and on referrals to hospital is discussed. Part II gives the results of a survey conducted independently by a team from the University of Durham of patients’ reactions to the reallocation.

The story they have to tell is, by and large, a success story. The reallocation of tasks appears to have reduced the volume of work which the doctor undertook without increasing the work referred to specialists. Other members of the health care team appear to have been pleased to accept more clinical responsibility; and patients, although not uncritical of some aspects of practice organisation, did not complain about the care they received from nurses. The third party too, the state, should have reason to be pleased, for one implication of the study was the finding (to be confirmed more generally) that manpower demands for community health care can be curtailed if small multi-professional teams are encouraged to take on work hitherto performed purely by medically qualified personnel.

Nevertheless, the authors are rightly cautious. They did not attempt to measure the vexatious issue of the quality of the care delivered. However unlikely, it is conceivable, that if we were able to devise satisfactory ways of measuring the effects of care on the health experience of the population, delegation of some physicians’ tasks to nurses could be shown to be deleterious. Similarly, we cannot say whether patient satisfaction would be as great given another practitioner. Innovations have a way of being successful because innovators are thoughtful people with charisma and enthusiasm. It will be for the future historians of medical care to assess the significance of the pioneering work which is so faithfully recorded here.
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The Trend Towards Group Practice

A recently qualified doctor entering general practice today will find a very different environment from that which his counterpart experienced only ten years ago. Increasingly, he is likely to join a Primary Health Care Team in a purpose-built medical centre. Over the last decade, there has been a pronounced movement towards large group practices with supporting professional and lay staff and the cramped single-handed practice attached to the doctor’s home with little or no secretarial or nursing help is becoming extinct. The rate of change has been rapid since 1966, the year in which the numerous recommendations of the BMA’s family doctor charter were accepted by the British Government.1 Some of these changes have greatly affected the doctor’s workload and have important implications for the future. The increase in the number and variety of staff employed by practices, the evolution of the Primary Health Care Team, and the attachment of local authority staff (area health authority staff after April 1974) to practices have had noteworthy effects which will be discussed in detail.

Less than a fifth of general practitioners now work in single-handed practices and a new doctor will normally expect to join a group of three or more.2 The concept of group practice was put forward as long ago as 1920 in the Dawson Report, which suggested that doctors should work in teams from health centres.3 During the last twenty years, opinion in favour of groups has gathered momentum, but there is still disagreement about the optimum size of a group. Taylor, in 1954, advocated the system of group practice in his book, Good General Practice4 and this view was supported nine years later by the Gillie Report.5 The Royal Commission on Medical Education (1968) suggested that groups of at least a dozen doctors would have economic and professional advantages and would benefit patients.6 The Sub-Committee of the Standing Medical Advisory Committee on the Organisation of Group Practice concluded in 1971 that the optimum size for groups would prove to be five or six doctors.7

The British Medical Association’s Planning Unit Report of 1970 put the case for larger groups succinctly when stating, ‘Our subjective judgement accords with Cartwright’s8 findings that, on the whole, doctors in larger units derive greater satisfaction from their work than those working in single-handed or in two-man partnerships.9 We believe that this is due to the opportunity afforded to use more of their professional skills by delegation of work to medically related 14workers and to generally improved working conditions.’

It is now generally accepted that the newly qualified doctor needs to undergo a period of training in general practice before he can become a principal, and the presence of these trainees itself increases the size of the group. In 1967 the number of trainee practitioners in England and Wales had fallen to 120 but by October 1972 it had risen to 315.10 By October 1974 there were not less than 460 trainee places available in recognised three-year package schemes.11 If training becomes compulsory about 1,000 places will be required.6

The rise in the number of doctors working in group practices has kept pace with opinion in favour of these groups. The number of large partnerships has steadily increased. In 1958, as many as 33 per cent of all general practitioners were single-handed. By 1972 this proportion had fallen to 19 per cent. Conversely, in 1958 only 5 per cent of practices had five or six doctors but by 1972 this had risen to 15 per cent.2



New Medical Centres

The trend towards larger practices has been one of the factors leading to the realisation that larger and different types of medical centres are desirable. The family doctor charter encouraged two types — the local authority health centre and the group practice centre.1

After 1966, the Ministry of Health approved plans for local authority health centres only if they provided facilities for general practitioners. The number of these centres has greatly increased since 1969 when fifty were opened. Three years later 10 per cent of all general practitioners worked from 365 health centres in England12 and the Chief Medical Officer of the Department of Health and Social Security estimated that by the end of 1974 500 health centres would be operational with one in seven general practitioners working from them.13

The responsibility for the design, building and maintenance of these premises rested with the local health authorities (regional health authorities after April 1974). They were guided by the Department of Health and Social Security publication (1970) — ‘Health Centres — a Design Guide’.14 The health centre programme did not require any capital contribution from general practitioners. Furthermore, they were reimbursed the rents which they paid for the use of facilities within the centre by the executive councils (family practitioner committees of the area health authorities after April 1974).

The proportion of doctors working from group practice centres which they have provided for themselves is much greater than that working from health centres. Group practice centres are either expansions of existing surgeries or new purpose-built premises to accommodate the doctors and their teams. Although the doctors themselves are responsible for the planning, building and maintenance of these premises, 15they liaise with the local authorities in the provision of facilities for attached staff. The Design Guide to Group Practice Centres published by the Ministry of Health in 1966, assists general practitioners in the building, improving and expanding of premises.15

The capital cost of these centres is the responsibility of the doctors but they are helped by the General Practice Finance Corporation which was established in 1967 to make long-term loans for the building of such centres.16 The corporation charges commercial rates of interest — 16 per cent in 1974.17 It made 1,840 loans to 3,837 doctors between 1967 and March 1973 and the total sum lent was £12,266,000.18 The doctors are paid rent for the premises they provide which is assessed by the district valuer and paid by the executive council (family practitioner committee after April 1974). On new purpose-built premises the rent is guaranteed at a level which will equal the interest rates charged by the General Practice Finance Corporation.19

Furthermore, groups who are improving their existing premises are eligible for a 30 per cent non-repayable grant.20 Almost 2,000 grants totalling approximately £850,000 have been paid in England and Wales between 1966 and 1973.12 Irrespective of the accommodation which they occupy, general practitioners working in groups receive as part of their annual remuneration a group practice allowance of £270 (in 1974).21 The purpose of this allowance is to encourage the formation of group practices.

Irvine and Jefferys’ (1971) postal survey showed that most young doctors were working in groups and that a large proportion were working from local authority health centres.22 With a few notable exceptions, these centres provided more space, equipment and staff than other premises. Groups in privately owned centres tended to make more effective use of their premises and staff. They spent a larger proportion of the money available to them on their practices and used appointment systems more often. Nearly 33 per cent of these doctors still had their premises attached to their own or their partner’s houses. Many of these premises were lacking in space, a finding which underlined the need for a large rebuilding programme.

Irvine’s survey (1972) of 190 teaching practices (training newly qualified doctors) found that 75 per cent used premises which were owned by a group of partnership and that only 12 per cent worked from local authority health centres; the other 13 per cent occupied premises which were owned by private landlords.23 Amongst these teaching doctors, 17 per cent worked in premises attached to their own or their partners’ houses.



The Primary Health Care Team

The trend towards larger group practices and the resultant improvement in accommodation has been an important factor in the increase of staff working with the doctors and sharing their premises and work load.

16There are marked variations in the structure of these teams. Some are in the early, formative stages while others are more fully developed. It is the evolution of this team of workers which has most revolutionised general practice today. It is to have repercussions both on the kind of care which patients are coming to expect and on the workload of the doctor.

A highly developed team now consists of a group of general practitioners and trainee doctors working together with nurses, health visitors, midwives, receptionists, secretaries and filing clerks. It will usually have some form of liaison with social workers from the Department of Social Services in the area. Some teams also liaise with such agencies as the Family Planning Association, the Samaritans, the Marriage Guidance Council and the local clergy, but this is not common. Student nurses, trainee health visitors and pupil midwives all form part of the fully functioning team. All midwives and health visitors as well as most of the nurses are in the employment of the area health authority, which attaches them to doctors’ practices. The Board of Science and Education of the British Medical Association have recently produced a monograph on such Primary Health Care Teams.24



Secretarial Staff

The doctors employ their own secretarial staff, a term which embraces all clerical, secretarial and administrative workers in practices. In 1971 a sub-committee of the Standing Medical Advisory Committee on the organisation of group practice6 advocated that as much clerical work and routine administration as possible should be delegated to secretarial staff so that general practitioners could make full use of their professional training. It went further in suggesting that secretarial assistance should also be provided for nurses, health visitors and social workers so that they also could use their special skills to the full. The need for four kinds of worker was recognised — receptionists, record clerks, medical typists and practice managers. It is now easier for doctors to implement these recommendations since, following the family doctor charter,1 the family practitioner committee reimburses 70 per cent of the wages of secretarial staff. The Department of Health and Social Security has, however, ruled that this reimbursement should only apply to the equivalent of two full-time employees per doctor, and that their work must not include research or educational activities.21

Irvine and Jefferys (1971)22 reported that as many as 97 per cent of the practices in their sample employed some secretarial staff — 38 per cent two, and 60 per cent more than four staff. This was a considerable improvement compared with a similar survey eight years earlier when only 66 per cent of practices had any secretarial assistance.25 Drury and Kuenssberg nevertheless concluded, as recently as 1970, that many doctors did not delegate clerical and routine duties appropriately to secretarial staff.26

17In 1969 the North-West Merseyside faculty of the Royal College of General Practitioners presented the results of a postal questionnaire which showed that there was no relationship between the number of hours of clerical work a practice used each week and the total number of patients registered with the practice, the number of patients on individual doctors’ lists, or the number of doctors in the group.27 They did find, however, that those practices which used more clerical assistance were more likely to have an appointment system. Irvine (1972) found that teaching practices had more secretarial assistance than the practices in the Merseyside survey.23 A quarter of the teaching doctors in his sample had over sixteen hours of secretarial help per 1,000 patients per week.

It is important that secretarial staff should receive adequate training if they are to play their full part in the running of the practice. This is especially true if these staff are to carry some of the workload which has previously been undertaken by the doctor. This need is now acknowledged and is being met. Courses for receptionists and secretaries were recommended by the sub-committee of the Standing Medical Advisory Committee6 in 1971 and the need for training and education of such staff re-emphasised in 1974 by the Department of Health and Social Security joint working party report on general medical services.28 A training syllabus has been devised by the Association of Medical Secretaries and an increasing number of technical colleges are offering courses.29 The Medical Secretaries’ Handbook gives helpful guidance to secretarial and receptionist staff.30



Nurses

Many doctors also employ their own nurses. Their salaries like those of the secretarial staff, can be reimbursed up to 70 per cent by the family practitioner committee. The employment of nurses by general practitioners has been studied fairly comprehensively31,32,33,34,35,36 and has pioneered the development of local authority attachment schemes. In the past local authority nurses provided care for patients within a defined geographical area and were known as district nurses. This ended with the attachment of these nurses to particular practices.

The growth of these attachment schemes has been dramatic. From 1968 to 1969 the number of local authority nurses working in general practice attachment schemes more than doubled, the proportion rising from 11 to 24 per cent.37 By 1973 the proportion had increased sevenfold and 77 per cent of all nurses were attached. However, even then almost a quarter of all local authority nurses were still unattached. These statistics are consistent with Irvine’s findings that a fifth of his sample of teaching doctors had no nursing staff working with them.23

The report of the Joint Working Party on Attachment of Nursing Services to General Practice (1970) considered that ideally all nurses 18should be employed by the local authority and thought it undesirable for nurses working in the same practice to have different employers.38 However, it was conceded that the shortage of local authority nurses did not make this practicable. General practitioners still have to employ their own nurses since many of them do not benefit from attachment schemes. Even practices which do have such schemes may also need their own nursing staff if they are to receive adequate assistance, and especially if they wish to have a nurse available at the surgery throughout the day.

Various and conflicting estimates have been made of the number of nurses required by each doctor’s practice. Such estimates are often expressed as the number of hours of nurse work per 1,000 patients per week. The Gillie Report (1963)5 postulated one full-time nurse for a four-doctor group practice or about four hours per 1,000 patients per week. A similar conclusion was reached by the Royal College of General Practitioners’ study of four north-eastern practices in 1968.39 The Joint Working Party on Attachment of Nursing Services to General Practice (1970) made no estimate of the number of hours’ work which it considered desirable.38 The sub-committee of the Standing Medical Advisory Committee (1971) was more specific and recommended eight hours of state registered nurse’s time per 1,000 patients per week.6 This happened to correspond with the number of nurses available at the time they reported.

The many studies of nurse attachment schemes convey a fairly clear picture of the amount of work nurses do in various practices but they are deficient in discussing what is theoretically desirable. Nor do they always report the exact tasks which were assigned to nurses. Some of the differences in the number of hours worked in the reporting practices may well reflect the variety of tasks performed.

Warin’s report (1968) is particularly interesting as it is the first account of a complete attachment scheme.40 His scheme in Oxford was completed before schemes had even started in many other areas. In 1963 he attached one district nurse to a three-doctor group and two years later all the nurses in Oxford were attached to general practices. One nurse was provided for every 5,200 patients which represented seven and a half hours’ nurse time per 1,000 patients per week. Warin recognises the need for larger practices to have a nurse working at the practice centre so that attached nurses can concentrate on home visiting.

Weston Smith and Donovan (1970), who initiated the system of nurses making the first contact with sick patients at home, surprisingly employed their own nurses for only three hours per 1,000 patients per week.41 In contrast, Hasler et al (1966) had both a district nurse and a nurse’s auxiliary for their 6,800 patients as well as employing two part-time nursing sisters to provide full-time treatment roomcover.42 This amounted to as much as twelve hours’ work per 1,000 patients per week. 19The North-West Merseyside study (1969) found that practices employing their own nurses in addition to attached nurses had the highest number of nurse-working hours per 1,000 patients.27 A third of the practices had attached staff only and achieved an average of four and a half hours per 1,000 patients per week, whereas the 11 per cent of practices employing both private and local authority nurses achieved an average of nearly seven hours per 1,000 patients per week. Dixon’s study in a small Bristol health centre (1969) led him to suggest that six hours of nursing time per 1,000 patients per week were required solely for work in the treatment room.43

Howard (1970), herself a nurse, described the attachment scheme in which she was working in Birmingham. She worked full-time for a population of 8,300, or nearly five hours per 1,000 patients per week.44 She was supported by a full-time state enrolled nurse. Law (1970) studied ten urban group practices in the South of England each serving 12,000 patients.45 Every practice contained a doctor who had either published work on general practice or was on a committee concerned with the improvement of general practice. Although the average number of hours was five per 1,000 patients per week, the range was from none at all to over thirteen. Irvine’s study found that 31 per cent of teaching practices had between one and five hours of nurses’ time, 22 per cent had between six and ten hours, 12 per cent had between eleven and fifteen hours, and 6 per cent had between sixteen and twenty hours per 1,000 patients per week.23



Health Visitors

Whereas the attachment of local authority nurses to practices was a fairly natural development from the employment of nurses by the doctors themselves, there was no precedent for the employment of health visitors. Indeed the true role of the health visitor was not appreciated by many general practitioners, who had a very vague idea of her knowledge and skills. There was normally little or no personal contact between these two professions, communication being limited to an occasional telephone call or, more frequently, to notes or messages brought to the doctor by patients from local authority child welfare clinics. These messages frequently suggested treatment with which the general practitioner disagreed. This may have been due to the fact that the health visitors worked at their clinics with assistant medical officers of health whose knowledge, attitudes and traditions were often very different from those of the general practitioner.

In the years preceding the introduction of attachment schemes some nurses employed by general practitioners did work, such as immunisation schemes and well-baby clinics, which is traditionally assigned to health visitors.31 This was to lead to some confusion between the roles of the nurse and the health visitor in the primary health care team.

Published reports on the employment of nurses in general practices 20played an important part in guiding local authorities in the early days of nurse attachment schemes.
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